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It always happens so fast. 
And, this time, you're 
right. It did happen to “the 

other guy." 

You know: The guy who 
wouldn't hurt a fly, turn 
down a friendly drink—or 
take a cab home instead of 
driving. A nice guy who'd 
now and then smoke in bed, 
maybe swim out a little too 
far, sometimes hurry a 
little down the stairs. 

We know you knew him. 
And that you'll miss him. 

We just don't want you to 
join him. 

"Oops" is a pitiful 
epitaph. 


Safety 6 e 
Council ^ 


If you don't like 
thinking about safety, 
think where you'd be 
without it. 


A reminder from the National 
Safety Council. A non-profit 
non-governmental public 
service organization. Our only 
goal is a safer America. 
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or parenteral administration. Pa- 
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arrhythmia should be given this 
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drowsiness may occur. 

Adverse reactions: Adverse re- 
actions encountered are primarily 
dry mouth and blurred vision. 
These side effects are usually 
slight and can be overcome, by 
judicious reduction of dosage. If 
gastric irritation occurs, it can be 
avoided by administering during 
or after meals. 

Dosage and Administration: 
Doses required to achieve the 
therapeutic goal are variable and 
must be individually and grad- 
ually adjusted. 

Patkinson’s disease: 1 tablet, 
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Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 
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Akineton hydrochloride tablets, 
2 mg. each, bisected — bottles 
of 100 and 1000. 

Akineton lactate ampules, 1 ml. 
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dium lactate solution. No 
Tw preservative. Boxes of 


Knoll Pharmaceutical Company 
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© Toronto, Canada 





GET A HOLD ON 


EXTRAPYRAMIDAL 
SYMPTOMS 


When drug-induced extra- 
pyramidal symptoms begin, 
start Akineton* Tablets. 
Akineton can provide early 
control of extrapyramidal 
reactions, often without 
reduction in dosage or 
discontinuance of the 
psychotropic agent. 

The efficacy of Akineton, 
usually at low daily dosages, 
has been demonstrated in 
more than a decade of clinical 
experience. With Akineton, 
anticholinergic side effects are 
minimal. 
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IN THE CONTEXT OF . 
CRISIS THERAPY 
FOR INTENSE ANXIETY 


i 


e ec m ON SS is on : E M ` 
l L j 





9 
C uen conflicts 
may provoke an emotional state 
of emergency in the patient 
undergoing long-term 
psychotherapy. When the 
atient feels overwhelmed and 
rcatencd by his inability to 
‘resolve the conflict at hand, 
psy chic tension and anxiety are 
likely to become excessive. At 
| this critical time, he needs the 
| immediate emotional support of 
crisis therapy. Your human 
responsiveness and empathy 
| provide the patient with the 
. necessary framework within 
which he can stabilize his 
emotional equilibrium. The 
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calming effect of Valium 
(diazepam) may be useful along 
with crisis therapy to help the 
patient gain a measure of control 
over the situation. 


[. such patients, of 
course, emotional crises may also 
be stimulated by any extremely 
stressful event, for example, 
bereavement, divorce, financial 
disaster or natural catastrophe. 
Crisis therapy offers immediate 
measures when these individuals 
cannot manage their reaction to 
powerful emotional stress. When 
psychic tension and anxiety are 
excessive, the adjunctive use of 
Valium (diazepam) may also be 


appropriate. Along with 


therapeutically encouraged 
psychocatharsis, Valium can help 
you reach the immediate goal of 


crisis therapy—getting the 
symptoms under control. 


—— 


Roche Laboratories 


Nutley, N.J. 07110 
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A Ithough the role of 
Valium (diazepam) may be small 
in helping the individual in crisis, 
it can be significant. Valium 10 
mg t.i.d. can provide prompt, 
effective action to reduce intense 
psychic tension and anxiety ° 
resulting from overreaction to 
severe stress. When the 
symptomatology has been 
sufficiently modified, Valium 
may be discontinued or the 
dosage adjusted with the 2-mg 
or 5-mg tablets t.i.d. or q.i.d. 


Vis is generally 
well tolerated in the usual dosage 
range. The most frequently 
reported side effects have been 
drowsiness, fatigue and ataxia. 
Patients should be cautioned 
against engaging in hazardous 
occupations or driving when 
using Valium. 


‘Small role.But it can be an important one. 


Division of Hoffmann-La Roche Inc. 


Please see following page for a summary of product information. 
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In the context of crisis therapy, 
helps reduce intense anxiety and tension. 


Before prescribing, please consult complete 
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Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in 
patients with open angle glaucoma who are 
receiving appropriate therapy. 


Warnings: Not of value in psychotic patients. 
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used adjunctively in convulsive disorders, 
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potential benefit against possible hazard. 
Precautions: If combined with other 
psychotropics or anticonvulsants, consider 
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drugs such as phenothiazines, narcotics, 
barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. 
Usual precautions indicated in patients severely 
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suicidal tendencies. Observe usual precautions 
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dosage to smallest effective amount in elderly 
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Paradoxical reactions such as acute 
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hyperexcited states, anxiety, hallucinations, 
increased muscle spasticity, insomnia, rage, 
sleep disturbances, stimulation have been 
reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; 
periodic blood counts and liver function tests 
advisable during long-term therapy. 
Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and 
psychoneurotic states, '2 to 10 mg b.i.d. toq.i.d.; 
alcoholism, 10 mg t.i.d. or q. i.d. in first 24 
hours, then 5 mg t.i.d. or q.i.d. as needed; 
adjunctively in skeletal muscle spasm, 2 to 
10 mg t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or 
debilitated patients: 2 to 2V» mg, 1 or 2 times 
daily initially, increasing as needed and 
tolerated. (See Precautions.) Children: 1 to 
2V» mg t.i.d. or q.i.d. initially, increasing as 
needed and tolerated (not for use under 6 
months). 
Supplied: Valium® (diazepam) Tablets, 2 mg, 
5 mg and 10 mg; bottles of 100 and 500. All 
strengths also available in Tel-E-Dose® 
packages of 1000. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley, N.J. 07110 








YOU'RE 
WHISTLING 
IN THE 
DARK... 


ace Ridere 
IF YOU 
THINK 
HEART ATTACK 
AND STROKE 
HIT ONLY THE 
OTHER FELLOWS 
FAMILY. 


Help your 
Heart... 

Help your à 
Heart Fund . 


Conmbued by the Publisher 


Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activity therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today's emotionally disturbed youth. Patients attend ac- 
credited Kradwell High School on the grounds... excel- 
lent teaching staff... credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geríatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


Units of MILWAUKEE SANITARIUM FOUNDATION 


For information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


Participating Member Blue Cross-Blue Shield » approved for participation under Medicare 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accrediza- 
uon for ages commencing with adolescence 
and continuing through the Medicare yeats. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JoNES, M.D., Director of Reseasch 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, RN. B.S, Director, 
Nursing Service 


Electro. shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Greup 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature. write 
THOMAS P. PROUT, JR, Administrator 








Thigh rubbing 


Torticollis 





evaluated this drug as Effective as an 
adjunct in the therapy of the indications 
listed below under SEQUELS. 


"INDICATIONS FOR ARTANE SEQUELS: 
| Based on a review of this drug in sus- 
tained release form by the National 


m Academy of Sciences-National Re- 
search Council and/or other informa- 
tion, FDA has classified the indications » 

i | as follows: Probably effective as an 
adjunct in the therapy of alt forms of 
parkinsonism (postencephalitic, orte- 


| | sosclerotic, and idiopathic! and forthe 
use in the prevention or cortrol of extra- 


pyramidal disorders due to central 
nervous system drugs such as reserpine 
and phenothiazines. 








WARNING: 

Patiertstobe treated should have a gonio- 
scope evaluation and close monitoring of 
intraocular pressures at regular periodic 
intervals. 

Precautions: Patients with cardiac, liver or 
kidney disorders orwith hypertension should 
be maintained under close observation. In 
long-term therapy. take care to avoid 
allergic and other untoward seactions. Use 
with caution in patients with giaucoma, cb- 
structive disease of the gastrointestinal or 
genitourinary tracts and in elderly males 
with possible prostatic hypertrophy. Geri- 
atric patients require strict dosage requia- 
tion. Incipient glaucoma may be 
precipitated. Periodic gonioscopic eval- 
uations in all patients to be treated with 
this or any related drug is advised. 
Adverse Reactions: Such effects as dry- 
ness of mouth, blurring of vision, dizziness. 
nausedaornervousness will be experienced 
by 301050 per cent of patients. (These tend 
to lessen and can offen be controlled by 
adjusting dosage.) Isolated instances of 
suppurative parotitis, skin rashes, dilatation 
of the colon, paralytic ileus, delusions. 
hallucinations and paranoia (4 doubtful 
case] have been reported. Patients with 
arteriosclerosis or with a history of idiosyn- 
crasy to drugs may exhibit mental con- 
fusion, agitation, disturbed behavior, 
| ornauseaandvomiting. ff asevere reac- 
tionoccurs, discontinue drug tora few days, 
then resume at lower dosage. Psychiatric 
disturbances can result from overdosage 
to sustain euphoria Side effects of any 


W ARTANE* Trihexyphenidy! HCI. It can prevent or reverse the ne M a 
sometime dehumanizing extrapyramidal effects of the anti- tachycardia, dilation of the pupil, in- 
psychotic drugs. ill But without the drug buildup potential of tendido R wee ae 
cumulative action anticholinergics. ll And at lower cost. glaucoma due to long-term treatment 








with this drug has been repored 
Tablets: 
2mg and 5 mg 
Elixir: 
2 mg/5 cc with 0.0896 methyl- 
paraben, 0.02% propylpara- 


ben and 5% Alcohol as 


Suus TRIHEXYPHENIDYL HCI 
sule? 5 mg TO REMOVE THE “CHEMICAL STRAITJACKET” 


LEDERLE LABORATORIES, A Division of American Cyanamid Co. Pear River, NY 410965 
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DEPRESSION WORKSHOP 


The development of 
tranquilizers marked 
a milestone in medical 
research. However, in 
certain emotional ill- 
nesses, tranquilizers — 
major or minor— are 
not advised. More 
specific therapy is 
recommended. 





DEPRESSION: 
HIGH INCIDENCE AND 
PREVALENCE 


You've seen it. But how often is it clearl 
recognized? Depression--a distinct syndrom 
—presents with a variety of physical and psy 
chological complaints. It is a diagnostic cha 
lenge just as common, and certainly just a 
inevitable in your daily practice, as diabete 
and hypertension. And depression is develor 
ing its own share of ominous statistics: 

e 15% of adults affected yearly’ 

è clinical expression in all age groups’ 

e rising suicide statistics—now claimin 
20,000 to 25,000 lives annually in the U.S? 


ETIOLOGY OF DEPRESSION 


All patients experiencing a depressive illnes 
are bound by a single etiologic thread— 
sense of loss.* Regardless of the patient's ag: 
severity of illness, duration, or symptomato 
ogy, the depressive episode seems consi: 
tently related to this precipitating factor. Re: 
ognizing the patient's feeling of loss is critic: 
to understanding his abnormal reaction. Ar 
the depressed patient may be trying to te 
you, quite simply, that he needs your help. 


THE TROUBLE WITH 
TRANQUILIZERS 


The clinically depressed patient, whose p 
tentially lethal disorder can culminate in su 
cide, is not a candidate for indiscriminate us 
of major or minor tranquilizers. That's tr 
trouble with tranquilizers. They are too noi 
specific for a specific disorder—depressio 
Depression is a distinct clinical entity d: 
manding specific antidepressant therapy. 


THE BIOGENIC 
AMINE THEORY 


"it's all in your head" is a phrase that pe 
haps reflects more medical truth than sir 
plistic logic. 


tranquilizers 


The mechanism of action of Pertofrane 
(desipramine hydrochloride) in depression is 
unknown. There are several biochemical 
theories of depression. One based on clinical 
studies and research involving psychotropic 
drugs and neurobiochemistry indicates that 
depression is the final result of a biochemical 
dysfunction in the brain. 


It is hypothesized that in depression there 
exists a deficit of specific CNS neurotrans- 
mitters known as biogenic amines (e.g. norepi- 
nephrine and serotonin). In brief, the tricyclic 
antidepressants are believed to enhance 
neuronal transmission by reducing the deficit 
in catecholamines by blocking their reuptake 
and permitting these neurotransmitters to ac- 
cumulate in the synaptic clefts. Result: Ame- 
lioration of depression. This is the essence of 
the pathophysiology of the "biogenic amine 
theory."* 


A SPECIFIC FOR 
DEPRESSION 


To treat depression scientifically, use an 
agent that is specific for depression—Perto- 
frane. Consider the advantages of Pertofrane 
for your depressed patients: 

» a single-entity drug, specific for depression 
» depressive symptoms and related psycho- 
somatic complaints usually fade as the de- 
»ression lifts 

» optimal response in most patients with 50 
ng. t.i.d. 

» adolescent and elderly patients often do 
vell on lower dosage 


———————————————————————————— 


eferences: 1. Kline, N.S.: Antidepressant medications, 
A.M.A. 227:1158, March 11, 1974. 2. Fawcett, J.: Clini- 
al assessment of suicidal risk, Postgrad. Med. 55:85, 
larch 1974. 3. Soloman, P. and Patch, V.D.: Handbook 
f Psychiatry, ed. 2, Los Altos, Lange Medical Publica- 
ons, 1971, p. 220. 4. Axelrod, J.: Biogenic amines and 
reir impact in psychiatry, Seminars in Psychiatry 4:199, 
972. 


Pertofrane 


(desipramine 
hydrochloride NF) 


Specifically 
for depression 
CS ear een Pe 


PHARMACEUTICALS 


Please see next page for brief summary. 
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Pertofrane® (desipramine hydrochloride NF) 
BRIEF SUMMARY. Indication: For relief of mental depression. Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or severe convulsive seizures may occur with such combina- 
tions; potentiation of adverse reactions can be serious or even fatal. When substituting Pertofrane in patients receiving an 
MAO inhibitor, allow an interval of at least 14 days. Initial dosage in such patients should be low and increases should 
be gradual and cautiously prescribed. The drug is contraindicated following recent myocardial infarction and in patients 
with a known hypersensitivity to tricyclic antidepressants. Warnings: Activation of psychosis may occasionally be 
observed in schizophrenic patients. Due to atropine-like effects and sympathomimetic potentiation, use only with the 
greatest care in patients with narrow-angle glaucoma or urethral or ureteral spasm. Do not use in patients with the 
following conditions unless the need outweighs the risk: severe coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and active seizure disorder (may lower seizure threshold). This 
drug may block the action of the antihypertensive, guanethidine, and related adrenergic neuron-blocking agents. Hyper- 
tensive episodes have been observed during surgery. The concurrent use of other central nervous system drugs or 
alcohol may potentiate adverse effects. Since many such drugs may be used during surgery, desipramine should be 
discontinued prior to elective procedures. Caution patients on the possibility of impaired ability to operate a motor 
vehicle or dangerous machinery. Do not use in women who are or may become pregnant, or in children under 12 years 
of age, unless the clinical situation warrants the potential risk. Because of increased sensitivity to the drug, use lower 
than normal dosage in adolescent and geriatric patients. Precautions: Potentially suicida! patients require careful 
supervision and protective measures during therapy. Prescriptions should be limited to small quantities. Discontinuation 
of the drug may be necessary in the presence of increased agitation and anxiety shifting to hypomanic or manic excite- 
ment. Atropine-like effects may be more pronounced (e.g. paralytic ileus) in susceptible patients and in those receiving 
anticholinergic drugs (including antiparkinsonism agents). Prescribe cautiously in hyperthyroid patients and in those 
receiving thyroid medications; transient cardiac arrhythmias have occurred in rare instances. Periodic blood and liver 
studies should supplement careful clinical observations in all patients undergoing extended courses of therapy. Adverse 
Reactions: The following have been reported: Nervous System: dizziness, drowsiness, insomnia, headache, disturbed 
visual accommodation, tremor, unsteadiness, tinnitus, paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoordination. A confusional state (with such symptoms as 
hallucinations and disorientation), particularly in older patients and at higher dosage, may require discontinuation of the 
drug. Gastrointestinal Tract: anorexia, dryness of the mouth, nausea, epigastric distress, constipation and diarrhea. Skin: 
skin rashes (including photosensitization), perspiration and flushing sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone-marrow depression, agranulocytosis, thrombocytopenia and 
purpura. If these occur, discontinue the drug. Transient eosinophilia has been observed. Cardiovascular System: ortho- 
static hypotension and tachycardia. Carefully supervise patients requiring concomitant vasodilating therapy, particularly 
during initial phases. Genitourinary System: urinary frequency or retention and impotence. Endocrine System: occasional 
hormonal effects, including gynecomastia, galactorrhea and breast enlargement, and decreased libido and estrogenic 
effect. Sensitivity: urticaria and rare instances of drug fever and cross-sensitivity with imipramine. Dosage: All patients 
except geriatric and adolescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. daily. Geriatric and 
adolescent patients should usually be started with lower dosage (25 to 50 mg. daily) and may tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower maintenance dosages should be continued for at least 2 months 
after obtaining a satisfactory response. Mild anxiety and agitation which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative or tranquilizer may be indicated. How Supplied: 25 mg. capsules 
(pink) and 50 mg. capsules (maroon and pink), bottles of 100 and 1000; single-dose blister packs, boxes of 500. 
USV PHARMACEUTICAL CORP., Tuckahoe, N.Y. 10707 


The American Journal of Psychiatry 


The August 1974 issue will feature 


Dana L. Farnsworth 
The Young Adult: 


An Overview 





Evaluative 
Methods in 
Psychiatric 
Education 


A New Publication of the 
American Psychiatric Association 


Editors: Hyman L. Muslin, M.D. 
Robert J. Thurnblad, M.D. 
Bryce Templeton, M.D. 
Christine H. McGuire, M.A. 


^.. .The authors offer us a panoply of differing and different approaches to 
evaluation... This volume will be of distinct value to all institutions. . . ." 
—from the forword by 
APA President Alfred Freedman 


220 pages, hardcover. Single copy $10.00 


Please send me copy(ies) of order 7182, Evaluative Methods in Psychi- 
atric Education, @$10.00 per copy 





Bill Me | Check Enclosed 
(Please Print) 


Name 





Address 





City State 








Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St. N.W. 
Washington, D.C. 20009 
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Tofranil-PM 


imipramine pamoate 


Capsules of 150,125, 100 
and 75 mg. 





Provides the therapeutic 
effectiveness of divided daily 
doses with no loss of safety. 


*Each capsule contains imipramine pamoate equivalent to 
150, 125, 100 or 75 mg. of imipramine hydrochloride. 


One dose lasts from bedtime to bedtime. 


For single-dose therapy in depression 
when the dosage is established. 


for many patients, the 150-mg. capsule 
may be the most effective single 
daily dose. 


may markedly reduce the probability 
of missed doses. 


offers dosage convenience that 
assures greater patient cooperation. 


becomes part of the regular bedtime 
routine — making it easier to establish 
a more reliable pattern of self-med- 
ication. 


offers the therapeutic equivalency of 
divided daily doses of Tofranil® 
imipramine hydrochlcride, with no 
loss of efficacy or safety. 


has the convenience and flexibility 
of a full range of single daily dosage 
strengths. 


saves time and cost of dosage admin- 
istration in the hospital. 


Please read the prescribing information 
for details of usage, precautions, warn- 
ings, contraindications, adverse experi- 
ences, and dosage recommendations. A 
summary appears on the following page. 


Tofranil-PM 


imipramine pamoate 


” Geigy 


Capsules of 150, 
125,100 and 75 mg. 


*Each capsule contains imipramine pamoate 
equivalent to 150, 125, 100 or 75 mg. of imipra- 
mine hydrochloride. 


One dose lasts from bedtime to bedtinne. 


Tofranit-PM* 

brand of imipramine pamoate 

Tofranil* 

brand ot imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
depression. Endogenous depression is more 
likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days 

Initial dosage should be low and increases 

should be gradual and cautiously prescribed 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction 

Patients with a known hypersensitivity to this 

compound should not be given the drug The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established: therefore, in acmin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential. 
the potential benefits must be weighed 
against the possible hazards Animal repro- 
duction studies have yielded inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug. but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia, 

—patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug's anticholinergic properties, 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

— patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold; 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs 

Usage in Children: Pending evaluation of re- 

suits from clinical trials in children, Tofranil, 

brand of imipramine hydrochloride, is nct 
recommended for treatment of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipramine pamoate, 

should not be used in children of any age 

because of the increased potential for acute 
overdosage due to the high unit potency 

(75 mg., 100 mg.. 125 mg. and 150 mg.). Each 

capsule contains imipramine pamoate equiva- 

lent to 75 mg.. 100 mg.. 125 mg. or 150 mg. 
imipramine hydrochloride. 

Since imipramine may iinpair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 


* 


patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 

the possibility of suicide in seriously de- 
pressed patients is inherent in the iliness and 
may persist until significant remission occurs 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization Prescriptions 
should be written for the smallest amount 
feasiole 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery. imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

In occasional! susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
visicn and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, fails 
Psychiatric: Confusional states (especially in 
the elderly) with hallucinations, disorienta- 
tion. delusions; anxiety. restlessness, agita- 
tion: insomnia and nightmares; hypomania: 
exacerbation of psychosis 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms; seizures. alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely. asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention. 
delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing. photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression inciud- 
ing agranulocytosis; eosinophilia, purpura, 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression 

Gastrointestinal: Nausea and vomiting. ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps. black 
tongue 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the femaie; 
increased or decreased libido, impotence: 
testicular swelling; elevation or depression of 
blood sugar levels 

Other: Jaundice (simulating obstructive), 
altered liver function; weight gain or loss; 
perspiration; flushing: urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache, parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mendec for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil. brand of imipramine hydrochloride, 
at a low ievel and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible 

How Supplied: Tofranil. brand of imipramine 
hydrochloride: Round tablets of 25 and 

50 mg; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for iM. 
administration. 

Tofranii-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg, (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsiey, New York 10502 


New APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 










Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 
Delivery of Mental Health Services 


Thís report marks the first formal statement the Association has ever issued delineating the vital role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
"balanced mix" of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 














29 pages, June 1973 Single copy $2.00 








Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force cornprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No, 7 54 pages, June 1973 Single copy $3.00 














Please send me _________. copylies) of REPORT No. 5 (Behavior Therapy) @ $3.50 per 
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In controlled studies, Serentil was found to... 

* substantially reduce the severity of thought 
disorder core symptoms (conceptual disorganiza- 
tion, hallucinatory behavior) 

* substantially reduce the severity of associated 
symptoms (emotional withdrawal, blunted affect, 
suspiciousness) 

* substantially reduce the severity of anxiety and 
tension 

e beeffective in both acute and chronic schizophrenics 

* benefit many chronic patients refractory to previous 
medication 


Tablets, Concentrate and I.M. forms for dosage 


flexibility: Serentil is available in I.M. and liquid 
concentrate forms as well as four tablet strengths. 
Serentil offers the appropriate dosage form for 
acute as well as routine administration. 


Versatile in practice: Wide dosage range and 
availability in three dosage forms make Serentil 


useful for hospital administration through outpatient 


follow-up. 





.. .Remarkably low 
incidence of 
adverse reactions 
when compared 
with other 
phenothiazine 
compounds? * 


Adverse reactions are less likely with Serentil than 
with other phenothiazines. However, in prescribing 
Serentil, please observe the same precautions as 
with other phenothiazines, ncluding awareness of 
ali adverse reactions observed with them. 


e Side effects are usually mild or moderate 

* Except for tremor and rigidity, adverse reactions 
are usually found in patients receiving high doses 
early in treatment 


* Low incidence of Parkinson's Syndrome 
* Drowsiness and hypotension are the most prevalent 
side effects encountered 


Serentil 


(mesoridazine) 


( the besylate 


K Please see last page of ad for brief summary of full prescribing information, including 
contraindications, precautions and adverse reactions 
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Get through to the 
core of schizophrenia 


Indication: Schizophrenia 


` Contraindications: Severe central nervous system depression, 
comatose states and hypersensitivity to the drug. 


Warnings: Administer cautiously and increase dosage gradually 
to patients participating in activities requiring complete mental 
«alertness (e.g., driving). The safety of this drug in pregnancy has not 
been established; hence it should be given only when the antici- 
pated benefits exceed the possible risk to mother and fetus. Not 
recommended for use in children under 12 years of age since safe 
conditions for this use have not been established. Phenothiazines 
are capable of potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides. 


Precautions: Ocular changes have been seen with other pheno- 
thiazines but, to date, have not been related to mesoridazine. Because 
of possible hypotensive effects, reserve parenteral administration for 
bedfast patients or acute ambulatory cases, and keep patient lying 
down for at least one-half hour after injection. Leukopenia and/or 
agranulocytosis have been attributed to phenothiazine therapy. A 
single case of transient granulocytopenia has been associated with 
mesoridazine. Patients receiving anticonvulsant medication should 
be continued on that regimen while receiving mesoridazine to 
prevent possible convulsive seizures. As with most mecications, 

the dosage of mesoridazine should be adjusted to the needs of 

the individual and the lowest effective dosage should always be used 


Adverse Reactions: Mesoridazine has demonstrated a remarkably 
low incidence of adverse reactions compared with other 
phenothiazine compounds. Drowsiness, Parkinson's syndrome, 
dizziness, weakness, tremor, restlessness, ataxia, dyston a, rigidity, 
slurring, akathisia, motoric reactions (opisthotonos) Dry mouth, 
nausea and vomiting, fainting, stuffy nose, photophobia, constipa- 
tion and blurred vision have occurred. Inhibition of ejacu ation, 
impotence, enuresis, incontinence. Itching, rash, hypertrophic 
papillae of the tongue and angioneurotic edema. Hypotension, 
tachycardia, EKG changes. The following reactions have occurred 
with phenothiazines and should be considered: miosis, cbstipation, 
anorexia, paralytic ileus. Erythema, exfoliative dermatitis. contact 
dermatitis. Agranulocytosis, leukopenia, eosinophilia, thrombocyto- 
penia, anemia, aplastic anemia, pancytopenia. Fever, laryngeal 
edema, angioneurotic edema, asthma. Jaundice, biliary stasis. 
Changes in terminal portion of the EKG, including prolongation of 
the Q-T interval, lowering and inversion of the T wave and appear- 
ance of a wave tentatively identified as a bifid T or a U wave have 
been observed with phenothiazines, including mesoridazine. These 


Serentil 


mesoridazine 


as the besylate 


Now Available Only 
From Boehringer Ingelheim Ltd. 
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appear to be reversible and due to altered repolarization, not myo- 
cardial damage. While there is no evidence that these changes are 
in any way precursors of any significant disturbance of cardiac 
rhythm, several sudden and unexpected deaths apparently due to 
cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While pro- 
posed, periodic electrocardiograms would appear to be of ques- 
tionable value as a predictive device. Hypotension, rarely resulting 
in cardiac arrest has also been noted. Akathisia, agitation, motor 
restlessness, dystonic reactions, trismus, torticollis, opisthotonos, 
oculogyric crises, tremor, muscular rigidity, akinesia 


As with all antipsychotics, tardive dyskinesia may appear on long- 
term therapy or after long-term therapy is discontinued. Risks seem 
to be greater in elderly patients on high dose therapy, especially 
females. Discontinue all antipsychotic agents if the symptoms 

of tardive dyskinesia syndrome appear. (See full prescribing 
information for description of the symptoms of the tardive 
dyskinesia syndrome.) 


Menstrual irregularities, altered libido, gynecomastia, lactation, 
weight gain, edema, false positive pregnancy tests. Retention, 
incontinence. Hyperpyrexia, behavioral effects suggestive ofa 
paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses and toxic confusional states. Following 
long-term therapy, a peculiar skin-eye syndrome marked by 
progressive pigmentation of areas of the skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and cornea 
Systemic lupus erythematosus-like syndrome 


How Supplied: Tablets: 10 mg., 25 mg., 50 mg. and 100 mg. 
mesoridazine (as the besylate); bottles of 100. Ampuls: 1 cc.[25 

mg. mesoridazine (as the besylate).] Inactive ingredients: disodium 
edetate, U.S.P., 0.5 mg.; sodium chloride, U.S.P., 7.2 mg.; carbon 
dioxide gas (bone dry) q.s.; water for injection, U.SPP., q.s. to 

1 cc.; boxes of 20 and 100. Concentrate: 25 mg. mesoridazine 

(as the besylate) per cc. Amber glass bottles of 4 fl.oz. (163A 1/74) 


For complete details, please see the full prescribing information 
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Three new JIS publications: 
THE TREATMENT OF DRUG ABUSE — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Jerome H. Jaffe, James N. Sussex, John Ball, Leon Brill 


What can a community that wants to do something about a perceived drug abuse problem reascnably expect fo get for 
its efforts? That is the question the authors undertook to answer through a field study that consisted of visits to nine 
programs operating more than forty facilities and components for various categories of persons who use drugs — 
mainly narcotics. They conclude that no single one of the presently available approaches can be expected to be success- 
ful with more than a small percentage of the drug-abusing population, and all approaches combined will have an “undoubt- 
edly limited" effect. Rather than take a position for or against any particular treatment approach, they discuss the 
positive and negative features of each. A wealth of significant detail is provided about a number of well-known pro- 
grams, with an objectivity that has been altogether too rare in this field. The authors set forth one reasonable sequence 
that might be followed by communities seeking to establish various drug treatment resources that will be appropriate 
for their particular needs. 











. an excellent guide to the treatment of drug addiction for those wishing to learn about the field and for those 


interested in its evaluation. —Soxio! Science & Medicine 
. a well-written, authoritative source of invaluable information that should be read by physicians, politicians, and 
community leaders. —Journal of the American Medical Association 


250 pages $7.00 


CHILDREN AND MENTAL HEALTH CENTERS — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Michael Fishman, Meyer Sonis 


This tenth in a series of Joint Information Service field studies of mental health programs focuses on the efforts of fed- 
erally assisted mental health centers to meet the needs of children and adolescents, both through direct treatment services 
and through consultation programs that seek to enhance the competence of numerous kinds of persons who have an 
important influence on the lives of children. Based on visits by the authors and consultants to eight outstanding 
programs, this volume also incorporates the findings of a questionnaire survey to all federally supported community mental 
health centers. it also provides a full but concise history of treatment efforts for young people in this country, and, 
most important, it sets forth a hypothetical comprehensive program that is broader than any single program presently 
operating in the United States. 

257 pages $7.00 


ELEVEN INDICES 


PREPARED BY Charles Kanno 


This “aid in reviewing state and local mental health and hospital programs” is a successor to the long-established Fifteen 
Indices, published by the Joint Information Service since 1956. The new version eliminates some of the indices that are no 
longer applicable in view of changes in the mental health delivery system, adds new ones, and uses a different reporting 
form for others. It provides state-by-state data for expenditures for mental health programs, hospitalization rates, re- 
habilitated mental illness clients, percent of population living in community mental health center catchment areas, and so 
on. In addition, a separate profile is provided for each state, indicating its performance against the national averages. 
83 pages $4.00 


Published by 



























The Joint Information Service 
of the American Psychiatric Association 
and the National Association for Mental Health 
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Please send me: copy(ies) of The Treatment of Drug Abuse, Order #197, @ $7.00 each (casebound) 
PRONUS —- copy(ies) of Children and Mental Health Centers, Order +172, (Q $7.00 each (casebound) 
—— copy(ies) of Eleven Indices, Order #212, (à $4.00 each (paperbound) 
OR .......... ONE COPY EACH OF ALL THREE FOR $15.00. 
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„for what it does: 


HALDOL (haloperidol) 


acts promptly to control 


psychotic symptoms. 


Many patients with severe agitation, 
mania, hostility and suspiciousness 
show distinct improvement in a 
few days toa week’? —frequently 
within a few hours when the 
intramuscular form is used for rapid 
control of acute psychotic states.* 
HALDOL also helps restore 
responsiveness in withdrawn, 
uncommunicative psychotic 
patients.” 


Improves disordered 
ideation and perception. 


HALDOL (haloperidol) has been 
found highly effective in reducing or 
eliminating delusions and 
hallucinations —often even in 
patients refractory to previous drug 
therapy. >" Several investigators 
have noted the ability of HALDOL 
to exert a subtle reorganizing 
influence on thought patterns and 
to improve a wide range of mental 
functioning.” Thus as patients 
with conceptual disorders respond 
to HALDOL, their associations 
become more logical and goal- 
directed? 


Helps normalize 
aggressive, 
assaultive behavior. 


The special effectiveness of 
HALDOL (haloperidol) in controlling 
disruptive and dangerously 
assaultive psychotic behavior 

has often been observed**'" 

In one group of criminal psychotics 
resistant to maximal doses of 
phenothiazines, HALDOL 
substantially reduced the number 
of violent assaults! Moreover, 
these patients remained alert 

and thus more amenable to 
psychotherapeutic measures. 


„for what it doesn't do: 


HALDOL (haloperidol) 
avoids or minimizes 
phenothiazine 

treatment problems. 
HALDOL is one of the few 
non-phenothiazine major 
tranquilizers, belonging instead to a 


completely different chemical class ~ 


the butyrophenones. 

Haloperidol was introduced to 
clinical use in 1958 and since then, 
intensive study and wide clinical 
experience have shown it to be 
among the safest and most effective 
psychotropic drugs in use today. 


For information relating to Indications, 
Contraindications, Warnings, Precautions and 
Adverse Reactions, please turn page. 





Rarely causes 
hypotension or other 
serious adverse reactions. 


Hypotension is rare and severe 
orthostatic hypotension has not 
been reported — making HALDOL 
(haloperidol) particularly useful in 
elderly patients??^'" HALDOL is 

also less likely than the 
phenothiazines to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity reactions 
and skin rashes. Ocular damage and 
pigmentation changes have not 
been reported. 

The most frequent side effects of 
HALDOL are extrapyramidal 
symptoms, which when they occur 
are usually dose-related and 
generally readily controlled. 


HALDO 





Seldom results in 
oversedation. 


Some instances of drowsiness have 
been reported, but marked sedation 
with HALDOL (haloperidol) is 
uncommon. In fact, the decrease in 
physical overactivity brought about 
by HALDOL is often accompanied 
by increased mental alertness; 
patients are apt to take more interest 
in their surroundings and become 
more coherent in their speech” 
HALDOL also produces a sensitivity 
to the environment that allows 
more effective use of the social 
milieu and the therapeutic 
community. 





(haloperidol) 
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HALDOL 
(haloperidol) 


Starting therapy for what it does...for what it doesn't do 


A Dosage Form for Every Need: 





5 tablet strengths for convenience in individualizing 
dosage: V» mg.. 1 mg.. 2 mg.. 5 mg. and 10 mg 


An undetectable, tasteless Liquid Concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 





A rapid-acting Injection for psychiatric 
emergencies: 5 mg. per cc. with 0.5 mg. 
methylparaben and 0.05 mg. propylparaben 


per cc., and lactic acid for pH adjustment to 
34-02. 


Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome 
Contraindications: HALDOL (haloperidol) is contraindicated in pa- 
tients who are severely depressed, comatose, have CNS depression 
due to alcohol or other centraily-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (heloperidol) 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showec increased incidence of 
resorption, reduced fertility, delayed delivery, dose-related pup mor- 
tality (presumably due to lack of maternal care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established; therefore. this drug is not recommended for use in 
the pediatric age group. 

General: Cases of bronchopneumonia. some fatal. have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, ine 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol), decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 
mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be warned accordingly. The use of 
alcohol should be avoided due to possible additive effects and 
hypotension. 

Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)—with severe cardiovascular disorders, be- 
cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxical further lowering of blood 
pressure may occur. (2)— receiving anticonvulsant medication, be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3)— with 
known allergies, or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously. 
extrapyramidal symptoms may occur. Intraocular pressure may 
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increase when anticholinergic drugs. including anti-Parkinson 
agents, are administered concomitantly with HALDOL. When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal! Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia. akathisia. hyperreflexia, opisthotonos. 
oculogyric crises) have been reported far less frequently. but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy, espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage, or switching to a 
different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache. confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 6/74 
References: 1. Rapp. M S. Canad. Psychiat. Ass. J 15:73 (Feb) 1970 
2. Towler. ML. and Wick. PH. Int J Neuropsychiatry (suppl. 1) 362 
(Aug.) 1967. 3. Rubin. R: Ala. J. Med Sci 8:414 (Oct) 1971. 4. Palestine. 
M L. and Alatorre E.. Paper presented before the Amer. Ass. Family Prac- 
tihoners, Annual Meeting. N Y.. Sept. 25-28. 1972. 5. Man. P.L. and Chen 
C.H. Psychosomatics 14:59 (Jan.-Feb.) 1973.6. Reschke, R.W.: Dis. Nerv 
Syst. 35:112 (Mar) 1974.7. Crane. GE Int J Neuropsychiatry (suppl. 1) 
3111 [Aug } 1967. 8. Hall. WB. etal. Dis Nerv Syst. 29.405 (June) 1968 
9. Tobin. J.M. etal. Geriatrics 25:119 (June) 1970 10. Skorodin. B. Int. J 
Neuropsychiatry 3:400 (Oct. 1967. 11. Hollister. L E et al. J. Nerv. Ment 
Dis. 135.544 (Dec } 1962. 12. Goldstein. B.J.. and Clyde, D.J: Curr Ther 
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Mental IlIness 
in 
Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 










"The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 


pane ALEXANDER SIMON, M.D. 
Professor and Chairman 
Department of Psychiatry, 

University of California, School 

of Medicine, San Francisco 
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EXCESSIVE 


NEUROTIC 
ANXIETY 


*'Stelazine' has been evaluated as possibly effective for this indication. See Brief Summary. 


, 





Anxiety is a constant factor in her life 


She repeatedly requests refills 
or different medication 


No organic basis can be found 
for her somatic complaints 


"Stelazine' may be the appropriate medication for this patient. It acts to control her 
anxiety without excessive sedation and with no problem of dependence. Although 
adverse reactions, particularly extrapyramidal symptoms, do occur at high doses, 
in the low doses recommended for this indication (2-4 mg. a day) a low incidence of 
side effects has been reported. 


(extrapyramidal) reac 
pseudo-parkinsoni: 


Before presc j, see complete prescribing 
including dosage and symptoms and treatment o 
dosage, in SK&F literature or PDR 
























JC) 
1C 


r adverse re 
» 
) 












*| Indications 
Based on a review of this c 
of Seieno ] 


effects are more frequent or int 


(e.g., mitral insufficiency or pheochromox 








National 


information, FDA has cla 





isions; a 





Grand mal 
Effective: For the manage 
psychotic disorders 
Possibly effective 
and agitation as seen in neuros 
somatic conditions 










Excessive anxiety, tension 


Š ic ieus, inhibition of ee 
gd with 


sychotic processes, catatoni 
on (somet: fatal); card 
la, pancytopenia, agranu 





1 
zu 


n 








leukopenia, 
osis, thrombocyto- 
; menstruel irregui 
gy nastia, false positive pregnancy tests; 
sensitivity, itching, erythema, urticaria, eczema up to 
ative dermatitis; asthma, laryngeal edema, angioneurotic 
edema, anaphylactcid reactio peripheral edema, reversed 
*phrine effect, hyperpyrexia; a systemic lupus ery 
thematosus-like syndrome; pigmentary retinopathy; with 
prolonged administration of substantial dos 
ment } d lenticu 
s. EKG : reported, but relat 
firmed. Di 


; gradually NOTE: S 





Final classification of the less-than-effective indi 
requires further investic 



















Contraindications: Comatose or greatly depressed states 
due to C.N.S. depressants; blood dyscrasias; bone marrow 
depression; liver damage 
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Supplied: Tablets, 1 mg., 2 mg., 8 mg. and 10 mg.,in 
bottles and Single Unit Packages of 100; Injection, 
2 mg./ml.; and Concentrate, 10 mg./ml. 
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TRIFLUOPERAZINE HCL:=. 


Y'Stelazine' has been evaluated as possibly effective for this indication. See Brief Summary. 
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First day in the hospital and 


all efforts will be directed toward 


returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 
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Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 
Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 
Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 
Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head: 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System —Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines anc 
should be considered: Autonomic Reactions—Miosis, obstipation 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastit 
anemia, pancytopenia. Allergic Reactions—Fever, laryngeal edema 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliar 
stasis. Cardiovascular Effects —Changes in terminal portion of elec 
trocardiogram, including prolongation of Q-T interval, lowerin, 
and inversion of T-wave, and appearance of a wave tentativel 
identified as a bifid T or a U wave have been observed with phenc 
thiazines, including Mellaril (thioridazine); these appear to be re 
versible and due to altered repolarization, not myocardial damage 
While there is no evidence of a causal relationship between thes 
changes and significant disturbance of cardiac rhythm, severe 
sudden and unexpected deaths apparently due to cardiac arres 
have occurred in patients showing characteristic electrocardic 
graphic changes while taking the drug. While proposed, periodi 
electrocardiograms are not regarded as predictive. Hypotensiot 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akath 
sia, agitation, motor restlessness, dystonic reactions, trismu: 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigi 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent ar 
sometimes irreversible tardive dyskinesia, characterized by rhytl 
mical involuntary movements of the tongue, face, mouth, or ja 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mout 
chewing movements) and sometimes of extremities may occur c 
long-term therapy or after discontinuation of therapy, the risk b 
ing greater in elderly patients on high-dose therapy, especial 
females; if symptoms appear, discontinue all antipsychotic agent 
Syndrome may be masked if treatment is reinstituted, dosage 
increased, or antipsychotic agent is switched. Fine vermicul 
movements of tongue may be an early sign, and syndrome mi 
not develop if medication is stopped at that time. Endocrine Di 
turbances—Menstrual irregularities, altered libido, gynecomasti 
lactation, weight gain, edema, false positive pregnancy test 
Urinary Disturbances—Retention, incontinence. Others—Hyperp 
rexia; behavioral effects suggestive of a paradoxical reaction, i 
cluding excitement, bizarre dreams, aggravation of psychoses, a! 
toxic confusional states; following long-term treatment, a peculi 
skin-eye syndrome marked by progressive pigmentation of sl 
or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 
of anterior lens and cornea; systemic lupus erythema- 
tosus-like syndrome. 74.199 SANDI 
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Presidential Address: Creating the Future 


BY ALFRED M. FREEDMAN, M.D. 


I AM TEMPTED to begin this talk with that most felicitous 
phrase, “In conclusion," since APA tradition demands 
that the presidential address be delivered just as the in- 
cumbent finishes his term of office. The tradition may, 
however, have its advantages, since it provides an oppor- 
tunity to look back at a year of major responsibility and 
forward to years of continued involvement. 

Looking in either direction, I am struck not only with 
the prominence of psychiatry and the behavioral sciences 
in current debates on social issues, but also with the com- 
pelling effects of external events and trends on our more 
parochial professional concerns. Before I go on to discuss 
those professional concerns as they bear on the theory 
and practice of psychiatry in the seventies, I think it be- 
hooves me to look briefly at the setting—at the stage of 
contemporary society that shapes the issues and that 
must to some extent shape our response. 

First of all, the public no longer views the lack of ade- 
quate mental health care as merely a misfortune but 
rather as an intolerable injustice. As a result, the "right 
to treatment" has become enshrined in our jargon. There 
are some, to be sure, who look upon this development as 
a novel notion that has suddenly emerged and will just as 
suddenly pass. But I prefer to think that this change of 
view is part of a social movement with historical antece- 
dents. Ralph Turner (1) has pointed out that major social 
changes occur when a problem formerly conceived as a 
misfortune is redefined as an injustice by large sections of 
the population who demand correction. 

Prior to and during the 18th century, the American 
and French people petitioned to participate in the govern- 
ance of their countries. They demanded freedom of 
speech and religion, the franchise, and other basic rights. 
When their lack of power to rule themselves was rede- 
fined as injustice, the American and French Revolutions 
took place. Again, in the 19th century, poverty and the 
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gross inequities in material wealth and comfort, which 
previously had been regarded as misfortunes, were rede- 
fined as injustices. The resulting political struggles have 
continued to this day. 1 

Even in considering our more narrow concerns, 
Turner’s notion seems useful. We seem, in fact, to be wit- 
nessing the same kind of redefinition in which the lack of 
adequate health care is conceived as an injustice. It is a 
major social movement that cannot be denied or turned 
aside. The rise of consumer movements and court actions 
involving mental hospitals and other facilities indicates 
the strength and persistence of this trend. Psychiatry 
must havé the wisdom to recognize the power of this 
redefinition and develop programs to meet these de- 
mands. 


FRAGMENTATION OF SOCIETY 


Among the difficulties along the way is another, con- 
tradictory, exogenous force—the increasing fragmenta- 
tion of our society. The American Constitution itself not 
only established the familiar system of checks and bal- 
ances but also encouraged the steady proliferation of 
more and more groups, each bent on achieving its own 
immediate objectives. The resulting pluralism has, in our 
century, run into problems of scale, and it seems harder 
now than in the past to serve all of the people at any time. 
Powerful groups use their influence more and more for 
private ends, Smaller groups that concentrate on single 
issues have delusions of power when they are bought off 
or attain compromises. Coalitions often prove to be 
short-lived, and the possibility of significant constructive 
change is diminished. Meanwhile, no one group alone can 
be creative enough to carry through the renewal and reju- 
venation of even a single field like our own. 

Our efforts are affected by economic as well as political 
weaknesses. We have long taken the expansion of the 
economy for granted as a base for expanding social wel- 
fare. But we may very well be entering a prolonged period 
of slow growth, with serious repercussions. It is conceiv- 
able that such a slowdovn might at last convince us to 
eliminate waste and reorder our national priorities. But 
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the more likely consequence is an intense struggle to de- 
termine who will keep what he has and who must give up 
something. 

The twin dangers in such a situation are great. On the 
one hand, fragmentation could undermine our profes- 
sional structures and activities; on the other hand, an au- 
thoritarian response to economic and social dislocation 
could destroy the very individual aspirations and free- 
doms with which we are so closely identified, and even 
turn psychiatry into a tool of repression. 


IRRATIONALITY 


The long lines waiting to see “The Exorcist” are only 
one sign of another, perhaps more disturbing, trend—the 
spread of irrationality, in which antiscientific, anti-in- 
tellectual, and antipsychiatric attitudes flourish. I am re- 
ferring here not to irrational behavior or irrationality in 
the organization of society but, in the words of Charles 
Frankel, to 


irrationalism as a studied and articulated attitude, proudly 
affirmed and elaborately defended, which pronounces sci- 
ence-—-and not only science, but, more broadly, logical analy- 
sis, controlled observation, the norms and civilities of dis- 
ciplined argument, and the ideal of objectivity—to be 
systematically misleading as to the nature of the universe and 
the conditions necessary for human fulfillment. . . (2). 


The unique aspect of the present tide of irrationality is - 


that it is strongly supported by individuals from both 
ends of the ideological spectrum. Traditionally, con- 
servative sectors of society oppose scientific development 
and innovation because they disturb the status quo, exist- 
ing order, class relations, and religious structures by en- 
couraging or necessitating drastic change. Now the con- 
servatives have been joined by those who oppose 
oppression and injustice and who look upon irrational, 
antiscientific notions as liberating for the human spirit. It 
is the concatenation that gives the irrational movement 
its strength today. 

The irrational position in regard to the field of psychia- 
try can be summed up in the notion that human behavior 
cannot be investigated by scientific means, but can only 
be explained by arcane metaphysica: experiences and be- 
liefs. The scientific process is distorted, and scientists are 
pictured as refusing to go beyond superficial.appearance 
to perceive the true reality. Of course, if this were true, 
Galileo and Copernicus could never have made their dis- 
coveries. In fact, science has always distinguished be- 
tween appearance and reality. In the first place, it resists 
or reinterprets the gross evidence of our senses. In the 
second place, it pierces the curtain of established belief, 
replacing ideas and concepts supported by official author- 
ity or conventional opinion with other ideas for which in- 
dependent and impersonal evidence exists. 

Human behavior is the most difficult field one can in- 
vestigate and certainly the most complex. The attempt to 
distinguish between the cerebral and the emotional, the 
conscious and the intuitive, or the empirical and the 
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rhapsodic, and then to disregard or denigrate the first of 
these pairs—the cerebral, the conscious, the empirical— 
ascribing ultimate reality only to the emotional, intuitive, 
rhapsodic—has led irrationalists to conclude not only 
that behavior has not been explained by science, but also 
that, by its very nature, science is incapable of furnishing 
such explanations. Thus; according to the irrationalists, 
rational inquiry becomes a deception. Unfortunately, the 
irrationalists have been able to convince large sectors of 
the population, including many professionals, that psy- 
chiatrists and behavioral scientists who make statements 
about normal or abnormal behavior are at best foolish 
and at worst malevolent. 

Lastly, it is necessary for us to face the moral crisis of 
our time. Rarely has social confidence been so low. In 
this gloomy inzerval of our nation's history, venality and 
hypocrisy in high places are pervasive. We are in danger 
of creating a generation of cynics among young people 
who may not only distrust their elders but decide that 
there is no better way. The cloud has spread over all those 
in positions of authority or power. There is widespread 
conviction that no one is in charge, that the energies of 
leadership are devoted to self-aggrandizement. Medicine, 
including psychiatry, has not been able to escape these 
very serious charges. 

As far as the field of psychiatry is concerned, public re- 
sponse in the light of these important trends is strangely 
contradictory. Whether we are belabored or praised, we 
are constantly being queried and talked about; we are 
never ignored. Steadily increasing attention is being paid 
to psychiatry and the behavioral sciences. Why is that? 


NEED FOR SENSE OF DIGNITY 


I have previously referred to the work of Ralph 
Turner (1). He has made another very interesting obser- 
vation about contemporary America—that the dis- 
tinctive new feature of our era is the addition to the cate- 
gory of injustice of feelings of unworthiness, or failure to 
find one's place in life. In the late 1960s we began to see 
violent reactions to the fact that, among other things, 
people lacked a sense of personal worth. They seemed to 
be saying that in addition to their real needs for material 
well-being and opportunities for expression they lacked 
an inner peace of mind that comes from a sense of per- 
sonal dignity and a clear sense of identity. This idea— 
that lack of personal worth, lack of identity, and alien- 
ation have been redefined as injustice—is important for 
those of us in psychiatry and the behavioral sciences. 
Turner defines the result as an 


urgent demand that the institutions of our society be re- 
formed, not primarily to grant man freedom of speech and 
thought, and not primarily to insure him essential comfort, 
but to guarantee him a sense of personal worth (1). 


As one calls to mind the complaints of young people, 
blacks, and women, it is clear that a sense of personal 
dignity and worth is an essential part of their demands. 





Thus a new conception of injustice focuses upv.i the psy- 
chological and psychiatric aspects of the human condi- 
tion. 

As these internal problems are externalized, attention 
is turned upon the social order, which encompasses and 
transcends the purely economic and political spheres. 
Now the preoccupation is with the social, psychological, 
social-psychiatric realm. Attention is focused more and 
more upon those of us involved with behavior. Somehow, 
we are the group in society that is expected to be sensitive 
to and possibly able to provide a feeling of personal 
worth. 

With the stage thus set, I want now to turn to consid- 
eration of some of the specific issues before us. A year 
ago, I outlined four major issues that would face us (3). 
These issues are: equity, legitimacy, validity, and the role 
of the psychiatrist. They still remain in the forefront of 
our concern—the pressing questions that impirge upon 
us. Is the delivery system and the deployment of man- 
power resources equitable, considering need? Are our 
procedures in the care of the mentally ill in keeping with 
the traditions of American justice? How scientifically 
valid are our concepts, diagnosis, and treatment of psy- 
chiatric disorders? What should the appropriate role of 
the psychiatrist be, and how can we train a psychiatrist 
to perform this role best? 

It has become commonplace to conclude that these is- 
sues are immense and that our field is in a state of crisis. 
But crisis does not necessarily imply disaster. As a matter 
of fact, crisis implies opportunity, particularly ifthe word 
is used in the medical sense. A crisis is the point in a dis- 
order at which the patient can either begin steady im- 
provement and recovery or go through abrupt decline to 
death. It was most interesting to learn that one cf the two 
Chinese characters for crisis is also used to signify ‘‘op- 
portunity.” I am strongly convinced that we do have the 
ability to take advantage of the present opportunity to 
improve psychiatric care as well as to enhance respect for 
psychiatry in the United States. 


"CRITICAL PSYCHIATRY” 


However, faced with conflict and ambiguity, with 
strong trends that seem to go in all directions at once, 
what can we do now to make certain that we do not de- 
cline into passivity or death, but that we mobilize our re- 


‘sources and talents to play a strong and significant role 


over the next decade? 

At the Hospital and Community Psychiatry Institute 
in the fall of 1973 in Miami, I suggested that for these 
confusing times we need a catalytic force—‘‘Critical Psy- 
chiatry"—to formulate and implement policy, to give the 
field direction and impetus (3). Critical Psychiatry was 
defined as a concern with the needs and demands of so- 
ciety upon psychiatry, and conversely, with the impact on 
society of new developments in psychiatry. Ir the syn- 
thesis of scientific knowledge with humanitarien consid- 
erations, Critical Psychiatry applies reason, scientific in- 
formation, argument, and political tactics to arouse 
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public concern on matters of human welfare. Critical 
Psychiatry would be as unsparing of those within the field 
who are selfish or indifferent as of those in positions of 
power who would deny, cut back, withhold, or divert nec- 
essary funding for mental health services, training, and 
research. It would also strongly advocate the ancillary 
supports that are necessary to provide a reasonable exis- 
tence for the citizens of this nation. Through action pro: 
grams, Critical Psychiatry seeks to restore to the mental 
health field a sense of leadership by being the most per- 
sistent in patient advocacy. We must stop granting a mo- 
nopoly of indignation to others. Our direction must be 
the development of joint projects around common goals. 
Dangers and conflicts among groups must be anticipated 
before battle lines are drawn. Problems should be studied 
early enough to develop working solutions that might ob- 
viate resort to adversary positions. When we join with 
others, when we act together, there can be social hope 
and progress. 

Sensitive io the necessity for action, various APA 
groups have made considerable progress during the past 
year in each of the four areas of major concern. It is im- 
possible on this occasion to inventory all of the imple- 
mentation, the important programs, resolutions, position 
papers, congressional testimony, and other achievements 
of the past year. Let me mention just a few: 

1. Mental health coverage is now incorporated in all 
proposed bills for national health insurance, thanks to the 
unceasing efforts of APA members and staff. 

2. Sixty APA legislative representatives made more 
than 300 visits to U.S. representatives and senators, re- 
flecting the increasing level of action and sophistication 
in our efforts to ensure wisdom in mental health legisla- 
tion. 

3. Under the leadership of APA, three meetings were 
held with representatives from AMA, the major medical 
specialty organizations, the American Bar Association, 
other legal groups, and consumer groups in order to plan 
for a National Commission for the Preservation of the 
Confidentiality of Health Records. Impending health in- 
surance legislation and implementation of Professional 
Standards Review Organizations (PSROs) make the is- 
sue of confidentality crucial. It is noteworthy that when 
we have something impcrtant to advocate and when we 
point out an avenue of action, our medical colleagues and 
others are willing to work together and accept our lead- 
ership. 

4.. The struggle for adequate funding has of necessity 
gone beyond testifying and pleading. We joined with 
other organizations in filing a successful suit against im- 
poundment of funds; this has released money for training, 
services, and research in mental health. 

5. A contract has been issued to the Hastings Institute 
of Society and Ethics in the Life Sciences to study con- 
flicts in the role of psychiatrists between their responsi- 
bilities to their individual patients and to the institutions 
that employ them or to which they owe some allegiance. 

6. A continuing effort to define not only the role of a 
psychiatrist but the limits of what will be considered 
mental iliness is clearly evident. The removal of homo- 
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sexuality per se from the Diagnostic and Statistical 
Manual of Mental Disorders, second edition ( DSM-II) 
is a first step in reevaluating differences and deviance pre- 
viously labeled as sickness as we move on to the devel- 
opment of DSM-III. 

7. A President's Project has begun to establish an in- 
ternational set of standards in regard to procedures in the 
"handling of psychiatric patients and psychiatric offend- 
ers. 

There are many other achievements of the past year, 
equally significant, that must go ur mentioned. Many as- 
pects of psychiatry cannot be seriously affected in a short 
time. Its scientific basis, its validity, must of necessity 
progress by increments, sometimes slowly, sometimes 
even in reverse to retrace false steps. However, the devel- 
opment of new models of normal and abnormal behavior, 
as well as of intervention, requires a synthesis of seem- 
ingly disparate ideas or artificially fragmented ap- 
proaches. It is fruitless to counterpose individual and 
family approaches to societal approaches. Both have a 
place, for example, in the community mental health cen- 
ter. 

Similarly, to declare that behavior is only explicable on 
the one hand in biological terms or, on the other hand, in 
exclusively social, experiential, or environmental terms is 
a sad and irrational return to medieval notions of the sep- 
aration of the soul and body. New models must recognize 
that all experience (or absence of experience) has its bio- 
logical representation in the central nervous system; that 
is 10 say, experience molds structure. Lack of experi- 
ence—deprivation—leads to failure of development of 
synaptic junctions and thus also molds structure. Unfor- 
tunate, unpleasant, or emotion-laden experiences, stored 
as memories and accumulated, will produce defects in 
perception of experience, construction of thought, imagi- 
nation, or fantasy, so that memories of past experiences 
and immediate stimulus-bound representations are com- 
bined in a manner that causes fear, anxiety, depression, 
rage, or other distress for the individual. 

Another class of disorders with a similar endpoint may 
develop because of defects in the machinery of the brain, 
so that the combination of memories, fantzsies, and 
stream of thought results in behaviors that are consist- 
ently abnormal and inappropriate. One can conceive of 
certain parts of the brain being overexcitable or under- 
active so that the content of thought or affect is biased in 
either direction; or feedback mechanisms are not prop- 
erly exercised so that emotional consequences of mental 
experience cause difficulty. Such models delineate two 
classes of mental disorder. One describes psychiatric a3- 
normalities arising from proper functioning of a brain 
processing abnormal material, while the other describes 
malfunction of the brain machinerv processing normal 
material (4). Actual clinical cases may well be com- 
binations of these two models—models that are in- 
dicators of direction for research and conceptualization, 
not endpoints. 

New and complex models will have to incorporate ad- 
vances in many fields, including genetics, development, 
neurophysiology, neurochemistry, psychodynamics, soci- 
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ology, and anthropology. In addition, the investigation of 
the manner in which memory and affect can be influenced 
by various psychologic, pharmacologic, or other means 
can lead to important therapeutic advances. Dramatic 
and unanticipated developments are certain to occur as 
all the important factors contributing to behavior are in- 
terdigitated in holistic theories. One statement must be 
made unequivocally: normal and abnormal behavior are 
amenable to scientific study. 


THE RIGHT TO TREATMENT 


In the meantime, there is one intractable problem fac- 
ing American psychiatry whose scope includes and tran- 
scends the four crucial issues previously described. This is 
the plight of patients who receive treatment in our public 
mental institutions. At the present moment, there are ap- 
proximately 275,000 individuals residing in our state and 
county mental hospitals. According to the National Insti- 
tute of Mental Health, approximately 750,000 people 
spend some time in a state or county mental hospital dur- 
ing a year. In his presidential address in 1958, Harry 
Solomon deplored the inadequacy of these institutions 
and predicted their demise. Unfortunately, they are still 
with us and basically in much the same condition. 

In cases such as Wyatt v. Stickney (5), the courts have 
held that not only are such facilities inadequate, but that 
patients have an incontestable right to adequate treat- 
ment. We should not require court decisions to inform us 
of the inadequacy of the care given to this group of 
patients. We should not need a court order to galvanize 
us to provide the very best care for these citizens. 

Obviously there is no equity as long as we have a two- 
tiered system, with a yawning gulf between the quality of 
care in the private and voluntary sectors on the one hand, 
and the public sector on the other. If one could imagine 
that overnight our current resources were somehow mag- 
ically to be shared equally, I venture to say that the de- 
cline in the private and voluntary sector would be shock- 
ing evidence both of the inadequacy of the total resources 
and of their current maldistribution. Among other things, 
we must work for a single standard of fitness to deliver 
patient care. To accept glib statements about an over- 
abundance of practitioners on the basis of the continued 
immigration of large numbers of physicians from devel- 
oping countries is to paper over the deficiencies of our 
present system for training and allocating manpower. 

We cannot rely on court decisions alone to implement 
change; Wyatt v. Stickney did not in itself effect major 
change in Alabama. Even today two hospitals in that 
state which should have 52 licensed physicians between 
them have only 13. Another hospital for the mentally re- 
tarded has only three doctors. Their average age is 66 and 
the oldest is 78; one has cataracts and the other two have 
had strokes (6). 

No court decision can ensure that there will be enough 
psychiatrists with board certification in the State of Ala- 
bama—or in any other state—to staff the mental hospi-: 
tals according to minimum requirements. Furthermore, 





there is no way that a court can ensure that patients re- 
ceive treatment of excellence. That requires a staff and 
psychiatrists who have been trained for such excellence. 
States can and have resisted change, either by prolonged 
legal appeals or by discharging patients from public hos- 
pitals without providing alternative or continuing care. 

The dilemma that has developed is well illustrated by 
two stories that appeared in the New York Times on suc- 
cessive days. The first praised the efforts of civil liberties 
lawyers and the psychiatric profession in regard to right- 
to-treatment cases and the population decline that has 
occurred in public mental hospitals. The next day a series 
of articles began emphasizing the negative aspects of the 
release of these patients: They were often exploited and 
abused, were irritating to the community, or became in- 
volved in misdemeanors or more serious crimes. 

Rather than argue that it is better to keep a person in 
or out of a hospital, we must pay attention to solutions— 
to obtaining adequate funding for the entire panoply of 
services that are necessary, from the hospital (still neces- 
sary for some patients) through partial hospitalization 
and halfway houses to foster care to outpatient clinics, 
doctors’ offices, and home care. Rational planning and 
deployment of resources and manpower are essertial pre- 
requisites. 

Recognizing the lack of a variety of resources, APA 
has joined with other organizations, including the Mental 
Health Law Project, in the right-to-treatment suit against 
St. Elizabeths Hospital and the District of Columbia. 
This suit extends the notion of the right to treatment 
beyond the parochial confines of the hospital by seeking 
to compel creation of alternative facilities. If we prevail, 
a psychiatrist would then be able to designate the most 
appropriate treatment for each patient—whether it be as 
an inpatient in a hospital or a patient in a day hospital or 
outpatient clinic—in contrast with the limited choice that 
now exists. The joining of APA with other mental health 
organizations and legal groups is especially noteworthy. 

The St. Elizabeths case has further significance. In a 
previous Florida right-to-treatment case, two psychia- 
trists were held to be personally and financially liable for 
the lack of treatment given. By unequivocally identifying 
the responsibility for inadequate treatment, the St. Eliza- 
beths suit can protect psychiatrists on the staffs of public 
hospitals who otherwise might be subject to suit. It will 
also serve to pinpoint bureaucratic self-protection and 
obstruction, which makes it impossible for many psychia- 
trists to perform their tasks and drives many others out 
of public service. 

It is clear that court decisions cannot ensure excellent 
care for this group of patients. To provide them with the 
best of our personnel and knowledge will require an as- 
sumption of responsibility on the part of our profession. 
In some way, we as a group—in each district branch— 
must become advocates for those patients in the public 
mental hospitals and those who move through taem. Can 
our district branches become ombudsmen for this popu- 
lation in distress? This is indeed a challenge to us: to le- 
gitimize the care of this patient population; to achieve 
equity between the public sector and the private and vol- 
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untary sector; to intensify our study and research in the 
treatment of the serious mental illnesses that afflict this 
group. 

Lastly, through our training and commitment, we as 
psychiatrists can also play an important role in helping to 
rehabilitate this group of the population. 


CHALLENGES FACING APA 


In these times of turmoil and constant change, APA is 
challenged to develop a capacity for swift and expeditious 
action om crucial issues, while at the same time ensuring 
full membership participation. This awareness compels a 
review of the structure and functioning of our organiza- 
tion. 

Almost spontaneously, many individual members of 
APA, as well as its committees, expressed the desire for a 
policy meeting to review the structure and functioning of 
our organization. A conference to study policies and 
strategies for coping will be held in March 1975, but it is 
evident that one national conference that produces a set 
of recommendations will not be satisfactory. What is nec- 
essary is that the APA membership engage in this re- 
newal and rejuvenation of the organization in the widest 
and deepest sense possible. Sufficient time must be al- 
lowed for intense discussion at the district branch, re- 
gional, and finally the national level. The success of this 
endeavor will be ensured only if the input from every 
member has some impact on the decisions. 

The field of psychiatry and psychiatrists in particular 
have been under heavy fire. But there is much of which we 
can be proud, both in relation to other fields of medicine 
and to human services in general. “The fact that psychia- 
try can be abused does not make psychiatry an abuse. 


` Scientists can be suborned, but science remains essential 


to human welfare" (7). The steady and increasing interest 
of medical students is evidence that psychiatry is the in- 
heritor of much of what is best in medicine—the sensitiv- 
ity to the total person and his social condition. Many turn 
away from the narrowness of “organ specialists” and en- 
ter psychiatry not only to treat the disturbed, but to be- 
come “compleat” physicians. George Engel (8) identified 
the superb technical accomplishments transmitted in 
medical curricula with the narrowness of the brilliant 
tacticians and strategists in Washington, who, because of 
their lack of grasp of human behavior and human affairs, 
led the United States into the morass of the Viet Nam 
war. He contended that “the missing dimension, the bog 
of modern medical education” is the failure to equip the 
physician with the psychological knowledge and skills 
needed for the task.” 

In medicine, it is psychiatry that must provide a coun- 
tervailing force to the dehumanizing threat of the com- 
puters and their bureaucratic managers who are prolifer- 
ating in the health field. The realization that from half to 
two-thirds of the patients who see an internist or general 
practitioner are suffering from psychiatric disturbance 
must drive home an awareness that a great many people 
are not necessarily seeing the physician properly trained 
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to provide the best care. Provision of an adequate num- 
ber of psychiatrists, as well as the training of other physi- 
cians in the principles of psychiatry, is an important re- 
sponsibility of our field. 

Our-ties with the field of medicine are inextricable; but 
psychiatry must exert its force to make the rest of medi- 
cine more like psychiatry, more sensitive to human and 
«social concerns. Rather than polarization and a forced 
choice between alternatives, we need a new synthesis of 
scientific and technologic advance combined with human 
and social sensibilities. 

As I survey the field of psychiatry, I am struck again 
and again by the polarization and insistence on choice. I 
feel very much like the character in Steiner’s Treblinka, 
who states that between two solutions, “I always choose 
the third" (9). 

In the words of John Schaar: 


The future is not a result of choices among alternative 
paths offered by the present, but a place that is created— 
created first in mind and will, created next in activity. The fu- 
ture is not some place we are going to, but one we are creat- 
ing. The paths to it are not found but created, anc the activity 
of creating them changes both the maker and the destina- 
tion.... 

In sum, liberty and action are virtually the same, and pub- 
lic liberty is acting with others to create a common life. . . . If 
we cut ourselves off from public action .. . we risk the loss or 
atrophy of the distinctively human capacity to join with oth- 
ers in the free and conscious creation of a common life (10). 


Ultimately one must return to the basic commitment 
of psychiatry to the welfare and betterment of each indi- 
vidual who needs help. Although the rights of the individ- 
ual are constantly proclaimed, the predominant utilitar- 
ian doctrines are concerned with aggregates, not 
individuals. The concept of the greatest good for the 
greatest number implies that hardships for some individ- 
uals are offset by the greater good cf the majority. But in 
this actuarial approach there are significant numbers who 
suffer, victims who do not feel recompensed by an overall 
rise in some social benefit index. 

True concern for individuals requires a very different 
philosophical outlook, one that expands upon theories of 
the social contract. John Rawls summarized the criteria 
of social welfare in a system designed to set minimum 
standards for individuals: 


There is no injustice in the greater benefits earned by a few 
provided that the situation of persons not so fortunate is 
thereby improved (11). 

Social and economic inequalities are to be arranged so 
that they are both (a) to the greatest benefit of the least ad- 
vantaged, and (b) attached to offices and positions open to all 
under conditions of fair equality of opportunity. . . (12). 


These concepts, applied to psychiatry, foster the idea 
of a delivery system of mental health services in which 
everyone receives adequate services and no one receives 
services below a certain level. This constitutes an imme- 
diate goal, a baseline from which we may steadily im- 
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prove services for all. These concepts rivet our attention 
upon individuals, especially the least fortunate. Not one 
single person can be neglected or shunted aside. [n a mass 
society, it Is crucial that psychiatry be sensitive to the 
condition of each individual. Otherwise we fail, for psy- 
chiatry is the most humanitarian of the medical special- 
ties. 

In the last analysis, for whose benefit is our mental 
health care system? For what purpose? Beyond caring for 
the sick and protecting health, the organization and 
structure of our mental health care system is a sensitive 
and reliable indicator of our real view of human beings 
and the proper relationship between them. Psychiatric 
care is not a consumer commodity, to be subjected to 
hard sell by the button-down minds and gray flannel 
mouths of our Madison Avenue “‘con men." Nor is it an 
elite technology best packaged in corporate structures 
and managed by professionals. 

Psychiatric care is an essential human right whose de- 
nial is an injustice; it is the embodiment of a national so- 
cial purpose. 

We are judged by the choices we make, by our prior- 
ities, how we scale the value of the least human life 
against other concerns. In our still affluent, acquisitive, 
divided society, should not psychiatry display altruism, 
humanity, and dedicated concern not only for family, 
friends, and members of one's own group or class, but 
also for the stranger? Psychiatry cannot permit any indi- 
vidual to be neglected, forgotten, or left to perish. No one 
is disposable. We must cherish and care for all. More 
than 17 centuries ago, the Mishnah of the Babylonian 
Talmud stated it more poetically: 


For this reason was man created alone, to teach thee that 
whosoever destroys a single soul, Scripture imputes guilt to 
him as though he had destroyed a complete world; and 
whosoever preserves a single soul, Scripture ascribes merit to 
him as though he had preserved a complete world. 
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Response to the Presidential Address 


BY JOHN P. SPIEGEL, M.D. 


Dr. FREEDMAN has finished his year in office—a year of 
encouraging progress for the American Psychiatric Asso- 
ciation—by presenting a challenging presidential ad- 
dress. As in the past, he has called our attentior. to the 
need for a “Critical Psychiatry" to formulate anc imple- 
ment effective and thoughtful policy in order to give our 
. profession a new direction and impetus. 

During my term of office, I hope to be able to achieve 
many of the specific goals he has outlined; and I shall 
need plenty of help from the various components of our 
organization to reach this objective. 

At the moment, given the brief time allotted te me for 
a response, I want to focus on just one aspect of the ac- 
tion programs he has called for. He said that while Criti- 
cal Psychiatry should zero in on “‘those in our profession 
who are selfish or indifferent, it should be equally unspar- 
ing of those in positions of power who would deny, cut 
back, withhold, or divert necessary funding for mental 
health services, training, and research.” 

If we are to be unsparing of those in power, then we 
have to summon up the courage and objectivity to review 
the ways in which the Nixon Administration has helped 
or blocked progress in the delivery of services to those 
suffering from mental illness. Since I believe that the pol- 
icies of the current administration have hindered more 
than they have helped, I would like now to provide a list 
of the obstacles to progress—a Bill of Particulars, if you 
will—which has made it so difficult to reach the goals of 
an effective national mental health program. And, since I 
believe that creative leadership in the development of pol- 
icy is essential to progress of any sort, I would liketo end 
by providing some guidelines for whatever leadership 
comes to be established in the seat of government. 

Lacking time for the documentation that such an as- 
sessment deserves, I shall offer for your consideration the 
following list of obstacles thrown up by the Nixon admin- 
istration. I shall divide this critique into four areas: re- 
search, education, services, and general policy. 


FOURTEEN OBSTACLES TO PROGRESS 


In the area of research, the current administration has: 
1. Drastically reduced financing for behavioral science 
research, and has thus 
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2. Threatened the abandonment of the pursuit of new 
knowledge, especially through 

3. The dismantling of programs of research training, 
and by 

4. Disrupting the function of expert review committees 
by introducing factors other than acknowledged scientific 
and scholarly competence in the selection of committee 
members. 

In the area of education, the Nixon Administration 
has: 

5. Eliminated support for training mental health prac- 
titioners in the face of substantial unmet needs for more 
manpower. 

6. Drastically reduced the administrative staffs of fed- 
eral agencies which are needed for monitoring in an or- 
derly fashion the distribution of funds appropriated by 
Congress. 

7. Failed to support the program for continuing edu- 
cation of mental health specialists—apparently because 
of an inability to recognize that continuing education is 
an indispensable element in the maintenance of quality 
health care in the United States. 

In the area of services, the current administration has: 

8. Halted the development of integrated human serv- 
ice programs, severely limiting care for the mentally dis- 
abled and increasing the vulnerability of the poor to emo- 
tional disability. 

9. Created the illusion of support for mental health 
services under the guise of revenue sharing—a policy 
which, to date, has shown no capacity to meet mental 
heal:h needs at the state or local level. 

10. Engaged in contradictory and misleading behavior 
in regard to community mental health programs by 
praising their development while cutting off their funds. 

11. Submitted two health insurance bills. The first one 
specifically excluded the services of psychiatrists, and the 
second one, while a vast improvement, remains quite in- 
adequate in its coverage of the mentally ill. 

With respect to general policy, the Nixon administra- 
tion has: 

12. Used vetoes and impoundments to thwart the in- 
tentions of Congress in support of mental health pro- 
grams—an attempt to dominate policy through budget 
management procedures. 

13. Engaged in politically motivated reorganizationa! 
ploys, disrupting the orderly functioning of federal health 
agencies while ignoring professional recommendations in 
regard to the staffing of the new agencies. 

14. Through the public statements of White House of- 
ficials and the widely circulated opinions of the Office of 
Management and Budget, treated employees of federal 
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agencies as adversaries rather than colleagues within the 
Executive Branch. This has created a turbulent atmo- 
sphere—a climate of mistrust—so virulent that mental 
health personnel are leaving or refusing to accept em- 
ployment in the mental health area. 

Given this assessment of the damages, we are con- 
fronted with two questions: why has this happened, and 
what is to be done? 

There have been suggestions that the Nixon adminis- 
tration is generally antiscience and especially hostile to 
psychiatry. Whether or not that is true, it seems in- 
contestable that the White House bases its policy on 
managerial thinking, and that it is bereft of any socially 
oriented philosophy. The Office of Management and 
Budget, which currently dominates policy, demands a 
strict accounting and justification for each budgetary dol- 
lar. This fiscal attitude places all federal agencies in the 
unrealistically competitive position of defending their 
programs in pursuit of scarce dollar resources which are, 
in any event, arbitrarily distributed. 

It is ironic that an administration so aware of cost-ef- 
fectiveness presides over a deteriorating national econ- 
omy. But, considering the economic ill-health of nations 
all over the world, reproaches on :his score may be in- 
appropriate. What is more to the point—I should say to 
our 14 points—is the impact of the hard-headed fiscal 
policy on the mental health field. 


NEED FOR ACCOUNTABILITY 


Despite my Bill of Particulars, it could be argued that 
the impact has not been all bad. It is time that someone 
demanded that we give an accounting for monies spent. If 
the recommendations of experts go unchallenged for too 
long, these authorities tend to develop an exaggerated 
view of their opinions and of their power. In this matter I 
can sympathize with the White House. And we can ex- 
pect that Congress will be fully in accord with the prin- 
ciple of accountability. 

But in our problem-solving society, programs for the 
relief of human suffering and injustice always have taken 
and always will take precedence over purely cost-effec- 
tive considerations. Under any circumstances such pro- 
grams require time and money for experimentation and 
testing. If, as Dr. Freedman sugges:s, we are to develop 
programs that guarantee every individual the right to a 
sense of personal worth, then much more thought must 
be given to the developmeat of a system of priorities and 
procedures for the achievement of this right. It is the 
business of the Executive Branch to provide the lead- 
ership for dealing with such central social problems, not 
to pass the buck to the states or to back and fill when con- 
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fronted with crises. 

The absence of thoughtful leadership makes itself felt 
everywhere. The damages to the biomedical and the be- 
havioral sciences are only examples of this general effect. 
Therefore, forced to treat with a leader manqué, it is up 
to each profession to provide what is lacking. Up to now, 
we in the mental health professions have been too much 
involved in reacting—that is, protesting, defending, 
trying to recover some part of what was being cut out of 
our programs. 

It is time that we set forth a new and coherent policy. 
At the moment I can only mention a few very general 
guidelines that I would personally endorse, expecting that , 
APA will enlarge upon them with the help of other pro- 
fessions. 


SUGGESTED PRINCIPLES 


While for the time being we shall have to keep pressing 
for the recovery of lost ground, I hope that any new pol- 
icy will be based on the following principles: 

1. The development of an innovative combination of 
public and private services embodying a spectrum from 
short- to long-term care. This would involve mixing vari- 
ous sorts of institutional systems, private and public. The 
educational system is a good example of a model that in- 
terweaves public and private financing in a variety of set- 
tings. 

2. The unification of the various mental health profes- 
sions based on collaboration and mutual respect. Dr. 
Freedman has already taken some steps in this direction. 
But we need more fully operationalized, multidisciplinary 
mental health teams. This will require cooperation at ali 
levels, from the officers of the various professional orga- _ 
nizations to workers in the field. 

3. A systematic emphasis on alternatives for the care 
of the seriously mentally ill, which includes the family of 
the patient and the social networks necessary to his sur- 
vival outside the hospital. Our understanding of family 
dynamics has reached a level of development which 
makes it’ essential to use this important aid to recovery 
wherever possible. 

4. Maximum attention to the new ethical and legal 
standards required by the growing recognition of the 
right of each individual and group to a sense of personal 
worth and freedom from injustice. 

Our future course is clear. By bringing together all the 
components of the APA and its allies in a unified effort, 
we shall surmount the challenges of the moment. We 
shall overcome the obstacles imposed by the current ad- 
ministration in Washington. And, we shall be satisfied 
with nothing less. 





Alfred M. Freedman, M.D. 


One Hundred and Second President, 1973-1974 


BY LEON EISENBERG, M.D. 


THE AMERICAN PSYCHIATRIC ASSOCIATION kas had 
many distinguished leaders in its long history, but none 
whose election brought more credit than that of our 
102nd President, Alfred M. Freedman. His name was 
placed on the ballot because of membership initiative; his 
victory reflected the electorate’s commitment to vigorous 
leadership. No one had to ask where Alfred Freedman 
stands; his long history of speaking out on behalf of hu- 
man betterment has earned him an honored place on 
more than one "enemies list.” 

As Professor and Chairman of the Department of Psy- 
chiatry at New York Medical College since 1962, he lit- 
erally transmuted a little-known and largely part-time 
department into one of the leading psychiatric centers in 
the United States. He organized and developed an out- 
standing community mental health center that has pio- 
neered in the delivery of services to an urban ghetto com- 
munity, with emphasis on the addicted, the alcoholic, and 
the chronically ill long before federal programs for these 
problems had come into fashion. He edited, together with 
Harold Kaplan, what rapidly became the most widely 
used psychiatric textbook in the English language, if not 
in any language. (Which of us has been greeted at an in- 
ternational meeting by an Albanian psychiatrist who ex- 
pressed his pleasure to the author for the book used in his 
course for medical students at Tirana?) And mind you, 
this was accomplished without the leverage of a large en- 
dowment, Ivy League prestige, or anointment by Estab- 
lishment kingmakers. 

Alfred's heritage is a proud one; both parents were of 
the hardy pioneering stock who emigrated to the New 
World rather than submit to czarist rule. His father was 
the first in his family to break with a long line of rabbis 
and teachers (according, at least, to the oral tradition of 
the Freedman family; one sometimes wonders whether 
everyone in the old country was a rabbi or the son of a 
rabbi). Against the grain of his Yeshiva education, the el- 
der Freedman developed secular interests in social and 
political matters. At, 18 he managed an illegal and dan- 
gerous crossing of the Polish border and made his way to 
Antwerp, where he embarked in steerage for New York, 
thence to settle in Albany. His wife, whose parents were 
estate managers for landed Lithuanian gentry, emigrated 
at the age of 16 to join older brothers who had made the 
crossing before her. Married in America, the elder Freed- 
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mans worked hard to instill a respect for knowledge and 
a concern for human decency in each of their four chil- 
dren. Long hours in a small family store were the price 
they paid to send all to college and two into medicine. 
(Alfred's younger brother, Aaron, is now Associate Dean 
of the School of Medicine at the University of Pennsylva- 
nia and Director of the Graduate Hospital in Phila- 
delphia) The elder Freedmans would not have consid- 
ered their lives as particularly unusual and certainly not 
as heroic; yet they exemplify the extraordinary personal 
qualities that were required to survive with integrity dur- 
ing the first half of this century; their personal dreams 
were deferred for fulfillment by their children. 


DECISION TO ENTER MEDICINE 


There is no specifiable time at which Alfred's decision 
for medicine was first made; the dazzling goal of becom- 
ing a physician permeated the atmosphere of his home. 
As a high school student, he was strongly influenced by 
reading Sinclair Lewis’ Arrowsmith and Paul DeKruif's 
Microbe Hunters and dreamt of a career in research. By 
necessity as well as by ability, he won a scholarship to 
Cornell where he earned his A.B. in 1937. During his col- 
lege years, Sir Arthur Eddington's lectures briefly in- 
spired thoughts of a career in atomic physics, but the call 
to medicine could not be denied. Yet those were days 
when an unofficial numerus clausus prevailed in Ameri- 
can medical schools; a would-be physician had reason for 
anxiety about his chances for admission despite impec- 
cable grades and recommendations. The list of schools 
that rejected our future President is long and distin- 
guished. By great good fortune he applied to the medical 
school of the University of Minnesota and was accepted. 

The early years in medical school were somewhat of a 
letdown in comparison to the exciting intellectual hori- 
zons college had opened. What made them more toler- 
able were the evenings and weekends he spent as a re- 
search assistant in neurophysiology with Professor 
Herman Kabat, work which resulted in his first two pub- 
lications on experimental shock. Once his clinical rota- 
tions began, medical school came to life; he can still re- 
call many of his first cases in medicine and psychiatry. 
His commitment to care for the urban poor led him to 
take his internship at Harlem Hospital, where he became 
aware of the problems as well as the challenges in provid- 
ing medical care to neglected populations. The year also 
began his love affair with New York City. He enlisted in 
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the Army right after Pearl Harbor and was assigned at 
the end of his internship to Arthur Mirsky's laboratories 
at Miami. 

The most important consequence of this duty station 
stemmed from a routine assignment to accompany a 
troop train to Colorado Springs. On his return journey, 
he had gotten as far as St. Louis, where he found himself 
momentarily stranded. Just before the departure of the 
next train, the ticket clerk called him frantically to offer 
him a last-minute cancellation. On that train he was in- 
troduced to a Miss Marcia Kohl, who was returning to 
her home in Miami from college in Ann Arbor. Neither 
one had any difficulty recognizing that this chance en- 
counter had been fated. Within six months, they were 
married and have remained, happily so, to this day. 


THE FREEDMAN FAMILY 


Marcia Freedman is a person as gifted in her own right 
as her distinguished husband. She returned to the univer- 
sity while the children were growing up to earn a Doctor 
of Philosophy degree at New York University. She cur- 
rently holds an appointment as Senior Research Asso- 
ciate at Columbia University's Conservation of Human 
Resources Project, whose director is the noted scholar Eli 
Ginzberg. Those who wonder how a psychiatric adminis- 
trator survives the day-to-day vicissitudes of changing 
fiscal mechanisms, personnel negotiations, battles over 
space, and what have you will find the judgment, balance, 
and emotional support of an understanding spouse to be 
the crucial ingredient. Conversely, what keeps a man- 
power economist together is the reciprocation of the 
same qualities. For Marcia and Alfred, their greatest joy 
has been their two sons, Paul H. and Daniel S. Paul, now 
24, is a graduate student in medieval history at the Uni- 
versity of California at Berkeley. Danny, 21, is a senior at 
Livingston College of Rutgers University in New Jersey. 

Nature and nurture conspire to visit the virtues of the 
parents on the children; when Paul was seven, he returned 
from a music lesson to report that he had learned to play 
psaltery. An inquisitive adult who asked Paul whether he 
could spell the name of the instrument was startled when 
he replied correctly. How, she wondered, did he know 
' there was a silent “p” in the word? “It’s easy," he replied, 
“my father’s a psychiatrist!" Those privileged to share 
the Freedmans' table when the family is united can attest 
to the infectious humor, the spirited interchange, and the 
warmth and love that characterize the family group. 


RESEARCH AND CLINICAL ACTIVITIES 


Alfred's army years were completed at the station hos- 
pital of the Third Air Force in Gulfport, Miss., and he 
was discharged as a major in 1946. He undertook train- 
ing in pathology at Mt. Sinai Hospital in New York City 
(1946-1947) in pursuit of a plan to prepare himself for 
the study of the biological basis of human behavior. He 
briefly contemplated completing his training in pathology 


758 Am J Psychiatry 131:7, July 1974 


(since he had Board credit for his work in the Army), but 
he left it upon receiving an invitation from Dr. Harold 
Himwich, whom he had met when he was a medical stu- 
dent, to join him as a medical physiologist at the Army 
Chemical Center at Edgewood. His studies of acetyl- 
choline and cholinesterase, with the use of diisopropyl 
fluorophosphate as an enzymatic poison, led to signifi- 
cant publications in the American Journal of Physiology 
and the American Journal of Psychiatry on the mecha- 
nism of convulsions. Satisfying as he found laboratory 
work to be, he was drawn again to clinical activities and 
began his general psychiatry residency training at Belle- 
vue Hospital in July 1948. Upon completing his basic 
training, he joined Dr. Lauretta Bender as Fellow, then as 
staff psychiatrist on the Child Psychiatry Unit (1950- 
1954). From that period stem Alfred Freedman's impor- 
tant papers on childhood schizophrenia and his first pub- 
lications on pediatric psychopharmacology. 

At that point Alfred faced a major watershed in his ca- 
reer. He had a half-time position on the Bellevue staff 
and spent half-time in practice. Wedded to New York, he 
saw no immediate openings for a full-time academic ca- 
reer, although he was the author of some 20 publications 
including the first one on the psychiatric aspects of fam- 
ilial dysautonomia. Fate intervened in the person of Pro- 
fessor Richard Day, who invited him to head a pediatric 
psychiatry: service at Downstate Medical Center, Brook- 
lyn, N.Y. From ground zero, Alfred built a major unit. In 
addition to the continuation of his earlier research inter- 
ests in schizophrenia and. pharmacology in childhood, he 
began a major study on the influence of biological and so- 
cial factors during pregnancy and the neonatal period on 
child development. He demonstrated the markedly 
greater effect of neonatal hyperbilirubinemia on male in- 
fants in contrast to female infants. In a series of classic 
papers, Helen Wortis and Alfred Freedman have por- 
trayed in unforgettable fashion the bitter dregs of life for 
children reared in urban slums; they have drawn atten- 
tion to the interactions between biological and social fac- 
tors that are so powerful that the combined biosocial in- 
sults have proved to be multiplicative rather than simply 
additive in effect. The splendid fulfillment of his tenure at 
Downstate, though only five years in duration, was a trib- 
ute to Dr. Day's judgment in selecting for chief of service 
a man only three years beyond his residency. 


NEW YORK MEDICAL COLLEGE 


It was at this point (1960) that Alfred was asked to 
take responsibility for the Department of Psychiatry at 
New York Medical College. The budget was minuscule 
(indeed, it rested entirely upon an NIMH grant for un- 
dergraduate medical education); the staff, although it had 
many excellent members, was entirely part-time; the 
school itself faced financial stringencies and had not yet 
emerged from its identification with its homeopathic ori- 
gins. A lesser man might well have declined what he 
could have chosen to regard as an uncertain honor, but 
Alfred perceived, in John Gardner's term, the extraordi- 


nary opportunities carefully disguised as insoluble prob- 
lems. The school served an area with major unmet psy- 
chiatric and social needs and, under his leadership, was to 
provide a model of what an urban medical school could 
accomplish in the delivery of care to a neglected popu- 
lation. Alfred mobilized the strengths present on the fac- 
ulty, recruited additional volunteer staff, and persuaded a 
number of outstanding investigators to join a depa-tment 
that had little research tradition and could offer little 
security. Under his leadership, the Department of Psychi- 
atry became a major source of strength as the New York 
Medical College developed into a major institution on 
both the local and the national scenes. 

His own clinical and investigative work centered on 
problems of narcotic and alcohol abuse. With Dick Brot- 
man, he developed innovative programs in the social 
rehabilitation of addicts and alcoholics. With Max Fink, 
he pioneered in the introduction of cyclazocine and other 
narcotic antagonists in the treatment of opiate addiction. 
Throughout, he emphasized the necessity for combined 
pharmacologic and community rehabilitation mzasures 
in a comprehensive attack on the problems of drug addic- 
tion. The lessons of clinical work with the growing prob- 
lem of addiction were incorporated into the residency 
training program long before other departments had 
made this area a major focus of education. At the same 
time, together with the Kaplans, Alfred developed a 
model program for psychiatry training for "physician 
mothers" that anticipated current moves to provide part- 
time training opportunities for women in medicine. 


RECENT ACTIVITIES AND HONORS 


The extraordinary success of the Comprehensive Text- 
book of Psychiatry (1) was followed by A Modern Syn- 
opsis (2) of the textbook as well as six paperback publica- 
tions of sections of the book (Diagnosing Mentai Illness, 
Interpreting Personality, Treating Mental Illness, Hu- 
man Behavior, and two volumes on The Child). Alfred 
has served as co-editor of two publications of the Ameri- 
can Psychopathological Association (The Psycho- 
pathology of Adolescence [3] and Psychopathology and 
Psychopharmacology [4]), as well as of a new book en- 
titled Opiate Addiction: Origins and Treatment (5). 

He has served on the Editorial Boards of the Amer- 
ican Journal of Orthopsychiatry, the Community 
Mental Health Journal, Comprehensive Psychiatry, and 
Pharmakopsychiatrie/ Neuropsychopharmacologie. He 
served as president (1967-1968) of the New York Society 
for Clinical Psychiatry (the New York County District 
Branch of the APA), president of the American Psycho- 
pathological Association (1970-1971), and president of 
the American College of Neuropsychopharmacology 
(1972-1973). He received the Henry Wisner Miller 
Award of the Manhattan Society of Mental Health 
(1964) and the Samuel W. Hamilton Award of the Amer- 
ican Psychopathological Association (1972). 

Now that the New York Medical College has a West- 
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chester County campus as well as its Manhattan campus, 
Alfred has undertaken supervisory responsibility for the 
psychiatric services of the Grasslands Hospital, along 
with Flower and Fifth Avenue Hospital, the Metropoli- 
tan Hospital, Bird S. Coler Hospital, and the Metropoli- 
tan Comprehensive Community Mental Health Center. 
This complex array of psychiatric services clearly de- 
mands extraordinary administrative skill. Is his training- 
in pathology, psychiatry, child psychiatry, or pharmacol- 
ogy to account for his success? One is reminded of Doug- 
las Bond's remark upon becoming dean at Case-Western 
Reserve Medical School and being asked the difference 
between being a dean and a psychiatrist: "The only dif- 
ference is that now my patients have tenure!" Or what is 
implied in the comment by his distinguished successor, 
Fred Robbins: “I consider my background in pediatrics 
equally appropriate." Perhaps a child psychiatrist bor- 
rows from each. 

I have enumerated only a fraction of what Alfred has 
done, written, and meant to the field of psychiatry; it is 
tempting to go on at length but editorial considerations 
contain my exuberance. Further, I suspect that the reader 
may become dubious of this collection of virtues if I add 
further to it. But the chronology of a life, the list of mem- 
berships held and papers written fail to convey the spirit 
of a man. Surely, he is no saint. He worries too much. 
And even Alfred Freedman nods. Not every member of 
his department is invariably pleased by his decisions, and 
some of those who have not lived up to their responsi- 
bilities have felt his ire. He has a store of jokes, most of 
them well beyond the caliber to be expected of professors 
but some better left untold. An abiding fault is a con- 
genital difficulty in giving himself full credit for what he 
has done and the reading of this account is likely to draw 
the response: “Who, me?" 

I've been privileged to know Alfred Freedman since I 
was an intern and he a resident in pathology. For that, I 
shall always be more grateful to Paul Klemperer, the pro- 
fessor who chose him, than I shall be to. him even for his 
great contributions as a scholar. From that time onward, 
I have sought Alfred out professionally and socially as 
often as my location, first in Baltimore and then in Bos- 
ton, permitted; I have always come away the richer. I 
have turned to him with professional questions as well as 
philosophical ones and have learned to respect his ex- 
traordinary wisdom. More than that, at times in my own 
life when crises of personal doubt and emotional distress ` 
were overriding, Alfred Freedman has been a friend on 
whom I could count for sensitive concern and sound ad- 
vice. I have not been privileged to be his patient, but those 
who have, have been fortunate indeed. Our relationship 
has been close enough to give me a sense of a clinician 
whose empathic sensitivity is balanced by an incisive ca- : 
pacity to sort out important issues and to focus on what 
really does matter. 

Our 102nd President exemplifies the best character- 
istics of a physician and a psychiatrist: wisdom, com- 
passion, concern, and dedication. The accomplishments 
of his professional career are prodigious; his personal in- 
tegrity is unsurpassed; we can all be proud of a man 


Am J Psychiatry 131:7, July 1974 759 








ALFRED M. FREEDMAN 


whose standards of excellence merit emulation by the 
Benerations of psychiatrists to come. 


REFERENCES 


1, Freedman AM, Kaplan HI: Comprehensive Textbook of Psychia- 


. Freedman AM, Kaplan HI, Sadock BJ: Modern Synopsis of 


Comprehensive Textbook of Psychiatry. Baltimore, Williams & 
Wilkins, 1972 


. Freedman AM, Zubin J (eds) The Psychopathology of Adoles- 


cence. New York, Grune & Stra-ton, 1970 


. Freedman AM, Cole JO (eds): Psychopathology and Psycho- 


pharmacology. Baltimore, Johns Hopkins University Press, 1973 


. Fisher S, Freedman AM (eds): Opiate Addiction: Origins and 


try. Baltimore, Williams & Wilkins, 1957 Treatment. New York, Halstead Press, 1974 


760 


Prompt Publication Policy 


The Journal would like to remind those authors. who are particularly interested in 
early publication (whether to establish priority of an idea, reveal innovative results 
of new research, or for other pressing reasons) of its prompt publication policy, first 
announced in the April 1971 issue (p. 1399) as follows: i 


“The Journal would consider publishing very short (two-to-four-page) manuscripts 
in the first available issue. Of course, these manuscripts will still have to undergo ex- 
pert scrutiny before being accepted, and two months must be allowed for the print- 
ing process, but we think we can considerably shorten the time required for the 
publication of these very short articles, which will be included in the Brief Com- 
munications section.” 


Authors who would like to have their manuscripts considered under this policy 
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manuscripts. 
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The Case for Psychiatric Hospitalization 


BY CHARLES J. RABINER, M.D., AND ABRAHAM LURIE, PH.D. 





The goal of psychiatric treatment is to restore the patient 
to a reasonable state of mental health. Hospitalization is 
often considered to be an unnecessarily expensive com- 
ponent of a total treatment program. In our zeal to re- 
duce expense, many patients for whom hospitalization is 
indicated are either refused admission or are prematurely 
discharged. The authors suggest that in certain cases the 
judicious use of hospitalization may be less costly in 
terms of the overall treatment program and also cite 
some of the other possible benefits to be gained froma 
period of hospitalization. 








RISING COSTS, the shortage of highly trained personnel, 
demands for care, and criticism of delivery of services 
have combined to put the hospital system in this country 
under close scrutiny. The psychiatric hospital is no ex- 
ception. Often at the nub of the dissatisfaction kas been 
the large state psychiatric institution where, under the 
guise of psychiatric hospitalization, many injustices and 
inadequacies have been perpetrated. It is not surprising 
to find community and mental health advocates, as well 
as many private practitioners, who consider psychiatric 
hospitalization to be of low priority and are prepared 
to use this resource only with considerable misgivings. 

Adding to the negative view concerning psychiatric 
hospitalization is the proliferation of alternative re- 
sources that have developed during the last 12 years. 
These include mental health centers, partial hospital- 
ization programs such as the day hospital, and the grow- 
ing number of professionals in the community who are 
prepared to treat emotionally ill persons. Perhaps the 
most significant factor has been the use of medication, 
which has done much to make persons suffering from 
mental illness more manageable so that they can be 
treated on an outpatient basis. 

As a result of these alternative resources, the number 
of patients now hospitalized in the state hospital systems 
across the country has decreased considerably— from 
about 560,000 patients in 1960 to 338,000 in 1970 (1). 


Revised version of a paper presented at the 126th annual meeting of 
the American Psychiatric Association, Honolulu, Hawaii, May 7-11, 
1973. 


The authors are with the Long Island Jewish—Hillside Medical Center, 
New Hyde Park, N.Y. 11004, where Dr. Rabiner is Chairman, De- 
partment of Psychiatry, and Dr. Lurie is Director, Department of 
Social Work. Dr. Rabiner is also Associate Professor of Psychiatry, 
School of Medicine, State University of New York at Stony Brook, 
Health Sciences Center. 


Some of the most devastating criticism directed at the 
psychiatric hospital concezns the lack of concrete evi- 
dence to indicate that the length of inpatient stay is neces- 
sarily correlated with effective treatment. At the same 
time, many psychiatric hospital programs have been un- 
der attack for providing either too much or not enough 
psychotherapy, too much or not enough medication, or 
too much or inadequate milieu therapy. Some authors 
stress the benefit of hospitalization; e.g., Herz (2) reports, 
on the basis of his experience and a review of several 
studies, that psychiatric hospitalization is an important 
and necessary part of a comprehensive community pro- 
gram. Michaux and associates (3) report that full-time 
hospitalization is more effective than day treatment in re- 
ducing certain symptomatology, particularly in the dif- 
ferential treatment effects in a schizophrenic subsample 
when full-time hospitalization was compared with day 
treatment. 

Other studies, however, have indicated that for some 
diagnostic categories, full-time hospitalization seems to 
be no more effective than partial hospitalizations such as 
day hospital or outpatient treatment. Langsley and asso- 
ciates (4) found that posttreatment follow-up of the 
patients assigned to family crisis therapy units as com- 
pared with those assigned to inpatient hospitalization in- 
dicated that the crisis therapy patients were likely to be 
hospitalized after such treatment but that their hospital- 
ization was significantly shorter. He and his associates 
concluded that family crisis therapy is an effective alter- 
native to hospitalization. Other investigators have made 
similar claims about alternatives to inpatient hospital- 
ization (5). 

By edict and by definition, the state hospital popu- 
lation has been significantly reduced. Has the avoidance 
of hospitalization produced gains for patient care? Has 
the trend toward treatment of patients in the community 
rather than in the hospita: benefited the patients directly? 
What has been the effect on the families of patients? Is it 
true that the cost of treatment for all patients in the com- 
munity is significantly lower than the cost of hospital- 
ization? 

Perhaps the latter question could be discussed in the 
light of some objective criteria. Cassell and associates (6) 
compared the costs of hospital and community care. This 
study, done in Saskatchewan, Canada, is one of the few 
attempts to determine the cost of caring for the mentally 
ill in the community as compared with the hospital. Their 
study did show that it costs significantly less to care for 
the chronic psychiatric patient in the community. How- 
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ever, the study did not take into eccount such intangible 
costs as the emotional energy of femily members, or such 
tangible costs as loss of pay by involved relatives who re- 
main at home with the patient. In spite of the lack of de- 
finitive information in this area, several apparent trends 
can be discussed pending further evaluation. One effect of 
the rapid discharge of patients from psychiatric hospitals 
‘and the decreased hospital stay has been the congregation 
of mental patients with a history of hospitalization in 
ghetto areas within the larger urban centers. Recently the 
existence of such areas was documented by the. New 
York City Department of Social Services and reported in 
newspapers (7). 

Although the effect of the community care programs 
on the families of patients as well as the patient has not 
been well documented, it may be of interest to those who 
are viewing hospitalization with suspicion. Perhaps the 
avoidance of hospitalization for certain groups of 
patients may be harmful not onlv to them but also to 
their families. Many professionals limit the indications 
for hospitalization to those patients who are potentially 
harmful to themselves or to others. We believe that this is 
far too narrow a view and suggest that hospitalization is 
the treatment of choice in those cases in which an ade- 
quate diagnostic work-up cannot be done on an out- 
patient basis or in which the comprehensiveness of the 
treatment program requires continued observation. In 
these instances, an attempt to avoid hospitalization, al- 
though possible, may be at great cost to the patient and 
his family. This cost must be measured not only in dollars 
but also in the amount of emotional stress placed on the 
family. 

The following cases illustrate these points. 


CASE REPORTS 


Case l. Carol, a 24-year-old woman who resides with her par- 
ents and her 15-year-old brother, was admitted to the Long Is- 
land Jewish—Hillside Medical Center following a suicide at- 
tempt. 

She did not show any serious signs of emotional problems un- 
til she reached college. During her sophomore year, she decided 
to seek psychotherapy because of depressive feelings. She saw 
psychologists on a regular basis over a five-year period. She be- 
came progressively worse, and at the end of a session in which 
the psychologist felt that he was unable to treat her, she refused 
to leave the building. Her parents were called to the office and 
took Carol home. 

At home she locked herself in her room, stopped eating, be- 
came mute, and began to lose weight. As a result of several psy- 
chiatric consultations, some psychiatrists recommended hospi- 
talization although others disagreed. The parents were 
distraught, and because part of the family problem was the dif- 
ficulty of parental decision making, thev were clearly unable to 
proceed with any of the recommendations. As the parents be- 
came upset, they began to argue about what to do for and with 
Carol, becoming more uncertain on how to proceed. They 
would call the current professional with whom they had contact, 
and the cycle of indecision, argument, and conflict would begin 
again. 
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Finally, Carol resumed outpatient psychiatric treatment. At 
the end of her third session, she returned home, closed her ga- 
rage door, and started the motor of her car. She was found un- 
conscious by her brother and brought to an inpatient psychiat- 
ric hospital unit. She remained there for two weeks with a 
considerable diminution of symptoms, became involved in 
milieu activities at the hospital, and was discharged with the 
recommendation that she continue intensive psychotherapy. 


This patient’s depression improved rapidly during her 
hospital stay. Her condition was soon stabilized, and 
within two weeks she was able to be discharged to con- 
tinue her treatment on an outpatient basis. Yet, before 
her admission, the family had gone to great lengths to 
avoid hospitalization. 

The following circumstances should be reviewed in or- 
der to estimate the cost before hospitalization. The 
patient agreed to see a psychiatrist privately for at least 
four sessions weekly; the parents were unable to cope 
with this situation and were referred for psychiatric 
treatment on a weekly basis. The total expense for out- 
patient treatment for the three members of the family 
came to $210 per week. Another difficulty that resulted 
from the parents’ inability to cope with the patient in- 
cluded the loss of work days for the father, who had to 
remain at home. Also, the younger brother was sent 
away from home so that he would not be harmed or, 
according to the parents, negatively influenced by the 
patient’s outbursts. The parents even considered the pos- 
sibility of sending the younger sibling away for the sum- 
mer and then to a private boarding school so that he 
would not need to remain at home. This cost obviously 
would have been substantial. The economic costs in 
terms of the father’s inability to function appropriately 
and adequately at work are not measurable. 

Sometimes cost is not a question of money. In the 
course of long-term illness, compromises forced on other 
members of the family become expensive in terms of 
emotional strain. The following case illustrates the cost, 
in terms of inierfamily relationships, of keeping a patient 
out of the hospital. 


Case 2. Harold, a 16-year-old adolescent, was brought to the 
hospital by his distraught father and stepmother. He was about 
to be expelled from his latest private school because of in- 
corrigible behavior which included running away, truancy from 
class, lying, stealing, temper tantrums, and homosexual ad- 
vances toward his classmates. 

His history revealed behavioral problems starting at age 
three when he was expelled from a nursery school for being dis- 
ruptive, not participating in the program, and acting in a vulgar 
manner. He was subsequently expelled from three other nurs- 
eries for the same reasons. At five he was reported to be hyper- 


' active in his kindergarten class. He began to play with dan- 


gerous toys, did not sleep, and started running away. Visits to 
psychiatrists resulted in confusing and conflicting reports. No 
diagnosis or prognosis was offered the family. 

At five and a half he climbed out of a window; this act re- 
sulted in his referral to a child guidance center. The parents 
were told he had “brain damage." At this point, his parents di- 
vorced and the patient went to live with his mother in another 
state. He was seen at another clinic and medication was pre- 
scribed. After he was expelled from regular school, his mother 


placed him in a number of private schools. Each visit hcme was 
a near disaster. Repeated visits to a variety of child guidance 
clinics and private psychiatrists served only to confuse the par- 
ents further. At this point the patient went to live with his father 
and stepmother. When he finally made sexual advances toward 
his 12-year-old stepsister, his stepmother became frightened, 
asked that “something be done," and requested hospitalization. 

At the hospital, it was soon apparent that his lack of impulse 
control and antisocial behavior were the result of a childhood 
schizophrenic process (repeated psychiatric, psychological, and 
neurological examinations confirmed this history). The patient 
was stabilized on medication. Perhaps, however, the most im- 
portant outcome of the hospitalization was the work with the 
family. For the first time, the parents were presented with an 
objective estimation of the present condition and the likelihood 
of further improvement. The “mystery” of the past years was 
cleared up, and the parents now knew the extent of the problem 
and were prepared to deal with it. 


Although this extensive diagnostic work-up could con- 
ceivably have been done on an outpatient basis, it had not 
been done. Further, during the hospitalization the family 
had time to plan for the future rather than react to each 
crisis situation as it developed. 

Here the cost of avoiding hospitalization is measured 
not in dollars but in emotional stress on the entire family 
constellation. Many professionals involved in this case 
avoided hospitalization, and the family received many 
contradictory messages regarding diagnosis, treatment, 
and prognosis. Only an abortive sexual advance toward a 
stepsister prevented continuation of the situation. This 
family paid a high price indeed to avoid hospitalization. 

Hospitalization is useful in rapidly clarifying acute 
diagnostic problems. A 24-hour observation allows the 
professional staff the opportunity to record changes in 
the clinical picture of the patient throughout the course of 
the day. 


Case 3. Mrs. F.M., a 49-year-old widowed mother of two, 
was admitted to the hospital because of an agitated depression 
along with a mild confusional state, which was thought to be the 
result of a recent course of electroconvulsive therapy. The fam- 
ily stated that tbe patient had a 20-year history of depression 
and had received several courses of ECT in the past. 

Two months before this admission, she had become increas- 
ingly unable to do her housework, felt that people were against 
her, and worried that her son and daughter would leave her. She 
received two ECT treatments on an outpatient basis, but her de- 
pression did not improve. She was then brought to the hospital 
for admission. Her mental status examination confirmed the 
depressive picture but also noted the confusion. Repeat exam- 
inations were remarkable for the fluctuation of the organic 
brain syndrome. At times she was well oriented, alert, and in 
good contact with her surroundings. At other times she was 
confused, disoriented, and unable to identify people. 

Her family maintained that she was essentially the same as 
she had been during her other depressive episodes. They felt 
that this depression was related to her fear that as her children 
grew up they would leave her. Because of the fluctuating or- 
ganic brain syndrome, however, a full neurological study was 
done. The lumbopneumoencephalogram indicated a diffusely 
dilated ventricular system. The diagnosis of presenile psychosis 
was established. 
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The family had noticed the change in the patient's be- 
havior at home, but they attributed it to another depres- 
sive episode. Once she was hospitalized, however, contin- 
ued observation revealed the changing mental status, and 
the patient's condition was properly investigated. In this 
case, hospitalization had the advantage of providing a 
wide variety of professional services to the patient and 
her family. Psychiatric, neurological, and social service 
aid were integrated in a way that would have been diffi- 
cult on an outpatient basis. In a short period of time the 
family was helped to understand the nature of the prob- 
lem and to find the proper type of facility to care for the 
patient. 


DISCUSSION 


Psychiatric hospitals need to accept and adapt to the 
movement toward shorter hospitalization. The attempt 
to prevent or reduce hospitalization is indeed a noble ef- 
fort. As indicated earlier, the lack of evidence to justifv 
prolonged hospitalization puts the burden on profes- 
sionals who wish to recommend this type of treatment. 
However, in the zeal to reduce hospitalization, it appears 
that many patients are either refused admission or pre- 
maturely discharged from hospitals. Evidence for this 
conclusion is mounting, particularly as we refine follow- 
up methods and learn that many discharged psychiatric 
patients are congregating in ghetto-like fashion in the 
large cities. The congregation of these patients and the 
lack of continued supervision, which they require and 
which is available in the hospital, raise doubts as to the 
effectiveness of shorter hospitalization for all patients re- 
gardless of diagnosis, symptomatology, or type of treat- 
ment that may be necessary. 

Experience at Hillside, a division of the Long Island 
Jewish— Hillside Medical Center, indicates that a num- 
ber of patients have been prematurely discharged because 
of mandated shorter periods of hospitalization. This is 
particularly true of patients who are chronically ill or re- 
quire an adequate opportunity to become engaged in the 
therapeutic relationship. They soon become a burden on 
their families or on the community; the fact that they are 
outside the hospital is no indication of success, although 
the avoidance of rehospitalization is very often seen as 
one indicator of successful hospital treatment. On the 
contrary, a number of such patients could easily function 
well in supportive and protective environments and carry 
on some type of supervised employment within the hospi- 
tal, for which they could receive compensation, if such 
programs were made available to them. 

Prolonged hospitalization is not desirable for many 
patients, but it is not appropriate to conclude or assume 
that an adequate period of hospitalization may not be the 
best course of treatment for some patients, The profes- 
sional must be given the latitude to make the decision as 
to how long a patient should remain in an institution. 
Edicts, either by definition or mandated by legislatures or 
other state bodies, cannot take the place of professional 
judgment, nor will shortened hospitalizations for all 
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patients necessarily result in savings to the community in 
terms of either direct financial cost or emotional health. 
We have found that hospitalization is indicated and help- 
ful for many patients and is the treatment of choice for 
many acute psychiatric conditions. Hospitalization 
should be considered as one phase of the total treatment 
of the patient. The goal of psychiatric treatment should 
be to restore the patient to a reasonable state of mental 
health. Merely to strive to reduce zhe number of days of 
hospitalization seems to be tangential to the overall ob- 
jective of good patient care. 
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DISCUSSION 


S.T. GINSBERG, M.D. (Decatur, Ga.)— The authors of this pa- 
per are to be congratulated on this timely presentation. It is 
time that someone spoke up again in defense of the psychiatric 
hospital. We have been bombarded with "evidence" that psy- 
chiatric hospitals are no longer needed, that they are obsolete, 
and that we should do away with them. The spirit of Dorothea 
Lynde Dix should be here. Are we confronted with a trend that 
we must accept or a fad that requires study, evaluation, and re- 
search? 
Dr. Walter Barton recently stated (1): 


There are those who believe the public hospital is wind- 
ing down and will ultimately disappear. It is true that some 
are closing, but chronic mental illness has not been elimi- 
nated. Some provision for the continued care of the chron- 
ically ill must be made. Hospitals are also reaching out to 
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provide more service to the acute mental illnesses on an 
outpatient basis. As the hospitals perform more efficiently 
and they improve their treatment system, it is essential 
that there be good psychiatrist-administrators in charge 
(pp. 8-9). 


The recently revised APA Position Statement on Involuntary 
Hospitalization of the Mentally Ill (2) states, in part: "Psychia- 
trists attempt to avoid hospitalization to every possible extent, 
although for some patients a period of hospitalization, usually 
brief, continues to be the indicated treatment." 

In the past century we have witnessed many panaceas, many 
miracles in psychiatry. Unfortunately, none has proven to be a 
miracle or panacea. Humane treatment, psychoanalysis, the 
shock therapies, prefrontal leucotomy, psychopharmacology, 
and group and family therapy have all been heralded. Each has 
fallen short of early claims. Now we are in the era of commu- 
nity psychiatrv and the utilization of alternatives to psychiatric 
hospitalization. We have learned in the past and should be ever 
mindful that each development and innovation must be eval- 
uated and subjected to significant research. 

The authors review the negative view about psychiatric hospi- 
talization. They also report on some of the benefits of hospital- 
ization for patients and families. They cite cases in which hospi- 
talization was avoided but at a great cost to the patient and his 
family. In addition to the cost in dollars, they emphasize the in- 
tangible costs, such as the emotional strain on members of the 
family. 

The goal of psychiatric treatment should be to restore the 
patient to a reasonable state of mental health, i.e., to the highest 
level of his potential. The fact that prolonged hospitalization is 
not desirable does not preclude the need for an adequate period 
of hospitalization for some patients. 

There is still a place and a need for professional judgment. 
Edicts by definition or mandates by legislators or other state 
bodies cannot take the place of professional judgment. Profes- 
sionals must have latitude to make decisions as to the type and 
length of treatment for each patient. 

The authors concluded from their experience that hospital- 
ization is indicated and helpful for many patients, is the treat- 
ment of choice for many acute psychiatric conditions, and 
should be considered as one phase of the total treatment of the 
patient. 

The authors have made a case for psychiatric hospitalization 
that we should heed. In addition, I urge that we continue giving 
serious thought, evaluation, and research to this as to all modal- 
ities of treatment. 
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Independent Examination of Patients Hospitalized Against Their Will 


_ BY IRWIN N. PERR, M.D., J.D. 





The justification for legal commitment of the mertally ill 
has come under increasing public and professional scru- 
tiny. While there have been few abuses or errors, certain 
types of problems are more likely to be reflected in un- 
merited hospitalization. This paper reviews nine hospital- 
izations in which an independent psychiatric review was 
requested by a private attorney. In three of the nine cases, 
mandatory hospitalization was not justified. Problem 
cases involved individuals with a history of mental illness, 
domestic or marital disputes, and organic menta; ill- 
ness—particularly those related to aging. Another factor 
to be kept in mind is that examination at a later date may 
reflect the marked improvement that has occurred clini- 
cally rather than the symptom picture at the time of hos- 
pitalization. 





IN RECENT YEARS, the subject of unmerited hospital- 
ization of the mentally ill has come increasingly to the 
fore. Civil rights of psychiatric patients, commitment 
laws, and hospitalization procedures have been surveyed 
for abuses. Not only have specific laws been attacked, but 
a strong and vocal group has demanded total elimination 
of commitment laws and hospitalization enforced against 
the will of the individual. Clearly, most psychiatrists ac- 
cept the need for some type of legal procedure to provide 
treatment or reasonable custodial programs for those 
whose mental illness and related defects in judgment pre- 
clude insight and cooperation. They also recognize that 
the use of the law encompasses great power and author- 
ity, that the basic right to freedom is affected. and, in- 
creasingly, that only a clearcut need for treatment and/or 
protection of the individual or others can justify such a 
serious impingement on traditional civil rights. The ac- 
tual incidence of questionable hospitalizations is not 
known, despite the occasional very dramatic and well- 
publicized cases reported by libertarian lawyers, report- 
ers, and psychiatric philosophers. 

This paper reports on a small group of hospitalized 
patients who were examined for legal purposes to ascer- 
tain the need for hospitalization or the continuation of 
hospitalization. Because of my legal background, it is 
likely that 1 was contacted more often for such problems 
than other psychiatrists in the area (Cleveland, Ohio). 

In ten years of private psychiatric practice, I examined 
about 200 individuals with legal psychiatric problems. 


Dr. Perr is Professor of Psychiatry and of Community Medicine, Rut- 
gers Medical School, College of Medicine and Dentistry of New 
Jersey, Piscataway, N.J. 08854. 


The specific question of the justification for hospital- 
ization was raised in nine cases (about 4.5 percent of legal 
psychiatric referrals). The actual figure would be some- 
what higher as some referrals were turned down. There 
were three basic situations in which referral was turned 
down: 1) where great distances were involved; 2) where 
the information from the attorney and other sources 
seemed so compelling that psychiatric exploration clearly 
seemed to be a waste of time and money; and 3) when 
time pressures were such that a prompt examination was 
not feasible. The question of lack of funds for exam- 
ination came up rarely due to the nature of referral 
through privately hired attorneys. Some inquiries by at- 
torneys were primarily for the attorney's guidance and 
counseling to determine his own course of action. 

The outside examiner was called in as a protagonist 
against either a governmental institution and its medical 
staff (eight cases) or against a private hospital and a psy- 
chiatrist in private practice (one case). Four were in a 
nearby small intensive-treatment state hospital, two in a 
similar institution, and two in a large state hospital that 
acted as a receiving unit for part of the community. Re- 
ferrals to see patients in other state hospitals were refused 
because of the time and distance involved—a problem 
that may be particularly relevant to patients in rural hos- 
pitals. 


CASE REPORTS 


Case I. This 78-year-old woman was hospitalized in a private 
hospital with police assistance; her admitting diagnosis was se- 
nile dementia. She had recently moved in with a niece near 
other relatives whom she had not seen for nine years. She paid 
for room and board but did not get along with her niece and felt 
that her relatives were trying to obtain her money. She had de- 
cided to enter a Christian Science nursing home. 

The patient had owned and managed two boarding houses 
and had worked conscienticusly for many years. When she be- 
came too old to handle the daily chores, she put her money in 
U.S. Government bonds and cashed them when she needed 
money. She had been a devout Christian Scientist throughout 
her life and had had few health problems. This tall, rugged 
woman was friendly, cooperative, talkative, and somewhat ver- 
bose and rambling at times; her conversation contained 
frequent religious references. She was quite angry and fright- 
ened at having been placed in a hospital, which to her was a ter- 
rible place filled with sick people. Her thinking was very well or- 
ganized and she did not display any anger toward her relatives 
but felt that their interests were incompatible with hers. 

She showed a compulsive individualistic and puritanical 
quality and an affinity to the work ethic: "Every dime I have 
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earned, I’ll do with what I please." Her memory was remark- 
ably good for times and places. Instead of any apparent in- 
competency in handling her financial resources, the reverse was 
obvious (though some eccentricity was reflected—e.g., sewing 
bonds into the lining of a dress as a hiding place). She held on to 
her funds with a firm hand and was quite unlikely to dissipate 
her assets. She had a rigid, compulsive personality structure— 
orderly, regimented, conservative, religious—a pattern that had 
been consistent throughout her life. i 

This independent, irrascible old lady showed no evidence of 
psychosis or of significant organic brain changes. Her minimal 
suspiciousness seemed appropriate both to the situation and her 
life-long character structure. She did not wish to live alone and 
her plans to live in a church home seemed quite reasonable; this 
was ultimately accomplished. 


This situation reflects the case of an elderly eccentric 
without family whose behavior is open to question and is 
thought to be inadequate for simple life maintenance 
functions. Certainly that was not the case here. 


Case 2. This 39-year-old married Puezto Rican man was hos- 
pitalized on an affidavit from his wife, who claimed that he had 
threatened to kill her. His sister contacted an attorney, who sent 
a detailed report describing marital conflicts and adultery on 
the part of the wife resulting in the patient’s suing for divorce. 
Several weeks earlier, the wife’s brother had stabbed the 
patient, who signed an affidavit charging the brother-in-law 
with assault and battery. 

Records of the patient’s previous hospitalizations were re- 
viewed (12 years, 8 years, 7 years, and 2 years before this last 
episode—each for 3-4 months). Previous diagnoses were 
manic-depressive reaction, manic type, and schizo-affective 
schizophrenic reaction; electroshock therapy had been used. 
The descriptions of his illnesses obtained from his sister, an in- 
terested, reliable informant, were in keeping with the latter 
diagnosis—bizarre- ideas, incoherence, visions, confused think- 
ing, religious preoccupations, etc. She stated that none of these 
were noted at the time of this hospitalizazion and that he was fi- 
nancially responsible and was buying a house. 

The patient spoke English poorly and his sister assisted in in- 
terpretation (his sister indicated that his Spanish was also lim- 
ited). After migrating from Puerto Rico, he had worked regu- 
larly at an auto plant for 13 years despite his hospitalizations. 

He was a pleasant-looking, cooperative, and talkative man 
with limitations in language who displayed little anxiety or de- 
pression and spoke with great liveliness and with a mocd appro- 
priate to the situation. He did‘quite poorly intellectually but 
showed good memory and no delusions or disorganized think- 
ing. His drawings were extremely primitive; there was some 
question of retardation or organic brain damage. He was not on 
medication. 

The report to the attorney stated: 


Despite the difficulty in evaluating one of limited educa- 
tion with a different cultural background, one gets the defi- 
nite impression of a borderline intelligence or mildly men- 
tally deficient individual.... He is emotionally labile, but 
was not particularly so during the examination. While he has 
had at least four clearcut psychotic episodes in the past of 
relatively short duration, he shows no signs of psychosis at 
this point. From what I can gather, the past episodes were 
probably schizophrenic with a manic tinge but this is not 
clinically apparent at this time. 
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The hospital authorities agreed with this opinion, and he was 
released. 


This case reflects some of the factors which make it 
more likely that a patient will be hospitalized through a 
court order: 

I. History of past mental illness. Here four well-de- 
fined severe psychotic episodes had occurred previously. 
When a question of recurrence arises, such a history un- 
doubtedly weighs heavily. 

2. Limited language abilities and limited intellect. This 
certainly is a handicap to evaluation, though here assis- 
tance in communication was most helpful. Occasionally a 
person speaking an uncommon language is hospitalized, 
an examination is rendered impossible, and mental illness 
is assumed. 

3. Marital dispute. Most courts and, one hopes, all psy- 
chiatrists are keenly aware of the possibility of unmerited 
accusations by one spouse accusing the other of mental 
illness. 

Evaluation by both the outside examiner and hospital 
staff led to a rapid discharge; the hospital staff knew of 
the outside examination and this may have affected the 
rapidity and the scope of the institutional examination. 


Case 3. This 66-year-old professional man was brought to the 
state hospital by police after complaints had been made to the 
court. He was seen at his office by the police and the court social 
worker after evincing bizarre behavior for a prolonged period. 
This behavior included frequent complaints to the police about 
his house being broken into, inventions being stolen, and at- 
tempts being made to poison him. 

He lived by himself, had been divorced twice, and had no chil- 
dren or interested relatives. Though his memory was good, his 
thinking was disorganized to the extent that history taking was 
quite difficult. He was obviously severely paranoid and grossly 
psychotic. There was no question as to his need for hospital- 
ization. 


Case 4. This 58-year-old married automobile salesman had 
been transferred from a long-term state hospital to a Cleveland 
state hospital for a neurologic review of spastic paralysis of 
both legs. He had been first hospitalized eight years earlier for 
six weeks. Three years later he was again hospitalized for 18 
months, followed by 3 years at a second state hospital. The 
diagnosis made then was chronic brain syndrome with multiple 
sclerosis with psychosis. He felt that he had never been mentally 
ill and over the years he had made many efforts to obtain re- 
lease. He spoke of being followed, of the large number of people 
involved in keeping him unjustly incarcerated, and related plots 
formulated by his in-laws, his attorneys, and his wife. Having 
been refused release previously he expressed the view that the 
judge was in for a "cut" of his insurance money. His long- 
standing, severe paranoid delusional system encompassed al- 
most everybody involved in his “railroading.” As he spoke, he 
became expansive and disconnected, jumping from topic to 
topic. There was some intellectual deterioration, confusion as to 
dates, the recall of only two numbers backwards, lack of knowl- 
edge of distances that he should have known, and difficulty with 
simple arithmetic. 

The diagnosis was psychotic paranoid state in conjunction 
with a mild chronic brain syndrome and multiple sclerosis. The 
hospital staff, sympathetic with his plight, felt that his anger, 
hostility, and threats of law suits would make placement in a 





nursing home difficult, although this had been their criginal 
goal. 


Case 5. This 4&-year-old married man also represented a 
complex neurologic-psychiatric picture. He was initially hospi- 
talized voluntarily and then was confronted with resistance to 
his demand for discharge after two months. He had a history of 
several injuries and changes of personality; on admission he had 
had delusions of reference and hallucinatory episodes. His wife 
reported his staring into space, episodes of forcing his young 
daughter to kneel, gradual weight loss, intermittent bizerre be- 
havior, and forgetfulness. At times he had been untidy and ag- 
gressive, had cut up the wallboard of his house into small 
pieces, and had once chased his wife with a knife. Early in his 
hospitalization he was observed io be confabulating and de- 
veloped a concurrent neuritis. He had had extensive neu- 
rologic workups and the wide variety of diagnoses corsidered 
included diffuse cerebral damage, posttraumatic in nature, 
brain tumor, Alzheimer’s or Pick’s disease, multiple sclerosis, 
and parkinsonism. Despite the lack of an adequate history of 
alcohol intake, alcoholism was considered as a likely cause of 
his symptom complex in view of his variable history and the 
period of confabulation and polyneuritis. He showed transient 
neurologic signs—right Babinski, loss of position sense, posi- 
tive Romberg, questionable snout—all of which quickly 
cleared. His EEG was normal and his IQ was 84 (verbal 91, 
performance 76). 

This short, wizened man looked much older than his age and 
had a distinct Irish brogue with some slurring of speeca (much 
more marked on admission). He gave a clear and logical history 
and was concerned about his physical condition, inability to 
work, and poor relations with his family. He did not seem ex- 
cessively depressed and his concern for his situation was appro- 
priate. No indications of deviant thought processes were elic- 
ited. He performed well on memory and other intellectual 
functions such as abstract thinking and judgment. There was 
some evidence of life-long personality problems and indications 
that his alcohol intake had aggravated a prior head injury (by 
history). Nonetheless, clinically he displayed no significant psy- 
chiatric defect and was felt to be competent to handle his affairs 
(an opinion shared by those taking care of him). 


This situation typifies the transient organic brain syn- 
drome that, by the time the patient is clamoring for dis- 
charge, has shown a vast improvement over thesymptom 
complex present at the time of admission. There certainly 
was no question initially as to the need for hospitalization 
in this case, but at the time of review the patient no longer 
showed significant evidence of his acute brain syndrome, 
the etiology of which still remained somewhat unclear. 


Case 6. This 76-year-old unmarried woman was hospitalized 
by court order for evaluation after it had been reported by her 
sister that she had become withdrawn, confused, paranoid, and 
disorganized. She felt that the procedure was a plo: for her 
nephew to get her money. 

She was a large woman with a visual defect and a repaired 
harelip. She was confused, rambling, and unable to maintain a 
coherent stream of thought or provide a meaningfu: history. 
She spoke of the injustices done to Queen Henrietta, after 
whom she was named, and was particularly suspicious of her 
lawyer and family. Her memory was quite poor and her speech 
very disorganized. 

The diagnosis was chronic brain syndrome with senile brain 
disease with agitated, paranoid psychosis. Guardianship and ul- 
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timate placement in a nursing home were recommended, with 
temporary placement at the state hospital. 


The plight of the aged, organically deteriorating isolate 
is illustrated here as it was in case 1, with the difference 
that the patient in case 6 had an obvious chronic brain 
syndrome of significant degree. 


Case 7. This 52-year-old married refugee had already been 
declared to be mentally ill and given a 90-day placement. She 
had been hospitalized previously at St. Elizabeths Hospital, 
Washington, D.C., when she went to check if President Ken- 
nedy was really dead. 

She was confused as to time and place and thought that she 
was in a nearby maternity hospital. She had had auditory hallu- 
cinations for two years, ideas of reference, and sexual and reli- 
gious preoccupations. She was clearly blatantly psychotic. Her 
diagnosis was chronic paranoid schizophrenia. 


Case 8. This 31-year-old married man was picked up at work 
by the police on a complaint by a 38-year-old woman with 
whom he had lived for eight months before returning to his wife 
four months before hospitalization. The woman claimed that he 
had attempted suicide on two occasions. 

He gave a story of a complicated relationship that involved 
harassment by this woman ever since they had separated. She 
had charged him with bastardy, accused him of stealing a car 
(which he had bought with her), had constantly phoned, etc. The 
patient’s wife confirmed his story of the girlfriend’s behavior. 

A good-looking, slender, muscular young man, the patient 
was cooperative, talkative, and charming. He showed no devia- 
tions in speech, emotional state, thought content, or intellectual 
functioning. He was quite concerned about his job, although his 
boss had agreed to hold it if he could be released shortly. He 
was noted to be an immature, impulsive individual—basically 
reflecting a mild behavior disorder. Neither his mental status 
nor his past work history and adjustment reflected any gross ab- 
normality. Immediate discharge was recommended. 


Case 9. This 52-year-old married man was hospitalized after 
he had threatened an upstairs tenant with two guns and a knife. 
He was vague and evasive regarding the incident leading to his 
hospitalization; his sister supplied what details she knew. Six 
years earlier he had been hospitalized at a VA hospital for 
"seizures," "nerves," and “passing out." On the day of admis- 
sion he was seen by a VA psvchiatrist, who signed a certificate 
for hospitalization; on admission, he was thought to be schizc- 
phrenic. 

His intellectual testing showed not only limitations but some 
scattering—e.g., he could add 24 and 39 but could not multiply 
5 by 6. He displayed mild paranoid trends and some organic 
deficit. His sister expressed her doubts as to her brother's verac- 
ity and reliability. He had been a behavior problem, had leit 
school in the sixth grade, and was “‘not real bright." His wife 
had frequently complained of his stupidity and illiteracy and 
took care of his bookwork for him. 

Four years before this admission he had been evaluated for 
fainting spells and headaches but had refused a spinal tap. He 
was then thought to have a behavior disorder or an anxiety re- 
action with a variety of unusual symptoms that defied diag- 
nosis. 

Hostility, evasiveness, and constriction were noted. The scat- 
tering of intellectual functioning, even considering his limited 
intellect and limited schooling, was thought to reflect some de- 
gree of organicity and/or some loosening of thought. When he 
was admitted his behavior was initially bizarre; at times he 
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would not talk or respond, at others he displayed flight of ideas. 
Numerous hospital records indicated a pattern of heavy alcohol 
intake and a life-long tendency to paranoid trends. He had a 
long-standing. passive-aggressive personality, drinking and be- 
havior problems, probable alcoholic paranoia, and some organ- 
icity related to drinking. When I saw him, his functioning was 
clearly much better than that described at the time of admis- 
sion. He no longer displayed a blatant psychotic picture and the 
"hospital was trying to make arrangements for his release. The 
prognosis was felt to be dependent upon his future drinking pat- 
tern. He demonstrated a limited ability to handle his affairs but 
his planning seemed to be reasonable considering the family sit- 
uation and his limited abilities. 


This case represents a behavior disorder with a signifi- 
cant alcoholic historv where there was a threatened as- 
sault and a transient psychotic episode that gradually 
subsided. By the time this patient had initiated legal pro- 
ceedings for release, he was markedly improved. This 
type of case exemplifies an important principle—that 
psychiatric conditions fluctuate and that acute psychotic 
conditions, particularly of mixed origin, will show a reso- 
lution in time. When the court reviews the case, therefore, 
the clinical picture may be drastically different from that 
at the time when the original hospitalization was effected. 


CONCLUSIONS 


Nine patients hospitalized against their will were ex- 
amined by an independent psychiatrist at the request of a 
privately hired attorney. The laws and procedures of the 
state (Ohio) were not under attack but, rather, the clini- 
cal validity of the specific case. Patients who were in iso- 
lated areas, were indigent, or had no access to outside as- 
sistance were not represented. 

Although the sampling is small, the findings seem to be 
important to those interested in commitment: laws and 
procedures. The most striking finding is the fact that 
three of the nine (33 percent) were unmeritoriously hospi- 
talized. All three were seen within one week of hospital- 
ization and before a formal court hearing, at which time 
their release was accomplished. None had been examined 
before the use of a warrant of detention or delivery to the 
hospital by police authorities. Access to immediate ex- 
amination on an outpatient basis is therefore suggested. 

One case (case 2) reflects the situation of a person wita 
a history of mental illness who is likely to be treated with 
a built-in bias on the part of those dealing with him. So- 
ciety and professionals both have reflex patterns in deal- 
ing with the “‘ex-mental-patient.” Two of the three 
patients who were unmeritoriously hospitalized had mar- 
ital or domestic relations difficulties. (I might add that in 
Cuyahoga County the social workers attached to the 
court screening unit were keenly aware of the problems 
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of marital conflict and accusations of mental illness.) The 
third patient reflected the problem of an isolate eccentric 
who had encountered difficulties with a distant relative. 
Clinically, the cases included a behavior disorder (mild), 


-an intellectually limited schizophrenic in good remission, 


and an aging, deteriorating — obsessive-compulsive 
woman--none of whom showed significant psychiatric 
findings. l 

The other six patients represented a variety of clinical 
problems. In all, hospitalization was clearly merited un- 
der the existing state laws. Only one was a typical severe 
chronic schizophrenic (case 7). Two reflected the decom- 
pensation in functioning of the aging. One (case 3) 
showed a paranoid schizophrenic picture, probably in re- 
lation to some type of aging process in view of the late 
age of onset; one (case 6) showed a similar paranoid state 
but with a much more marked organic dementia (prob- 
ably senile brain disease). Lack of family and outside 
sources of help was noted in all three of the aging patients 
(cases 1, 3, and 6). Some type of nursing home placement 
seemed suitable for two (cases | and 6). Violent or 
threatening behavior was noted only in two (cases 5 and 
9). One was a police nuisance (case 3). None of the pa- 
tients was clearly depressed or suicidal. 

A number of the cases reflected organic brain changes, 
with aging, multiple sclerosis, or alcoholism as a factor. 
One demonstrated a severe paranoid psychosis in associ- 
ation with multiple sclerosis of many years’ duration and 
severe physical disability (case 4). Both of those with al- 
coholism as part of the clinical picture (cases 5 and 9) 
showed marked improvement during the course of sev- 
eral weeks of hospitalization, as might be expected. One 
of these patients (case 5) also had a history of head injury 
and variable neurologic findings that perplexed a number 
of neurologists and neurosurgeons (neurological special- 
ists had also seen the case 9 patient). No acute schizo- 
phrenic reactions and severe depressive reactions were 
noted in this series. 

Some patients represented complex diagnostic prob- 
lems. Here review of records from other sources, inter- 
views with relatives, and observation over a period of 
time helped clarify the picture. The inadequacy of the 
brief one-shot psychiatric examination was therefore 
demonstrated. This is a problem often confronting those 
who do legal psychiatric work. Common were indications 
of a life-long personality pattern that contributed to diffi- 
culties in functioning, although these would not ordinar- 
ily be classified as mental illness (cases 1, 3, 5, 8, and 9). 

This sampling reflects some of the problems faced in 
involuntary hospitalization and points to the need for 
both independent legal assistance (or semi-independent, 
as in New York) and some option for selected indepen- 
dent psychiatric review for those who find themselves 
hospitalized on an involuntary basis. 
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Fifty-five young adults hospitalized for mental illness 
were followed up 10 years after their discharge as a se- 
quel to three earlier follow-up studies. The majority of 
subjects were still poorly adjusted. The area of greatest 
competence was in school and work, whereas social rela- 
tionships were almost universally inadequate. Pre- 
admission variables most predictive of good long-range 
outcome were "chumship" and leadership experiences 
and healthy parental attitudes. The only therapeutic vari- 
ables related to long-range outcome were those which de- 
scribed degree of illness. Evidence pointed strongly to the 
need for postdischarge vocational services for patients 
and therapy for parents. 


THIS PAPER REPORTS on a 10-year follow-up study of a 
population of 55 young adults now aged 25 to 29 (mean 
age 27) who were admitted consecutively to adult wards 
of a mental hospital between 1958 and 1961. This study 
differs in several respects from other follow-up studies of 
hospitalized adolescents (1-7): 

1. A uniform 10-year interval elapsed between dis- 
charge and the follow-up evaluation of each patient. 

2. Our cohort was less preselected in socioeconomic 
background than subjects of most other comparable 
studies (3, 8); our findings are therefore more readily ex- 
trapolated to other populations. 

3. Our subjects consisted of consecutive adolescent ad- 
missions over a specified period of time, regardless of the 
length of hospital stay. 

4. A variety of firsthand observations by. patients, 
multidisciplinary staff, and relatives were acquired dur- 
ing all phases of treatment; ongoing recording of these 
data rendered them immune to retrospective bias. 

5. This is the only reported follow-up study which is 
one of a series of four posthospitalization evaluations; it 
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followed the same protocol using the same population as 
did follow-up studies at six months, one year, and five 
years, so that changes and trends could be observed over 
several points in time.! 

6. Finally, none of the interviewers in any of the four 
studies was involved therapeutically with the patients; 
thus a factor that might easily bias evaluations was elimi- 
nated. 


BACKGROUND OF THE STUDY 


Setting 


The study was conducted at the Massachusetts Mental 
Health Center, located in urban Boston. The center is 
part of the Massachusetts Department of Mental Health 
and is an affiliated teaching hospital for Harvard Medical 
School. A “psychopathic hospital," it has traditionally 
treated “acute recoverable cases" of mental illness and 
has emphasized teaching, research, and patient care. At 
the time our subjects were discharged, there were no for- 
mal aftercare or rehabilitative services available to ado- 
lescents. Adult occupants of the 125-bed facility were 
predominantly within 20 to 35 years of age. Patients 
tended to be “good teaching cases" selected for in- 
telligence, verbal ability, and acuteness of symptoms, as 
opposed to chronic deteriorated applicants with evidence 
of organicity, retardation, or severe acting out.? How- 
ever, on admission 42 patients in the cohort showed evi- 
dence of psychiatric illness of at least one year's duration. 


Sample 


At admission our subjects were between 14 and 17 
years old, equally divided as to sex, all white, one-half 
Catholic, one-fourth Protestant, and one-fourth Jewish. 
According to Hollingshead's Index of Social Posi- 
tion (11), 5 percent came from upper-class families, 55 
percent from middle-class families, and 40 percent from 
lower-class families. All but three patients were admitted 
directly from homes in which parental units were intact, 
albeit with a high reported incidence of incompatibility 
and reversal of traditional sex roles. One or both parents 
of 38 percent of the cohort had a history of mental illness. 


'Full details on the setting, sample, in-hospital course, methodology, 
and findings of earlier follow-up studies of the same population are re- 
ported in previous publications (9, 10). 


?The 1967 Massachusetts Community Mental Health Act brought 
t a reorganization of hospital policies, including admission proce- 
ures. 
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One-third of the population had no natural siblings, an- 
other third were first-born. IQ test results were not uni- 
formly available, but the mean IQ, as estimated by doc- 
tors working closely with the patients, was 115. 
Nevertheless, at the time of admission school records 
showed 54 percent of the cohort to be functioning aca- 
demically one or more years below others of the same age 
-level. Thirty-four percent had previously been patients in 
psychiatric hospitals, 11 percent more than once. 

To classify the patients staff residents used the stan- 
dard diagnostic categories of the Diagnostic and Statisti- 
cal Manual of Mental Disorders, first edition (12), which 
admittedly is poorly suited for classifying adolescent 
patients. As diagnosed on discharge, 44 percent were 
schizophrenic, 25 percent had adjustment reactions of 
adolescence, 16 percent were psychoneurotic, 11 percent 
had character disorders, and 4 percent were manic-de- 
pressive. These were the diagnoses used at follow-up for 
evaluation of relationships between in-hospital variables 
and long-range outcome. 


In-Hospital Course 


The use of in-hospital time varied widely and included 
combinations of school or work in the community or 
within the hospital. Adolescent patients were automati- 
cally assigned to a resident psychiatrist and were given 
regular appointments with the psychiatrist. They were 
seen on the average of one and cne-half hours weekly. 
Thirty-eight percent participated in optional group ther- 
apy. Although the policy was to use psychotropic drugs 
only in exceptional situations, in actuality 56 percent of 
the cohort received them, usually in response to pressure 
from ward nursing staff for help ir controlling behavior. 
Patients who remained in the hospital longer were more 
likely to receive drugs in addition to psychotherapy. Of 
those receiving medication, 8 took it for less than 3 
months, 9 for 3 to 12 months, and the remaincer for over 
12 months. Nineteen patients received phenothiazines 
and the remainder took antidepressants or minor tran- 
quilizers. Electroconvulsive therapy was used for only 
four patients. 

Parents of 40 percent of the cohort, usually the moth- 
ers, saw a staff social worker throughout the course of 
their child’s hospitalization; 29 percent, again mostly 
mothers, participated in group therapy. Hospitalization 
varied from | day to 40 months, with a mean time of 10.4 
months. Upon discharge 65 percent of the cohort went 
home, 13 percent went to live with relatives, and 22 per- 
cent went to other state hospitals. Compared to their 
status on admission, 35 percent were considered moder- 
ately to greatly improved, 40 percent only slightly im- 
proved, and 25 percent the same or worse. 


METHOD 


A personal interview with the patient was always the 
primary objective in gathering follow-up data; whenever 
possible corroborating data were obtained from parents 
and therapists. As in previous studies the patients were 


710 Am J Psychiatry 131:7, July 1974 


asked to help with an evaluative study directed toward 
improving future services to adolescents. The sources 
used for locating patients included relatives, telephone di- 
rectories, former therapists, marriage and probation 
records, and the U.S. Selective Service System. All inter- 
views and ratings, which were made by the same research 
psychiatric social worker who carried out the five-year 
follow-up study (E.G.H.), occurred approximately 10 
years after the discharge date. The contact she had al- 
ready established with patients in the five-year study 
added a new dimension to the interviewer's perspective of 
changes in functioning; we believe this compensated for 
possible bias accruing from the use of the same inter- 
viewer in both follow-up studies. 

In loosely structured interviews of about 90-minutes’ 
duration specific data were obtained in the areas of fam- 
ily relationships, school-work adjustment, social relation- 
ships, and overall adjustment. Ratings of good, fair, or 
poor were then assigned. These had been established and 
tested for reliability during earlier follow-ups and were 
determined by criteria for normal age-appropriate func- 
tioning. 

Thus, if a subject had a warm, nonthreatening relation- 
ship with family members in which respect and mutual 
affection plus age-appropriate independence were dem- 
onstrated, his family adjustment was considered to be 
good. If the relationship largely met these requirements 
but was clearly impaired, then regardless of the cause or 
content of the impairment it was rated fair. A relation- 
ship preponderantly or totally devoid of all qualities 
rated as good received a rating of poor. Patients regarded 
as too sick to relate in any way were also included in this 
category. Similar criteria were used to rate patients in the 
areas of school-work adjustment and social adjustment. 

Good, fair, or poor ratings of overall adjustment were 
arrived at on the basis of ratings in the three areas men- 
tioned as well as the total picture presented by the sub- 
ject, including such factors as physical appearance and 
behavior during the interview, health, energy level, and 
mood. Factors of stability, effective current functioning, 
and prognosis for future effective functioning also deter- 
mined this rating: all areas had to be clearly positive for a 
subject to warrant the rating of good. If functioning was 
good at the moment but looked especially vulnerable or 
rigidly circumscribed, it was rated fair. Conversely, a 
subject might show mediocre adjustment in one area and 
yet have so well compensated for this by effective func- 
tioning in another area as to merit an overall adjustment 
rating of good. Absence of all factors warranting the rat- 
ing of good overall adjustment resulted in a rating of 
poor. 

Throughout the 10-year follow-up, the interviewer met 
regularly with the study research committee (co-authors). 
Discussion of interview content resulted in some adjust- 
ment of earlier follow-up rating criteria to make them 
more relevant to young-adult functioning. The fair group 
was subdivided into fair and low-fair, the latter superior 
to chronic poor functioners only in that they showed evi- 
dence of motivating anxiety indicative of potential for 
change. A clinical evaluation was also made by the inter- 





viewer and reviewed by the research committee as to 
whether the patient’s current level of functioning was im- 
proved, unchanged, or worse than the level of functioning 
at the time of hospital admission and at the time of the 
five-year follow-up. Subjects whose symptoms were cur- 
rently less acute but who had settled into what appeared 
to be an irreversible state of chronicity were considered 
generally worse than when they had still been stimulated 
by anxiety. These improvement ratings compared 
patients with themselves at earlier points in time rather 
than holding them up to criteria for normal functioning, 
as was done in the family, school-work, social, and over- 
all adjustment categories. 

Finally, global outcome was examined in relation to a 
number of preadmission and in-hospital variables, and 
chi-square values and significance levels were recorded 
for those variables found to be significantly associated. 

Ideally, a study of this tvpe would involve matched 
controls; however, there are several competent studies of 
"normal" adolescent populations (13-17) and adult pop- 
ulations (18-20) that provided a baseline for defining 
healthy functioning and comparing the adjustment levels 
of the cohort. In addition, although data were obtained 
on a good percentage of the original cohort, a much 
larger sample would have allowed for finer distinctions 
among types of adjustment ratings. 


RESULTS 


Complete data were obtained on 43 (78 percent) of the 
subjects. Altogether six patients were lost and two 
refused interviews. Four subjects had died, one from an 
acute illness and the other three from violent causes (two 
possible suicides); three had died so recently that ratings 
based on interviews with families could be included. 
There were sufficient data to estimate gross overall func- 
tioning levels of 94 percent (N — 52) of the total origi- 
nal cohort. Sixty-seven percent were themselves principal 
informants in direct contacts. Mothers were sole infor- 
mants for five percent of the cohort. In all other in- 
stances, information came from combined sources of 
patient and relatives and/or therapists. In general, the 
higher the level of functioning, the more likely a subject 
was to agree to come in to the hospital office for an inter- 
view. Others were seen either in home visits or in hospi- 
tals. Nine refused direct contact but did speak at length 
over the telephone. Those subjects who agreed to inter- 
views were positive toward the researcher, some ex- 
pressing gratitude for an interlude of self-appraisal. Four 
referrals were made by the researcher for help with spe- 
cific crises. 


Rehospitalization and Therapy Patterns 


Fifty-one percent of the cohort had been rehospita- 
lized. One-third appeared to have used hospitals as thera- 
peutic facilities, being rehospitalized either as a brief con- 


?Sample losses in the three previous follow-ups were 16 percent, 27 per- 
cent, and 15 percent respectively. 
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TABLE 1 
Patients’ Self-Portrayals of Their Current Emotional Statuses in Rela- 
tion to Overall Level of Functioning at the 10- Year Follow-Up (N «43) 





Overall Level of Functioning 





Low- 


Self-Portrayal Good Fair Fair Poor Total 





12 


Nm 


"Fine." "no problem" 8 1 l 
“Fine,” but with some 

difficult exterr.al 

problems 2 2 3 J 
Specific problems with 

which the patient 

"could use” help, not 


very severe l 5 6 
“In leusy shape,” hopeless l 4 5 
Unwilling, unable (two 

deceased), or too sick 

to express an opinion 3 l 9 13 
Total li i 6 15 43 








tinuum of previous hospitalization, within one year of 
discharge, or reentering very briefly and no more than 4 
times during the following 10 years in response to definite 
crises. The remaining two-thirds had experienced either 
multiple lengthy periods of rehospitalization or contin- 
uous rehospitalization; they appeared to be using the in- 
stitutions as custodial rather than therapeutic resources 
and were among the sickest of the subjects. Of the 49 per- 
cent of the cohort who had not been rehospitalized, 
slightly more than half had received no psychotherapy or 
medication during the 10 years. The remainder experi- 
enced intensive, brief psychotherapy, either as a contin- 
uum of discharge or in response to a crisis, usually with- 
out support from psychotropic drugs. Nine members of 
this subgroup were as sick as those chronically rehospita- 
lized—their homes served as mini-hospitals. One hun- 
dred percent of those chronically rehospitalized were 
maintained on medication, but almost none received psy- 
chotherapy. 

The absence of aftercare services was underlined by the 
therapy patterns of the parents, most of whom termi- 
nated contacts when the patient was discharged. Six 
months later only 2 parents were in therapy; and 10 years 
later only 5 mothers were being seen regularly in support- 
ive therapy. 


Debilitating Symptoms 


Thirty patients furnished opinions of their own current 
emotional statuses. The remaining 13 for whom complete 
data were obtained were either unwilling or too sick to 
express any concept of self. Table 1 summarizes these 
self-portrayals and relates them to overall levels of func- 
tioning. 

All subjects were asked to describe their most serious 
current problems or chief debilitating symptom. Only 
three subjects (seven percent) saw themselves as symp- 
tom-free. Most commonly expressed were moods and 


Am J Psychiatry 131:7, July 1974 T] 


FOLLOW-UP OF HOSPITALIZED ADOLESCENTS 


anxieties independent of external factors and indicative 
of poor ego functioning. The following debilitating symp- 
toms were described by the patients (listed in order of the 
frequency with which they were cited): socialization fail- 
ures (cited 10 times), inappropriate or self-destructive 
ideation (10 citations), motivational deficiencies (9 cita- 
tions), diffuse anxieties (8 citations), devalued self-image 
(7 citations), and problems with employment (3 cita- 
tions). 

A number of symptoms pointed to secondary depres- 
sion as part of the total configuration, which was not un- 
like the pattern postulated as prevailing at the time of the 
five-year follow-up. The cohort showed much less in- 
volvement with drugs and delinquent behavior than we 
found characteristic of samples in at least one other fol- 
low-up study (21). Aside from minor driving violations 
and limited experimentation with marijuana, evidence of 
criminal, drug, or alcohol involvement was limited to 
three (seven percent of the entire cohort). Physically this 
was a healthy group; only two subjects reported chronic 
health problems. 


Overall Adjustment 


Ten years after discharge 11 (21 percent) of the 52 sub- 
jects showed good, 11 (21 percent? fair, 12 (23 percent) 
low-fair, and 18 (35 percent) poor overall adjustment. 
Only one-fifth of the total cohort could be considered to 
be functioning within reasonably low-anxiety and high- 
emotional-gratification limits. Even within this high suc- 
cess group, competence was frequently achieved only by 
effectively minimizing vulnerable adjustment areas while 
capitalizing on strengths, usually in the area of school or 
work. 


Adjustment to Family 


Thirty-five percent of the subjects were rated as having 
both good adjustment to their families and age-appropri- 
ate independence. For many, the price of independence 
was partial or total estrangement from family. Only six 
subjects seemed able to integrate their independence with 
a truly warm, mutually respectful relationship. 

Sixty-seven percent of the cohort were still single, a 
high figure compared with 15 percent for the normal 
population (22) and 3.2 percent for an age-matched 
group of college graduates (13). Of those who had mar- 
ried, two were formally separated and only four war- 
ranted a rating of good marital adjustment. Thirty-five 
percent of the cohort still lived at home, whereas in the 
general population only 10.9 percent of white men in this 
age group are still living at home (23). Only 77 percent of 
those not hospitalized were financially independent of 
their families as compared with a 97 percent financial 
self-sufficiency rate among a group of age-matched col- 
lege graduates (13). Generally, however, families lacked 
the money to set the subjects up in independent living or 
business arrangements—an effective “human resource" 
described as characteristic of some more affluent and 
overtly successful follow-up populations (8). 

Subjects whose parents needed to have them sick, as 
shown by their increasing negativism paralleling their 
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child's improvement, were invariably the poorest func- 
tioners. Conversely, the willingness and ability of parents 
to be involved in their child's improvement were in- 
dispensible components of successful outcome. 


School-Work Adjustment 


Performance in this area represented an island of 
strength to most of the 49 percent of the cohort rated as 
working or studying competently. Frequently, however, 
even the members of this subgroup were unhappy or 
bored with the absence of challenge in their jobs. Occupa- 
tion was generally consistent with level of training 
achieved but far below socioeconomic background and 
estimated intellectual capacities. Generally, the greater 
the discrepancy between the subject's vocational level . 
and that of his parents or siblings, the poorer a subject 
was functioning in all areas. Fifty-one percent had re- 
ceived additional schooling since discharge. This was all 
on individual initiative; at no time was vocational coun- 
seling or rehabilitation a part of postdischarge plans. 


Social Adjustment 


Throughout all follow-up studies social relationships 
were consistently the area of greatest failure for the co- 
hort. Ten years after discharge only 9 (21 percent) could 
be described as capable of warm, mutually gratifying so- 
cial relationships; 67 percent had insignificant or super- 
ficial relationships or a complete absence of social con- 
tacts. Without exception the entire population was 
characterized by extreme lack of involvement with struc- 
tured or informal community resources. Several subjects 
expressed a longing for a way of meeting other people but 
were too crippled socially to take the initiative in social 
involvement. Aside from the married subgroup, sexual 
impulses tended to be inhibited: many subjects were sub- 
merged in an active fantasy world. Religion played an in- 
significant role in their lives in most instances. With but 
four exceptions leisure time was a burden, a dreaded in- 
terlude to be spent in solitary, barren pursuits. Few had 
the skill or enough concentration even to read for plea- 
sure. No matter how well subjects were functioning in all 
other areas, failure was the predominating characteristic 
of their social relationships. 


Improvement Levels 


As compared with their mental health status at admis- 
sion, 63 percent of the cohort rated as improved, 15 per- 
cent unchanged, and 27 percent worse. As compared with 
the status shown at the 5-year follow-up, 26 percent were 
seen as improved, 37 percent unchanged, and 37 percent 
worse. Those appearing worse at 10 years than they had 
at 5 years were generally subjects who had stopped strug- 
gling and given in to their symptoms. Table 2 summa- 
rizes ratings in the four adjustment areas over the four 
follow-up periods. Rather than indicating differences in 
basic personality structure, variations generally reflected 
changes in the stability and dominance levels of symp- 
toms, often in response to age-specific pressures. 


TABLE 2 
Ratings of Four Areas of Adjustment in the 6- Month, i-Year, 5-Year, 
and 10-Year Follow-Up Studies 





Level of Functioning 








Area of Adjustment Good Fair Poor Total 
Overall functioning* 
6 months 1 16 29 46 
5 years 12 19 16 47 
10 years l 23** 18 52 
Family adjustment 
6 months 9 13 24 46 
| year 9 16 15 40 
5 years 20 18 7 45 
10 years 14 13 13 40*** 
School-work adjustment 
6 months 13 5 28 46 
] year 16 1 23 46 
5 years 26 5 16 47 
10 years 21 4 18 43 
Social adjustment 
6 months 17 10 19 46 
] year 7-7 1] 22 40 
5 years 9 ll 27 47 
10 years 9 5 29 43 





*Not rated at one-year follow-up, 
Eleven subjects were rated fair, 12 low-fair. 
**The parents of three subjects were deceased. Discrepancies in totals for 
earlier follow-up ratings were caused by insufficient information. 


Relationship Between Earlier Variables and Overall 
Adjustment 


Analysis of the associations between preadmission and 
in-hospital variables and long-range outcome furnished 
us with a unique opportunity to test certain hypotheses. 
The variables that were most strongly associated with 
long-range adjustment were leadership and ‘‘chumship” 
experiences before hospitalization—both key indicators 
of the ability 10 form relationships. All subjects with 
some such experience showed good or fair long-range ad- 
justment, whereas every patient who had never been a 
leader or experienced chumships had a poor or low-fair 
long-term outcome (x? = 28.24, p « .001 for leadership; 
x? = 9.74, p « .008 for chumships).* Reported secondary 
gain from the illness by either the patient or a parent was 
highly predictive of poor long-range adjustment (x? — 
7.21, p « .007). Position among siblings was also pre- 
dictive of outcome: Oldest siblings were associated with 
pooroutcome (x? = 3.15, p « .072), and youngest siblings 
were also associated with poor outcome (x^ = 3.32, 
p < .065). An in-between position among siblings was 
slightly predictive of good outcome (x? = 1.71, p « .187). 

The length of hospitalization related significantly to 
outcome as judged by rehospitalization patterns (x? = 
9.85, p < .007); the average original stay for those con- 
tinuously or semi-continuously rehospitalized was 27.5 


“For purposes of chi-square analyses, the low-fair outcome group was 
included with the poor outcome group. 
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months, as opposed to 6.6 months for those who were not 
rehospitalized. Participation in therapy groups, which 
was characteristic of the less sick in-hospital patients, 
was slightly related to positive outcome. Use of psycho- 
tropic medication, characteristic of the sicker subgroup 
throughout, was strongly associated with poor long-range 
outcome. 

Nonpsychotic versus psychotic diagnoses were related 
to good and poor outcome respectively (x? = 6.00, 
p < .048). Of those with good functioning at the 10-year 
follow-up, 4 had diagnoses during hospitalization of ad- 
justment reaction of adolescence, 2 of obsessive-com- 
pulsive phobic reaction, and 3 of psychoneurotic person- 
ality pattern disturbance. Only two with good functioning 
had been diagnosed as psychotic (chronic undifferen- 
tiated schizophrenia). Of those with poor long-range 
functioning, 12 had been diagnosed as schizophrenic, | as 
manic-depressive, and 5 as having adjustment reaction of 
adolescence. 

Perhaps as interesting as these confirmed associations 
was the lack of association between outcome and several 
variables that had been hypothesized as being related to 
long-range prognosis. They included early traumatic en- 
vironmental conditions and events, mental illness in par- 
ents, handling of sex, pathogenicity, duration of illness, 
precipitating event, confusion on admission, defensive 
scheme, and chief behavioral complaint. No in-hospital 
therapeutic variables were found predictive of long-term 
outcome except those which were descriptive of the sever- 
ity of psychopathology. 


DISCUSSION 


The Massachusetts Mental Health Center was in a po- 
sition to offer to this psychiatrically disturbed group of 
young people every known therapeutic resource; how- 
ever, long-range overall outcomes showed that very few 
subjects adjusted successfully. Moreover, our 10-year fol- 
low-up data showed without question that the only thera- 
peutic variables associated with outcome were those 
which described the severity of illness at the time of hos- 
pitalization. A large number of the subjects looked back 
on hospitalization as punitive. King (20) stressed that de- 
struction of self-esteem is “inherent in the hospitalization 
routine,” yet attitudes of self-satisfaction are “essential 
to maintaining optimal [personality] integration” (18). 
Fortunately there is now a trend toward treating adoles- 
cents in day services without hospital admission (24). 

Our data yield at least two implications for future ther- 
apeutic programs. The type of vocational problems typi- 
cal of the cohort speak strongly of the need for extensive 
posthospital vocational counseling and training—pro- 
grams already shown to be effective and economically 
feasible (25, 26). This need is especially pertinent since 
vocational competence so often compensated for less re- 
versible failure in other areas. Second, the importance of 
healthy parental attitudes, with no secondary gain accru- 
ing from the illness, underlined the importance of provid- 
ing therapy continuously for parents—again a policy that 
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has been shown to vield positive dividends (27). Among 
the 22 parents with whom there was direct contact at the 
10-year follow-up, the majority appeared to be socially 
isolated and depressed and to have strong feelings of dis- 
satisfaction and personal inadequacy generally and as 
parents. This was consistent with the character structure 
observed for these parents during the hospitalization of 
. their children. 

In view of these needs, we find it a matter for concern 
that in 1973 there were extreme government cutbacks in 
neighborhood social facilities and ancillary personnel 
who might implement such programs. 
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The Nader Report: One Author’s Perspective 


BY FRANKLIN D. CHU 





The author discusses a study done by a group of research- 
ers sponsored by a grant to Raiph Nader. The study fo- 
cused on the community mental health centers program 
of the National Institute of Mental Health (NIMH). It 
finds fault with the discrepancy between ideology cnd im- 
plementation of the program, charging that it has failed 
to supplant the state hospital system, has excluded the 
very poor and the very sick, is inaccessible to the popu- 
lation it purports to serve, lacks citizen involvement, and 
is not held accountable to NIM H. Three psychiatrists 
comment on the author's presentation. 





THE NAME RALPH NADER is almost synonomous with 
campaigns for safe cars, pure and wholesome meat, clean 
air and water, and reform of Congress and the Executive 
Branch. Nader's interest in the mental health field is not 
so well known. The National Institute of Mental Health 
(NIMH) initially sparked Nader's concern for mental 
health when it invited him to attend a consumer confer- 
ence sponsored by its Citizen Participation Branch in the 
fall of 1969. A wide range of consumer and minority 
groups along with professionals, academics, NIMH offi- 
cials, and a representative from Nader's office attended 
the conference, which quickly developed into a con- 
frontation. There were angry accusations from various 
consumer groups that mental health services were not 
only discriminatory but inadequate, ineffective, and irrel- 
evant; there were some passionate disclaimers and some 
equally passionate mea culpas heard from the profes- 
sionals present. The upshot of the conference was the 
creation of a steering committee, which subsequently rec- 


Revised version of a paper read at the 126th annual meeting of the 
American Psychiatric Association. Honolulu, Hawaii, May 7-11, 
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ommended that a Nader task force study NIMH and the 
responsiveness of its various programs and policies to the 
public. 

Immediately following this recommendation, NIMH 
offered to fund such a Nader study. Upon reflection at 
the higher levels of the institute, the offer was withdrawn, 
whereupon Nader obtained a $10,000 grant from the 
New World Foundation, gathered a team of researchers 
who were mostly students, and started the project by the 
summer of 1970. I was the project director of this team. 

We released a preliminary version of our report, which 
focused on NIMH's community mental health centers 
program, in July 1972 (1).' The report found that while 
many of the motives behind the program are com- 
mendable, the program itself was hastily conceived and 
has fellen sadly awry in implementation. In brief, the re- 
port concluded that community mental health centers 
have largely failed to fulfill any of their major stated 
goals. They have not supplanted state hospitals; they are 
not usually accessible—geographically, financially, or 
psychologically; they have continued the two-class (rich 
and poor) system of care by frequent exclusion of in- 
digent patients as well as those with the most severe prob- 
lems; citizen involvement in administration and decision 
making is more a goal than a reality in most cases; and 
centers are not held accountable to NIMH, which means 
that they continue to receive NIMH funds whether or not 
they are fulfilling NIMH goals. 

In the report we expressed our concern about the in- 
creasing "professionalization" of American psychiatry, 
its vulnerability to political and institutional manipula- 
tion, and its propensity for extending itself into ever-wid- 
ening spheres of interest. We argued that as medical spe- 


"This report has been recently published as a book titled The Madness 
Establishment (2); it had not appeared at the time the revised 
article was submitted for publication. 


?For example, consider the suggestion made by Dr. Howard P. Rome, 
" Actually, no less than the entire world is a proper catchment area for 
present-day psychiatry, and psychiatry need not be appalled by the 
magnitude of this task" (3, p. 729). 


Opinion and Comment is a new section of the Journal that will appear from time to time. Papers in this section will 
present pro and con statements and discussion of issues current in psychiatry. 
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cialists psychiatrists have a vital function to perform, that 
is, to make use of their medical training by treating those 
individuals with medical illness. We also suggested that 
any program in so ill-defined and vague an area as “‘men- 
tal health" cannot be left solely to psychiatrists and 
NIMH bureaucrats. 

The purpose of this paper is to explain some of the as- 
Sumptions, objectives, criteria, and methodology of the 
report and to briefly assess what we believe to be its im- 
pact and value. 


ASSUMPTIONS AND OBJECTIVES 


We began with the assumption that those making deci- 
sions in government almost never weigh all the alterna- 
tives each time a decision is made; they do not in- 
variably pick the alternative that produces the greatest 
benefit for the greatest number. The reasons why a deci- 
sion maker will not behave in a typically rational manner 
are complex. He may be the hostage of his past decisions, 
bureaucratic interests, personal values and biases, politi- 
cal expediency, powerful constituent groups, and so forth. 
In some cases he may even think he is doing good, but be- 
cause of lack of information or the special blinders en- 
demic to a professional ideology, ae may not see all the 
relevant sides of an issue. 

One objective of our report is to suggest ways in which 
policy- and decision-making processes may be opened to 
all legitimate interests who are affected by the outcome 
of the policies and decisions made. Like many Nader 
studies our report calls for public hearings, account- 
ability, citizen involvement, and making "confidential" 
documents public information. The goal of all this is to 
promote greater procedural democracy, to create new 
opportunities for wider public participation in the spirit 
of legitimate confrontation and challenge. In this con- 
frontation we are concerned not so much with the quan- 
tity of people involved as with the quality of interests and 
issues raised. 

Our second objective is to raise fundamental questions 
that will require agencies, community mental health cen- 
ters, and professional groups to bare before public scru- 
tiny their values and ideology as well as the data base on 
which their decisions are made. For example, throughout 
our report appear such questions as: “What can psychia- 
trists do that no one else can do?" “How do they know 
that what they do does anyone any good?" Admittedly 
these questions are enormously difficult to answer, but 
they do illuminate issues that have been dimly lit by psy- 
chiatric introspection or scientific investigation. Further- 
more, the very lack of response we have received from 
psychiatrists to these questions tends to confirm sociolo- 
gist Eliot Freidson's statement that many medical claims 
to "expertise" are based on imputed knowledge and as- 
sumed effectiveness rather than on factual evidence (4). 

Nader task forces enjoy a remarkable advantage over 
other groups in carrying out an investigation. In contrast 
to agency officials and their grantees and constituents, we 
are not held hostage to past decisions, career interests in 
the field, or professional ideology and training. As Mr. 
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Nader would say, “They can't buy us." We don't have 
grants or contracts to protect. Many of us have no family 
to support or job that we seek. The ordinary rewards and 
payoffs of the system we investigate offer no enticement 
to us. This complete independence of view is extremely 
rare; almost no institutional setting encourages such in- 
dependence. For example, a researcher at a distinguished 
university recently told me that he wanted to write a very 
favorable review of our report. But he finally decided 
against it for fear that it might jeopardize future NIMH 
grants and raise the suspicions of the practitioners upon 
whom he depends for much of his research data. 


METHODOLOGY 


Our role as public interest advocates significantly in- 
fluenced the way we proceeded to research and write our 
report. Our report is not and was never intended to be a 
scientifically controlled study. Its methodology is closely 
akin to that of investigative journalism: its aim is to 
present and analyze selected facts, theories, and policies 
for public scrutiny. Our approach was to use the common 
sense and knowledge available to all educated men and 
women in analyzing existing data on community mental 
health centers. 

For the most part, we used criteria established by 
NIMH in evaluating the community mental health cen- 
ters program.? We studied the legislative history of the 
program and the NIMH regulations, read the congres- 
sional testimony, and decided that if community mental 
health centers lived up to the rhetoric, they would be 
doing a very good job indeed. Only later, when the facts 
clearly indicated that there was a significant gap between 
the rhetoric and the reality, did we go back to examine 
the underlying assumptions and internal contradictions 
of the Community Mental Health Centers Act of 1963 
and the federal regulations designed for its implementa- ` 
tion. This led us to question the appropriateness of psy- 
chiatric treatment for the estimated millions of so-called 
mentally ill and concepts such as the medical model and 
prevention. 

Our preliminary report has been criticized for its al- 
leged failure to include some examples of “good” centers. 
We did try to find the “good” centers. Frankly, though, 
we sorely lacked adequate time, manpower, and money 
to travel around the country in search of the exceptional. 
Instead, we turned to NIMH officials to name its most 
successful centers, and we thoroughly studied the reports 
of the Joint Information Service of the American Psychi- 
atric Association and the National Association for Men- 
tal Health based on "model" centers (5,6). In fact, 
we included a case study of a center in Atlanta after 


3In a few areas we established different criteria. For example, in consid- 
ering NIMH's evaluation program we established three criteria: 1) 
whether NIMH collects the kinds of information useful to policy 
makers, consumers, and researchers; 2) the availability and accessibility 
of this information to the public; and 3) whether NIMH uses its eval- 
uative information to make specific changes and to hold individual cen- 
ters accountable. 


reading a rather glowing article about it in Scierce (7). 
What we found was that even the most highly touted cen- 
ters we studied have serious problems. Moreover, it often 
appeared that to the extent that these centers are “good,” 
they are forced to ignore at least some of the “edera! 
guidelines. Some of the most innovative and responsible 
community programs we came upon were those which 
had scrupulously avoided taking federal money. : 

Our report is primarily concerned with analyzing the 
structure of the federal program from a public policy per- 
spective. We did not arbitrarily choose a handful of cen- 
ters to study and then draw sweeping conclusions from 
them. We picked centers that illustrate what we felt were 
some of the most glaring weaknesses inherent in the fed- 
eral program. Our intention, furthermore, was not to ex- 
pose any one center. Rather, it was to show tha: in the 
present system of nonaccountability to the public it 
makes little difference whether a center is doing a first- 
rate job or a deplorable one. As a practical matter, they 
continue to receive public money from NIMH regardless 
of their performance. Two NIMH officials described this 
process in a confidential internal NIMH memo-andum 
as “the sad, slow steps which lead to a minuet of mutual 
deception” (2, p. 155, footnote 4). 

One of the principal conclusions reached in our report 
is that community mental health centers are failing in 
their original goal to supplant state hospitals. Many 
paths of reasoning charted by a variety of data led us to 
this conclusion. Looking at one line of reasoning we pur- 
sued will serve to illustrate the methodology" o? our re- 
port. In congressional testimony, high-ranking NIMH 
and HEW officials established the phasing out of state 
hospitals as the main justification for and the primary 
goal of community mental health centers (8). From this 
we inferred that the single most important population on 
which centers should focus their attention are former, 
present, and potential state hospital patients. We then 
proceeded to ask ourselves a series of simple common- 
sense questions. First, “Who are these people?” We 
found that the majority are poor (9-11), that they are fre- 
quently black or members of other minority groups (9- 
11), and that from one-half to three-quarters of present 
state hospital patients and admissions need not be 
hospitalized if given adequate social supports (12-15). 
It seems that these patients come from a larger "residual 
population" of society's castoffs—the unwanted, the 
aged, the chronically physically ill, and so forth. 

Our second question was, "Why do these people go to 
state hospitals?" To be sure, a number of these people are 
admitted because they are sick by anyone's definition of 
the term. But sickness does not seem to explain hospital- 
ization for the greater number (9, 14). Many people end 
up in state hospitals through chance and situational cir- 
cumstances and not through any medical determination 
of their symptoms. 

We thought that an examination of the historical role 
of state hospitals might help us better understand this sit- 
uation, and so we turned to the works of mental health 
historians— Deutsc Grob (17), and Bockoven (18), 
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state hospitals was and is its raison d'étre and that state 
hospitals have often functioned as an extralegal force in 
this society by locking up people who could not be la- 
beled as “criminal.” In this sense, referring to state hos- 
pitals is a misnomer; it often mistakes political coercion 
for medical treatment. 

Our third question was, “What happens to patients 
once they are in state hospitals?" The answer, we found, 
is that they frequently become worse. That long-term 
hospitalization actually harms patients is one of the best 
documented findings in the psychiatric literature (19, 20). 

Finally we asked, “Where do these patients go when 
released?" Mounting evidence from around the country 
indicates that large numbers of patients are being trans- 
ferred en masse to nursing or so-called foster-care homes 
or welfare hotels, where conditions are frequently worse 
than those in state hospitals (2, 21-23). The back alley 1s 
fast replacing the back ward. 

The answers to these questions indicate that these 
patients are more often harmed than helped because they 
are dealt with in ways inappropriate to their problems.* 
And yet it is painfully obvious what most of these 
people—the poor, the aged, the members of minority 
groups, and others now so shamefully neglected in state 
institutions—need and do not need. They need a whole 
range of transitional facilities and alternatives to hospi- 
talization. They need jobs, housing, social support pro- 
grams, and the assurance that they are wanted and that 
they have a credible future. But this was not the approach 
embodied in the federal model for community mental 
health centers. Instead, the federal model stipulates five 
narrowly defined services, absurd population limits for 
catchment areas, and few, if any, alternatives for people 
who are severely disturbed or who have primarily ‘“‘prob- 
lems of living." This and other lines of reasoning led us to 
the conclusion that community mental health centers are 
essentially institutions paralleling state hospitals, facili- 
ties that are unresponsive to the lessons learned from 
treating the chronically disabled and offering little prom- 
ise of resolving the difficulties that have always beset 
state hospital patients. 


IMPACT AND VALUE 


The response to our report, measured by the letters and 
calls we have received, has been generally quite positive. 
(Perhaps our critics have been less likely than others to 
contact us.) Numerous academics have expressed consid- 


*The summary report of the Boston Mental Health Survey found: 


There are compelling reasons to suggest that mental health serv- 
ices for persons with complex patterns of social and emotional pa- 
thology—and this necessarily implies most services for persons of 
-low socioeconomic status—may very appropriately be removed from 
the province of accepted psychiatric responsibility. . . . [To] carry this 
reasoning to its logical conclusion might, as a highly hypothetical ex- 
ample, induce Boston's mental health professionals as a group to 
forgo expansion of their owa budgets and programs in favor of a 
drastic upgrading in services and personnel for local departments of 
public welfare" (9, p. 54). 
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erable agreement with our report, for much of what we 
said only iterates what they said years ago about poor 
planning, lack of evaluation, overoptimism, tenuous rela- 
tionships with state hospitals, anc so forth. Many mental 
health center staff members have also found our argu- 
ments compelling. And, of course, no consumers have 
taken issue with our recommendation that services be 
more relevant and accessible. Some critical comments 
have come from psychiatrists in private practice and in 
state hospitals regarding our discussion of the in- 
appropriateness of the medical model. Furthermore, 
other critics have pointed out that some of the failures we 
ascribed to the community mental health centers and to 
NIMH are endemic to nearly all federal programs. These 
critics may have less to take issue with in our book, which 
discusses the community mental health centers program 
in a broader perspective than the preliminary report. 

The impact our report has made is very difficult for us 
to assess. One indication that it has made some difference 
is that various centers in Massachusetts, Connecticut, Il- 
linois, Wisconsin, lowa, Maine, Utah, and other states 
have used the report as one means of evaluating their ef- 
forts. Changes in their programs may or may not result, 
but at least these people have begun to raise some funda- 
mental questions. 

We have also spoken with a number of congressional 
staff members, representatives from various gubernato- 
rial offices, state mental health program directors, state 
legislators, and other public officials. Many of these 
people have shown an inclination to accept some of our 
recommendations and have stated that the report helped 


them to better understand problems in mental health pro- . 


grams. 

From our point of view the real value of the report lies 
in two other areas. First, it provides a model for con- 
sumer action in a field where it has long been dormant. 
By consumer action we do not mean lobbying efforts for 
mental funds, which seems to take up so much of the time 
and energy of national and state associations for mental 
health. (This is not to suggest that such efforts are unnec- 
essary or unimportant.) Rather, we mean those efforts by 
citizens to take a critical look at the effectiveness, rele- 
vancy, and value of their own mental health services. We 
hope our report has shown that the common sense and 
knowledge available to all educated men and women en- 
able citizens to conduct a useful study of mental health 
services. M.D.s and Ph.D.s hold no monopoly as spokes- 
men on issues relevant to us all. 

Second, our report helps to legitimize some of the im- 
portant concerns troubling manv community board 
members and citizens. Perhaps because of lack of experi- 
ence or academic credentials, such individuals have been 
reluctant to question the proper role of professionals to 
challenge the most sensitive decisions of doctors, and to 
confront experts on what they can and cannot do. These 
are entirely legitimate concerns arising not from an urge 
to belittle experts but from a desire to understand the 
basis on which their judgments are made. 

In our opinion, the Nader report is relatively mild in its 
criticism of mental health professionals and the services 
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they provide. Within a short period of time far more criti- 
cal reports and exposés are likely to appear. They will 
come not only from an Administration bent on crippling 
social services but also from individuals and groups with 
good intentions and lofty aspirations. Telling critics not 
to criticize lest Congress overhear and cut funds and de- 
fending the entire program without change is a dead-end 
strategy. For one thing, professionals know that the com- 
munity mental health centers program has serious defi- 
ciencies. For another, critics will not stop making their 
criticisms. The question is not whether community men- 
tal health centers and the people who run them are good, 
but what the centers and professionals are good at. 
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Comment 


BY DANA L. FARNSWORTH, M.D. 


THIS APOLOGIA is intended to make clear why the mem- 
bers of the Nader task force that investigated the com- 
munity mental health centers set up since passage of the 
Community Mental Health Centers Act of 1963 believe 
they have failed in their purpose. 

The idea of examining those centers in all aspects is a 
good one. Any attempts to improve the lot of the men- 
tally ill must be subject to constant scrutiny and contin- 
uous revision if they are to achieve their purposes. No 
civilization, country, or society has as yet solved the 
problem in a satisfactory manner. Findings of the Nader 
report, or the report of any other responsible group, are 
welcome and should be examined with care. 

What this paper suggests is that the task force had its 
collective mind pretty well made up before work was be- 
gun, and the conclusions are so sweeping that the sugges- 
tion seems almost a certainty. Some of the statements in 
the author's paper that illustrate this point include: “The 
program itself was hastily conceived." “Community 
mental health centers have largely failed to fulfil. any of 
their major stated goals." “They are not usually acces- 
sible—geographically, financially, or psycholcgically; 
they have continued the two-class (rich and poor) system 
of care.” "Centers are not held accountable to NIMH.” 
“So ill-defined and vague an area as ‘mental health’ can- 
not be left solely to psychiatrists and NIMH bureau- 
crats." 

Obviously there is some truth in all of these state- 
ments, but anyone familiar with the total situation is 
aware that they are grossly distorted. 

The author admits that the study group "began with 
the assumption that those making decisions almost never 
weigh all the alternatives and invariably pick the alterna- 


Dr. Farnsworth is Henry K. Oliver Professor of Hygiene, Emeritus, 
Harvard University, Cambridge, Mass., and Consultant on Psychiatry, 
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Congress, first session, Nov 8, 1971. Report no 92-433. Washing- 
ton, DC, US Government Printing Office, 1971 

23. California State Employees Association: Where Have All the 
Patients Gone? Report on the Crisis in Mental Health Care in Cal- 
ifornia. Sacramento, California State Employees Association, 
1972 


tive that produces the greatest benefit for the greatest 
number." He explains why a decision maker ‘‘will not be- 
have in a typically rational manner." He wants “con- 
fidential" documents made public, though I doubt if he 
advocates that patients’ records be made available to 
anyone who wishes to see them. 


Psychiatrists fare poorly, for they appear to have only 
"imputed knowledge and assumed effectiveness." As to 
task force members, they apparently started with a clean 
slate—in the sense of a college faculty member who pref- 
aced his talk with, “Since I know nothing about the sub- 
ject under discussion, I can speak freely." There is also a 
strong affirmation that the methodology of the task 
force's investigation was that of investigative journalism 
rather than of a scientifically controlled study. 


All in all, the apologia shows us a group of sincere, 
public-spirited, idealistic persons making an investigation 
and writing a report about one of the most stubborn 
problems of society. However, they have weakened their 
credibility by making many extreme exaggerations and 
assumptions that do a grave disservice to thousands and 
even millions of equally sincere and idealistic persons 
who have worked long and hard toward the same goals as 
those espoused by the authors of the Nader report. 


The investigators and compilers of the report missed 
their great opportunity of doing a much greater public 
service than they have done. If they had displayed a little 
more modesty, knowledge, patience, charity, and some 
realization that attacking those who are trying to im- 
prove matters is not as effective as making suggestions in 
a constructive way, their contribution might have been a 
great service. 
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Comment 


BY JUDD MARMOR, M.D. 


MANY OF THE ISSUES Mr. Franklin Chu raises are legiti- 
mate ones. They are points with which we psychiatrists 
have been increasingly concerned in recent years. The 
principle of accountability, for example, is one whose im- 
portance cannot be denied. It should be applicable across 
the board not only to physicians but to all members of 
professions and trades who render services to the public, 
not excluding government officials at all levels. Similarly, 
the relevance of jobs, adequate housing, and better social 
support programs to mental health is also undeniable, 
and many psychiatrists have been calling attention to this 
for decades. 


If the community mental health center system has 
failed to live up to expectations, it is because of a failure 
in its implementation, not in its conceptualization. Early 
and accessible treatment, crisis intervention, 24-hour 
emergency services, partial hospitalization programs, 
consultation services, and the like do make sense. Our 
task is to see that they are more effectively applied. For 
this, however, we need the help of the community and the 
body politic. We cannot do it alone. Nor should we as- 
sume that this, in itself, will solve the nation’s mental 
health problems. Hand in hand with our efforts must go 
those of society at large to remove the social and eco- 
nomic stresses of the millions cf the poor and dis- 
advantaged in our midst—stresses that are, indeed, psy- 
chiatrically relevant. 


Where I part company with Mr. Chu is in his dogmatic 
and one-sided pronouncements about complex issues, as 
well as the naive and simplistic solutions he offers. Some 
examples of these are: his statement that psvchiatrists 
should restrict themselves to treating only individuals 
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"with medical illnesses"—as if a sharp line could be 
drawn between somatic and psychological disorders; his 
questioning of the “appropriateness of psychiatric treat- 
ment forthe... millions of so-called [sic] mentally ill"— 
thus assuming that mental illness does not really exist, 
and presumably that it can be done away with simply by 
improved social and economic conditions; that "the 
greater number” of patients in state hospitals are there 
simply "through chance and situational circumstances 
and not through any medical determination of their 
symptoms"—-whatever "medical determination of their 
symptoms" is supposed to mean; that state hospitals are 
often instruments of “political coercion”; and that **com- 
munity mental health centers are essentially institutions 
paralleling state hospitals," offering little promise of re- 
solving the difficulties that have beset state hospital 
patients. 

Those kinds of statements illustrate the problem with 
Mr. Chu's approach. By his own admission, his is not a 
scientifically objective report, but rather a form of “‘in- 
vestigative" (read "muckraking") journalism, dealing 
with "selected" facts for the purpose of achieving maxi- 
mum public impact. The result, inevitably, is a biased 
document. 

Having said this, [ do not mean that his comments 
should be ignored or that we should react with com- 
placency to them. Many of his points have validity, even 
though his sclutions are naive. It is our obligation as sci- 
entists and psychiatrists to give serious attention to the is- 
sues Mr. Chu raises and to try, in cooperation with repre- 
sentatives of other mental health professions and of the 
community at large, to come up with more adequate so- 
lutions. . 


Comment 


BY JONATHAN O. COLE, M.D. 


IN DISCUSSING MR. FRANKLIN CHU’S PAPER, I wish to do 
three things: 1) ventilate my emotional response to his at- 
tack; 2) agree with him on some points; and 3) take seri- 
ous issue with him on the majority of the charges he 
makes. 

First, I am infuriated by reviewing a paper that claims 
to summarize a book of vast importance to psychiatry 
when the book is not available to me. Journalistic attack 
is being made in the absence of any concrete examples. I 
hear in Mr. Chu’s attack all the delusions about psychia- 
try cherished by the ignorant and biased. I am surprised 
that he did not drag in psychosurgery and hit us over the 
head with that, too, while he was up. He obviously has 
not been to good community mental health centers and 
knows nothing about the effectiveness of treatments in 
psychiatry. 1 am furious at him and hope this ventilation 
is good for my mental health. One last point: He claims 
freedom from bias; I submit that a drive to achieve noto- 
riety or to change a system can be every bit as biasing as 
love of gold. 1 sometimes suffer from the former myself. 

Second, Mr. Chu is perfectly correct in stating that the 
whole community mental health center legislation and 
funding was developed without prior applied research or 
even pretesting of any significant sort and that judgments 
about catchment area size and "essential" services were 
made by reasonable but not infallible people at NIMH, 
only some of whom were actually psychiatrists. (I am 
willing to bet, however, that a citizens’ group would have 
done no better and might, through ignorance or bias, 
have done worse.) I agree that the essential services 
should have included community-based programs for the 
chronically mentally ill. I am also willing to ag-ee that I 
and some of my colleagues in psychiatry sometimes 
claim expertise based on “imputed knowledge and as- 
sumed effectiveness" and that psychiatrists disagree 
sometimes among themselves as to which procedures or 
programs are valuable and which are not. Again, I doubt 
that concerned citizens or community workers are less 
fallible and suspect that they are more fallitle, but I 
would agree that they can see some truths more clearly 
than some professionals can. Some issues about treat- 
ment priorities or efficacy can be settled by good eval- 
uative data and I agree with Mr. Chu that far too little 
NIMH effort has gone into program evaluations. (I per- 
sonally think that ten percent of the communizy mental 
health center budget should be spent in this area.) 

In other areas Mr. Chu is really very wrong. He speaks 
of the "increasing professionalism" of American psychi- 
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atry. From where I sit, I see lots of psychiatrists aban- 
doning professionalism unwisely or being forced out of it 
against their better judgment. Take the plight of the psy- 
chiatrist in a mental health center who spends hours each 
week writing prescriptions for the drug therapy of 
patients he barely sees who are really being treated by 
paraprofessionals over whom the psychiatrist has no au- 
thority. He is still legally liable for malpractice and is 
held responsible, medically, under the standards of the 
Joint Commission on Accreditation of Hospitals. Where 
is his professionalism? 

Mr. Chu claims that mental health centers have had no 
impact on state hospital patients. This is simply untrue. 
State hospital populations all over the United States are 
decreasing steadily and, in Boston and Philadelphia at 
least (where I have worked recently), community mental 
health centers take majo: responsibility for getting and 
keeping patients out of state hospitals. 

Mr. Chu goes on to claim that state hospitals are used 
to lock up the dregs of society whether they need it or not. 
Again, in both Philadelphia and Boston (and, I gather, in 
New York and California) it is extremely difficult to get 
patients into a hospital waen they need it and almost im- 
possible to keep them there. Today we take lots of risks: 
patients are allowed to go free in the community even if 
they may be dangerous rather than being held in a hospi- 
tal involuntarily. Intense pressure from vocal citizens' 
groups has produced this occasionally irrational behavior 
on the part of psychiatrists. Most psychiatric wards are 
unlocked these days and dangerous patients can elope 
with great ease. If patients do not cause a major public 
nuisance or the families do not scream for help, they do 
not get brought back to the hospital; nobody chases 
patients anymore. There are a lot of people with severely 
violent and dangerous behavior who fall somewhere be- 
tween the mental health system and the court/jail/prison 
system whose civil rights are being honored but who 
worry me. 

On the other hand, the sins of the past are still with us 
and some old institutionalized chronic patients are still in 
state hospitals; most of those who are readily rehabili- 
tated have already been sent out into the community. Are 
the others really better off in nursing homes? 

On one minor point, I simply cannot believe that 
NIMH punishes its critics by denying them funds. In the 
present crazy milieu, I suspect attacking NIMH im- 
proves one's chances of getting money. Any institution 
that actually employs its own most virulent critics is not 
blackballing outside critics. Further, the peer review 
process is really quite fair and rational and well en- 
trenched at NIMH. 
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The last point of Mr. Chu’s that I wish to address is the 
issue of citizen participation in policy making in mental 
health. l've worked with a large lay advisory board for 
five years and have observed other citizen groups in ac- 
tion. They tend, unfortunately, to fall into two groups. 


1. Those on a vendetta against something (e.g., meth- 
` adone maintenance, psychosurgery, behavior modifi- 
cation), in which case they are totally irrational and often 
appear motivated only to achieve maximal news coverage 
for political or personal self-aggrandizement. 


2. Well-meaning intelligent laymen and women who 
may have an investment in a special area (e.g., mental re- 
tardation or alcoholism) but who are generally very naive 
about the functions and problems of an ongoing complex 
mental health center and do not have the time to really 
learn enough to be fully competent advisers on program 
or policy. They provide valuable input on some issues and 
they often are wonderful et scrounging space, funds, and 
supplies needed by special programs. They can also do a 
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great job of lobbying for funds for dearly needed pro- 
grams or improvements (e.g., a mental retardation team 
or new toilets). But they have an even harder time than 
professionals in deciding whether or not ten positions 
should be transferred from the chronic service to an alco- 
holism program or whether three new positions should go 
to children's programs or to mental retardation. They are 
learning and we professionals are learning. Maybe in an- 
other ten years we will have citizens who really know 
enough to be able to make policy decisions wisely and 
professionals who know how to share decision making 
with them. : 

My final reflection is that Mr. Chu expects the world to 
be better and more rational than it can be. [n this day and 
age it should be obvious that no one is perfect —not poli- 
ticians or professionals or citizens or investigative jour- 
nalists—but I guess we all have to live with one another 
and try to educate each other. I hope I have both at- 
tracted his attention and educated him a little. He failed 
with me, though, so I guess I shouldn't be optimistic. 








Current Evaluation Research on Mental Health Services 


BY GERALD KLERMAN, M.D. 





Historically, the status of mental health services in the 
United States has depended upon the economic stability 
of the nation; much of the financial support of these pro- 
grams has come from government sources. Since current 
budget reductions have somewhat curtailed NIM H-sup- 
ported community and mental health center programs, it 
becomes increasingly important to systematically eval- 
uate the changing relationship between the mental health 
professions and the society at large. The need for better 
administrative and fiscal supervision of community- 
based mental health service units as well as professional 
assessment of such centers is evident; unless evaluative 
data are gathered, social and professional growth may be 
stifled. 





MENTAL HEALTH PROGRAMS in the United States, along 
with general health and social welfare services, are now 
under considerable scrutiny and review. Most federal 
programs are being radically altered; many are being se- 
verely curtailed, and the relationship between the govern- 
mental and private sectors is being realigned. 

These developments are especially significant for men- 
tal health services that, since Colonial times, have been 
legally regulated and financially supported by govern- 
ment to a far greater extent than have other health serv- 
ices. Bockoven (1), Caplan and Caplan (2), Deutsch (3), 
Grob (4), Rothman(5), and others have noted the 
marked fluctuations in public attitudes and professional 
activities in mental health. Periods of reform, innovation, 
and optimism have been followed by phases of criticism, 
disillusionment, dissension, and retrenchment. Seen in 
this historical perspective, the community mental health 
movement, initiated in the early 1950s and climaxed by 
the federal construction and staffing grants programs of 
the 1960s, represents the most recent reform period. Its 
antecedents include the moral treatment innovations of 
the pre-Civil War era, the development of psychopathic 
hospitals before World War I, and the child zuidance 
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and mental hygiene movements of the 1920s and 1930s. 

These reforms in mental health have coincided with pe- 
riods of progressive social change in the larger American 
society, whereas the phases of reactions, criticism, and 
retrenchments have occurred with the aftermath of war 
or eccnomic decline. Accordingly, we can interpret the 
current vicissitudes of the community mental health 
movement within the context of two contrasting influ- 
ences: 1) the expansion of social welfare and public health 
services that accompanied the postwar prosperity of the 
1950s, and 2) the Viet Nam war and its associated bud- 
getary cuts. Thus, the current controversies concerning 
evaluation and conflicts over financing mechanisms, the 
role of involuntary hospitalization, the use and abuse of 
psychoactive drugs, and the proper relation among re- 
search, training, and services are historically under- 
standable although still professionally painful. 

This paper will survey five major sources of systematic 
evaluations of mental health services: 1) the public at 
large, 2) governmental agencies, 3) the courts, 4) the psy- 
chiatric profession, and 5) the Nixon Administration. 
The changing relationship between the mental health 
professions and the society at large will be the major 
focus of attention. 


THE PUBLIC AT LARGE 


As in the past, many of the current calls for evaluation 
are associated with disillusionment, disappointment and 
criticism, and even open antagonism. An adversary cli- 
mate has emerged among the critics, the professionals, 
and the administrators. Many critics state that the scope 
of mental illness has expanded too much to include areas 
previously regarded as social deviance or legal misde- 
meanor. These criticisms of professional practices, insti- 
tutional programs, and their encompassing social values 
indicate a fall in public trust. Within the profession there 
is uncertainty about the value of clinical and training 
practices, about the best therapeutic approaches for clini- 
cal problems such as drug addiction, alcoholism, or hos- 
pitalized patients, and the adequacy of skills and sensitiv- 
ity in relating to women and minority groups. These 
trends indicate a lessening of professional confidence that 
parallels the erosion of public trust and governmental 
support (6). 

Interestingly, criticism comes from all shades of the 
political spectrum. Mental health programs are under 
vigorous attack from both the left and the right, from 
forces of revolution and conservatism. Revolutionaries 
and radicals, including black militants and the spokes- 


Am J Psychiatry 131:7, July 1974 783 





EVALUATION RESEARCH ON MENTAL HEALTH SERVICES 


men for the youthful New Left, have become increasingly 
skeptical of the value of the mental health approach to 
social problems and have come, in many instances, to re- 
gard mental health programs as inherently bound to the 
political and social establishment. They claim that men- 
tal hospitals are repressive institutions in which treat- 
ment is minimal and that the treatments available, 
‘particularly psychosurgery, drugs, and behavior modi- 
fication techniques, only serve to support conformity 
and perpetuate the status quo. At the same time, con- 
servative segments of the population identify mental 
health professionals as ‘“‘do-gooders,”’ socialistic, too per- 
missive, and apologists for violence. These different 
shades of public sentiments converge in budgetary cuts 
and court decisions. 


GOVERNMENTAL AGENCIES 


At all levels of government—federal, state, and local— 
evaluation efforts are frequently initiated by fiscal and 
budgetary agencies. Increasingly, concerns over fiscal 
and administrative matters are influencing emerging pol- 
icy decisions about the funding of overall health services 
and including national comprehensive health insurance. 
For example, in July 1971 the Comptroller of the United 
States issued a report to Congress (7) which noted that 
since 1965 there has been a rapid growth in federal ap- 
propriations for community mental health; over $500 
million had been authorized for construction and staff- 
ing. The General Accounting Office reviewed the fiscal 
and administrative management of the program and con- 
cluded that the overall national goals were vaguely speci- 
fied, that some construction and staffing grants had been 
unrealistic, and that in the administration of the pro- 
gram, NIMH's review and supervision had been in- 
sufficient. Similar concerns about administrative and fis- 
cal control have been reflected in many state and 
municipal governments. 

The need for better administrative and fiscal super- 
vision has also been acknowledged by the National 
Council of Community Mental Health Centers 
(NCCMHC), the organization representing the centers 
currently operating (many of which have received federal 
support). For example, in December 1972, Dr. Donald 
Weston, representing the NCCMHC, stated to the Na- 
tional Advisory Mental Health Council that there was 
need for more attention to the costs and efficiency of the 
centers (8). 


THE COURTS 


Federal and state courts have become increasingly in- 
volved in mental health services in recent years. The 
most dramatic and far-reaching recent court judgment 
was the Alabama decision (Wyatt v. Stickney), wherein 
the court not only declared the "right to treatment” but 
also established minimum levels of services to be pros 
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vided and mandated that Alabama state officials provide 
these services (9). 

This principle of the right to treatment has been reiter- 
ated by numerous recent court decisions. The principle 
asserts that adequate provision for treatment must be 
made for persons involuntarily hospitalized in public in- 
stitutions. In a recent Florida decision, damages were 
awarded to a patient who had been hospitalized 15 years 
during which time no treatment had been provided. Thus 
the right to treatment now includes the legal power to sue 
for damages if treatment is not in fact provided during 
the period of involuntary hospitalization. As Robitscher 
has pointed out, the right to treatment has thus far been 
extended only to patients involuntarily hospitalized (10). 
The principle that public resources must be made avail- 
able for mentally ill or mentally retarded persons in po- 
tential need of institutional care is now also being urged 
upon the courts. For example, in 1972 the Nassau County 
Medical Center filed suit to compel New York State in- 
stitutions to accept mentally retarded persons who were 
in community mental hospitals but who were denied ad- 
mission to the public institution because the administra- 
tors claimed insufficient availability of staff and space. 
The impact of these rulings will be to extend the right to 
treatment to individuals who meet the criteria of need, to 
define minimum standards for staffing and treatment, 
and to provide a mechanism for ensuring compliance. 

Far more radical legal and judicial critiques of the 
mental health system, however, are aimed at the total 
elimination of involuntary hospitalization and the aboli- 
tion of the public mental hospital. The bases for such ef- 
forts derive in part from the concern for patients' civil 
rights and for the possible infringement of their personal 
liberties involved in involuntary hospitalization. More- 
over, there is increasing conce-n about the depersonaliza- 
tion and institutional dependency fostered by large public 
hospitals. Within the mental health professions, there is a 
general awareness that large mental hospitals too easily 
become professionally and therapeutically bankrupt, and 
this awareness has been a major impetus for the creation 
of community mental health centers. The hope is that 
community-based facilities and psychiatric units in gen- 
eral hospitals will provide genuine treatment alternatives 
to the low levels of institutional care previously provided 
for the poor and the disabled by large public institutions. 
Having made this evaluation, the courts have become a 
major instrument for implementing the growing national 
policy consensus. 


MENTAL HEALTH PROFESSIONALS 


Paralleling these evaluations by administrative and ju- 
diciary bodies are the growing demands, both formal and 
informal, within the mental health professions for eval- 
uation and assessment of the community mental health 
centers program. Some groups, including the National 
Association for Mental Health and the American Psychi- 
atric Association, have undertaken formal evaluations 
and even evaluations of the evaluation effort itself. The 





American Psychiatric Association has established a num- 
ber of task forces on community mental health centers, 
one of which produced a position statement on research 
aspects of community mental health centers (11). This 
position statement, issued in January 1971, called for in- 
creased efforts in evaluation research and urged commu- 
nity and governmental support for research efforts in- 
cluding program description and action research. 
Collaborative efforts were recommended, including 
model reporting areas similar to those developed by the 
Biometry Branch of the National Institute of Mental 
Health in the early 1950s to ensure standardized report- 
ing of patients in public institutions. As chairman of that 
task force, I participated in many discussions about bet- 
ter ways to augment the limited success of efforts at eval- 
uation. These discussions continued after the publ:cation 
of the 1971 report, and in 1972 a new task force with spe- 
cific focus on evaluation research in community mental 
health was established in the hope of identifying areas of 
high priority for public policy and offering a conzinuing 
dialogue with the National Institute of Mental Health. 

Along with formal evaluations, informal discussion 
and debate among professionals are underway contin- 
uously. These debates identifv issues that remain unre- 
solved due to a lack of consensus and lack of data. Three 
significant areas in need of greater scrutiny by formal 
evaluating groups were uncovered by these debates and 
discussions among professionals. 


"Catchmenting"' as an Administrative, Planning, and 
Coordinating Mechanism 


The federal regulations for comprehensive community 
mental health centers mandated that services were to be 
delivered to a defined population base, the catchment 
area. In retrospect, this criterion was one of the most in- 
novative and significant features of the federal program. 

The principle (or expectation) behind "catchmenting" 
was that it would provide more accessible services and al- 
low local programs to be shaped to meet community 
needs. Subsequently, catchmenting provided a vehicle for 
community participation in decision making. In many 
states, planning projects promulgated special mappings 
to provide for catchmenting. In Massachusetts, for ex- 
ample, catchmenting was mandated by statute, and local 
community mental health and mental retardation boards 
were created in each catchment area. 

At the same time it must be acknowledged that catch- 
menting has been the source of much conflict. Ir spite of 
claims for flexibility, there have been many complaints 
that the NIMH population base has only a limited ratio- 
nal basis and empirical validity. Particularly in the met- 
ropolitan areas, the upper population limit of 200,000 has 
created artificial boundaries. The report of the Comptrol- 
ler General included complaints from Los Angeles 
County to the effect that the catchment area concept is 
too rigid and does not readily allow for metropolitan area 

. planning. In contrast, the population bases served by 
neighborhood health centers, particularly those initiated 
by the Office of Economic Opportunity and by maternal 
and child health programs, have been considerably 
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smaller, averaging between 10,000 and 50,000 persons. 
Considerably more empirical evidence is required to de- 
termine the appropriate bases on which to establish the 
catchment boundaries. 

An even more basic issue is determining the extent to 
which evidence supports the assumptions upon which 
catchmenting was developed. Implicit in catchmenting is. 
the prediction that this practice will lead to a rational sys- 
tem of coordinated services and to consequent improve- 
ment in the mental health care delivery programs. Yet, 
one is hard pressed to find more than a few studies or 
demonstration projects that do, in fact, corroborate this. 
The lack of prior demonstration means that the catch- 
menting principle remains an act of faith. One effort at 
empirical support has been undertaken by the Psychiatric 
Utilization Review and Evaluation Project conducted in 
New Haven, Conn., by the Connecticut Mental Health 
Center and Yale University (12). This setting provided a 
quasi-experimental situation for testing the extent to 
which catchmenting does influence clinical practice. The 
findings from these research projects, reported by Tisch- 
ler and associàtes (13) and by Goldblatt and col- 
leagues (14), indicate that catchmenting does increase 
utilization of local services but that the impact on the 
state hospitalization rate is complex. The, opening of 
catchmented services contributed to an increase in the 
hospitalization rate as unmet needs were identified and 
untreated persons applied to the newly available re- 
source. Catchmenting also resulted in fewer dropouts 
from treatment, better crisis intervention, greater accessi- 
bility, and high consumer satisfaction. It is unfortunate 
that other empirical studies are not available. 


Community Alternatives to Mental Hospitalization 


Probably the most significant impetus to most reforms 
in mental health services, including the community men- 
tal health centers program, has come from the continual 
difficulties and dissatisfaction encountered with the large 
public mental hospitals, particularly the state and county 
mental hospitals but also the Veterans Administration 
(VA) hospitals. Before the establishment of the commu- 
nity mental health centers program, numerous studies 
had documented the deleterious effect upon patients and 
staff of large institutions, with their custodial and re- 
pressive policies. An important VA study documented 
the relationship between small size and the increased 
probability of discharge (15). There is little doubt about 
the efficacy of intensive treatment, early discharge, and 
community treatment of new and acute cases in pre- 
venting chronicity, but interestingly enough, we have very 
little data on the optimal duration of hospitalization. 

As a result of the decrease in the number of patients in 
residence in state hospitals and other large mental insti- 
tutions over the last two decades, controversy is now 
being generated over the quality of life for patients dis- 
charged from chronic mental hospitalization and over the 
impact upon patients’ families and upon the neighbor- 
hoods. A large number of people are questioning the pos- 
sible impact of early discharge on family life and particu- 
larly upon young children. 
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Even more significant is the lack of information as to 
the quality of life being led by patients discharged into 
the community. With the push <o phase out the large 
state hospitals, many chronic patients have been trans- 
ferred to extended care facilities or discharged into the 
communities where they live in single rooms, welfare ho- 
tels, rooming houses, or foster homes. A number of em- 
‘pirical studies have documented the marginal existence of 
many of these patients and the extent to which patterns of 
chronicity are reproduced in the community (16, 17). 

This trend toward community chronicity may emerge 
as one of the unintended consequences of the deinstitu- 
tionalization of state hospitals. It is impossible to esti- 
mate the extent of this new community chronicity, since 
most of the reports are anecdotal descriptions of patients 
who are psychologically disabled and living a marginal 
social existence. We do not know the total number of 
patients who have been discharged from the state hospi- 
tals or what proportion of these patients are in fact self- 
supporting and living active lives in some community ad- 
justment. The best way to resolve these questions would 
be through well-designed cohort studies in which the 
patients discharged are followed into the community to 
ascertain the varying proportions achieving different out- 
comes and the factors that would predict these outcomes. 
In the process of phasing out the large public hospital, we 
may be creating a new form of chronicity for patients 
who are partially disabled. The limited availability of 
such information has major consequences for public pol- 
icy. Unless such data are forthcoming, there may well be 
negative community reactions. 

In this regard, a major policy :ssue is involved. The 
community mental health centers program promised that 
it would provide a treatment alternative to the state hos- 
pital. However, the provision of these services was not 
mandatory in the NIMH regulations, and grants were 
not monitored to ascertain the extent to which this goal 
was given high priority. On the contrary, as has been 
pointed out by many studies the lack of clearly defined 
goals in the federal program has encouraged individual 
community facilities to give varied priority to alterna- 
tives to hospitalization. Clearly, policy statements of the 
priorities in relationship to the stated goal of eliminating 
state hospitals and also other priorities seem indicated, 
particularly when resources are scarce and public policies 
uncertain. 


The Scope of Consultation and Education 


Consultation and education are among the five essen- 
tial services for federally supported community mental 
health centers. However, the scope, content, and purpose 
of these activities were not specified. Three controversial 
extensions of community consultation and education 
emerged in the mid-1960s: 1) attempts to provide mecha- 
nisms whereby consumers and citizens’ groups could 
have more power in determining the policies and opera- 
tions of centers, 2) extending the definition of preventive 
mental health, and 3) establishing an appropriate balance 
between the direct treatment of already defined patients, 
particularly those destined for the siate hospital, and the 
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indirect services of consultation and education. The ear- 
lier definitions of consultation were derived from the 
work of Lindemann (18) and Caplan (19), who empha- 
sized "caretaker" consultation—that is, efforts to en- 
hance the knowledge and competence of personnel and 
related systems involving schools, police, and housing so 
that these community agents would be better able to re- 
spond to persons who are disturbed or in crisis. On the 
other hand, progressive critics have proposed that it is 
necessary to go beyond such efforts into the use of consul- 
tation as a means of primary prevention (20). 

Evaluating these consultation and education activities 
is almost overwhelming. Given the conflicting ideological 
commitments and the absence of clearly defined goals, it 
is difficult to specify operational criteria for success, let 
alone to collect quantitative data. The situation is further 
befuddled by evidence indicating that only about 10 per- 
cent of the time of mental health centers' staff is involved 
in consultation and education. It may well be that a few 
centers with innovative programs, such as the Lincoln 
Project or the Philadelphia experience, have captured 
public attention and professional interest out of propor- 
tion to the extent to which they are representative of all 
consultation and education programs. 


THE NIXON ADMINISTRATION 


Given the relationship between evaluation and public 
policy, the most potent evaluators of any mental health 
program are those who determine that public policy, es- 
pecially leaders of the executive and legislative branches 
of national government. Viewed in this context, the re- 
cent attempts at budget reductions by the Nixon Admin- 
istration constitute one of the most potent evaluations of 
mental health center programs. It is not quite clear, how- 
ever, what kind of evaluation it really is. Casper Wein- 
berger, Secretary of Health, Education, and Welfare, and 
other Administration officials justify their budgetary pro- 
posals by proclaiming that they regard the community 
mental health center program a success—so much so that 
they feel its continuation can be supported by local and 
state funding. To a certain extent, the initiators of the 
NIMH program may be in the process of being hoisted 
on their own petard, since in the original proposals, fed- 
eral support was considered to be “seed money" to ini- 
tiate projects, with declining federal matching funds. AI- 
though the stated intention was that federal funds would 
not become a continuing subsidy, many centers had come 
to expect such continued funding, and the response to the 
Nixon Administration's proposal has been one of shock, 
dismay, and outcry. Opponents of the budget cuts assert 
that there is a paradox involved here. Until recently, all 
budgetary projections have been claiming movement to- 
ward the stated goal of 2,000 federally supported com- 
munity mental health centers. To date, however, only 400 
to 500 grants have been made for community mental 
health center programs, and extension of the program 
will be curtailed by budget cuts. 

Although the fiscal logic is consistent with the pre- 





vailing social pnilosophy within the Nixon Administra- 
tion, one is hard pressed to understand the empirical 
basis upon which the Nixon Administration came to its 
conclusions. Although there have been evaluation efforts 
within DHEW at many levels, relatively few of these 
have been published; where they have been published, 
implications for public policy, especially budgetary 
projections, have not been clear. 

It remains to be seen, however, whether there is suf- 
ficient public support at the state and local levels to gen- 
erate tax funds for continuing the expansion of commu- 
nity mental health center programs. This raises an 
important national policy issue in health and social serv- 
ices, namely, the extent to which social services should be 
planned and budgeted at the national or at local levels. 


CONCLUSIONS 


In the midst of a politically charged climate, NIMH- 
supported community mental health centers are celebrat- 
ing their 10th anniversary. This program appears to be 
following the same historical cycle of other reforms in the 
mental health field—innovation and enthusiasm peaking 
rapidly, followed by criticism and retrenchment. 

In such periods, the social contract between society at 
large and the mental health professions is renegotiated, 
and new criteria of performance, rights, privileges, and 
other forms of regulation and support evolve. At such 
junctures, we professionals require data to legitimize, ex- 
plain, and justify our claims for continued public support. 
I believe that we in the mental health professicns are in 
the midst of such a renegotiation of social contract, and 
during such a historical crisis evaluation research be- 
comes all the more crucial. That is why this paper has fo- 
cused so strongly on the professional's role in evaluation. 

Among the features that distinguish professions from 
other occupational groups is their claim for eutonomy 
and self-direction in using technical and specialized ex- 
pertise. When that claim is granted by society, i: is condi- 
tional on performance at an expected level and on meet- 
ing social needs. In the case of a profession like 
psychiatry, which has its roots in modern science (espe- 
cially the biomedical and behavioral sciences), the claims 
for autonomy and support are expected to be justified by 
evidence of quality based on rigorous scientific standards. 

Because of psychiatry’s professional values and its 
strong historical and educational links to the treditions of 
the biomedical and behavioral sciences, the scope, in- 
tensity, and adequacy of program analysis and evaluation 
research undertaken in community mental health have 
been questioned by practitioners and academicians. Re- 
peated calls have been made for greater commi:ment to a 
higher qualitv of evaluation. Within the profession, there 
have been conflicts and controversy over the goals and 
scope of the community mental health program and over 
specific activities and administrative mechanisms. Be- 
tween the profession and various state, local, and federal 
agencies, dialogue and tension have ensued so taat the ac- 
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tivities of various professional groups are experienced by 
NIMH as “‘thorns in the side of bureaucrats.” 

As the social contract between the mental health pro- 
fessions and society at large is renegotiated, types of sup- 
port, degrees of autonomy, and educational practices are 
being realigned. Psychiatry as one of the major mental 
health professions has a special stake in this renegotia- 
tion. Much, but not all, of the leadership and conceptual- 
ization for community mental health centers developed 
from within psychiatry. Significantly, the community 
mental health movement sparked controversies and gen- 
erated within psychiatry ideological currents as profound 
as the early controversies around psychoanalysis in the 
early 1920s and around shock therapies in the 1930s. In 
this context, evaluation data are of more than scientific 
value: data become a source of power in the process of so- 
cial and professional change. 
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Evaluating the Competence of Trainees: It’s Nothing Personal 


BY ROBERT H. KLEIN, PH.D., AND RAYMOND BABINEAL, M.D. 





The process of evaluating the professional competence of 
trainees in the mental health field is accompanied by 
complexities that are more extensive than in other profes- 
sional fields. The authors draw on personal experiences 
with mental health trainees to delineate some of the ra- 
tional and irrational components of the evaluation proc- 
ess. They describe dilemmas and conflicts for both the 
evaluator and the trainee and make a number of recom- 
mendations aimed at clarifying individual and institu- 
tional roles and responsibilities and minimizing personal 
and institutional distress. 





EVALUATING AND MAKING JUDGMENTS about other 
people is an essential and unavoidable part of living. For 
those who choose to become mental health workers the 
period of professional training is a phase in life when the 
evaluation process assumes enormous significance. Not 
only does one's capacity to learn to successfully diagnose, 
treat, and relate with patients undergo scrutiny, but one's 
suitability for the profession is assessed. This paper will 
explore some of the rational and irrational factors that 
affect the participants in the evaluation process, identify 
the dilemmas they face, and describe a set of procedures 
for increasing the effectiveness of zhis interpersonal ex- 
. change. 


RATIONAL FACTORS: EGO SKILLS AND EXPECTATIONS 


The Trainee 


Evaluations take place at various junctures during pro- 
fessional training. During the course of a single eval- 
uation session the trainee may feel called upon to assume 
roles ranging from that of naive student to that of respon- 
sible professional, sophisticated colleague, or friend. The 
ego skills necessary to successfully execute these diverse 
roles are often complex and difficult to integrate. 

To begin with, the trainee must demonstrate his capac- 
ity to be willingly self-observant, introspective, and eager 
to learn. Evidence of his ability to be honest, perceptive, 
articulate, and nondefensive is highly prized. A sense of 
personal security and stable identity is needed to enable 
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the trainee to consider not only his own critical com- 
ments but also those of the evaluator. He must demon- 
strate his willingness to listen to observations about him 
and interpret these accurately, without distortion. In ad- 
dition, he is expected to admit imperfection graciously 
and sincerely. Furthermore, he may be called upon to 
demonstrate his ability to profit from such evaluation— 
that is, to quickly metabolize criticism, integrate it suc- 
cessfully with his self-perceptions, and constructively 
change his attitudes and behavior. 

Apart from manifesting these specific ego skills the 
trainee may be asked to méintain certain expectations 
concerning the evaluation process, such as a belief that 
the process has been designed to provide him with useful 
and objective information about his performance, that it 
will serve to stimulate new learning and growth, and that 
the evaluator's criticisms w:ll be emotionally neutral. 
Thus he may be encouraged to conceptualize the process 
as a kind of encounter with a computer, consisting of af- 
fectless transmission of information in the form of “feed- 
back." It would appear that nothing personal is involved, 
save for the fact that the evéluator presumably has his 
best interests at heart. 


The Evaluator 


The evaluator too is often called upon to execute a va- 
riety of roles and functions, including those of teacher, 
disciplinarian, character analyst, confidant, and decision 
maker. To perform these roles adequately the evaluator 
should possess the intellectual and emotional resources 
necessary to be a competent, conscientious professional 
qualified to act as a suitable rcle model for the evaluatee. 
Sensitivity to his own personal needs and conflicts and 
the impact of his evaluation upon the trainee is needed. 
His criticisms should be accurate and constructive and 
his standards should be realistic and clearly trans- 
missible. 

The expectations and beliefs that the evaluator is asked 
1o maintain resemble those required of the trainee—a be- 
lief that the evaluation process may serve as a stimulant 
for new learning and growth, that evaluative feedback 
can be rendered in an objective, helpful fashion, and that 
the trainee is interested in receiving feedback from him. 


IRRATIONAL FACTORS: NEEDS, FEARS, AND WISHES 


The Trainee 


The unconscious needs that both parties bring to the 
evaluative encounter inevitably contaminate the objective 
handling of the task. Thus, the often repeated request by 





trainees for “feedback” frequently turns out to be a de- 
sire for “feeding.” The evaluatee wants to be loved, ap- 
preciated, and given “good strokes.” The evaluation 
process offers the prospect of hearing, in a summary and 
condensed way, that one is valued and has worth and that 
the feared consequence of loss of love is not imminent. 
An admixture of constructive criticism may be the price 
to be paid for being told by the evaluator that, overall, the 
evaluatee is loved. 

Trainee status also mobilizes a variety of group-related 
concerns. The trainee group often becomes more cohe- 
sive when faced with the common external threat of eval- 
uation. The jealousy, anger, contempt, and self-right- 
eousness that may be associated with trainees' internal 
evaluations of one another can be unconsciously dis- 
owned and projected onto the outsiders who render for- 
mal evaluations. 


Several members of a group of psychiatric residents were 
judged by their evaluators to be deficient in their performance. 
An administrative decision was made not to renew their con- 
tracts. The remaining members of the group felt their security 
was jeopardized and rose vigorously to the defense. They chal- 
lenged any procedural omissions or evasions that had been 
made in the feedback process. The administrative decision was 
eventually accepted by them; but, as a group, they grieved the 
loss of the more nurturant atmosphere they felt had once pre- 
vailed within the department. On an individual level trainees be- 
gan to be more active in requesting interim evaluations, show- 
ing somewhat less of an attitude of trust: “Will I be next?” 


A peer evaluation is inevitably wished for—or feared— 
in the evaluation process. Even if there are no actual 
group rankings, there is a sense that one has been mea- 
sured both against some absolute standard of perform- 
ance and some more relative peer-based standard. Some 
trainees may unconsciously seek the status of favored 
child within the family, though this threatens their peer 
group loyalties. 

Mental health trainees know that an evaluation of 
their performance cannot be isolated from an evaluation 
of their personal characteristics. The evaluation is seen as 
a potentially omniscient reading and the wish/fear is that 
a brief character analysis will be delivered. The trainees’ 
hope is that good qualities will be seen and that the eval- 
uation may constitute a quick and inexpensive psycho- 
therapy; the fear is that some horrendous flaw will be 
identified. 


A medical student developed a significant reactive depression 
and entered psychotherapy at the end of his clinical psychiatry 
experience. One precipitating factor was an oral evaluation 
given to him by a psychiatry resident. The resident noted a re- 
current item of behavior that he suggested might be indicative 
of an identity conflict. The student felt devastated. The conflict 
suggested by the resident was one the student had feared he pos- 
sessed but had assumed was not noticed by others: “It was my 
worst fears being realized." 


Sometimes the opposite situation occurs—a good eval- 
uation is not acceptable to the trainee. 
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A medical student came for his scheduled “feedback session” 
and heard his clinical performance in his psychiatry clerkship 
described in largely positive terms. His reaction was: "'Is that 
all?" He seemed disappointed. Later the same student entered 
psychotherapy and reflected back on that evaluation. He was 
highly self-critical and viewed his success as fraudulent. To him 
his positive evaluation only meant that he had “pulled the wool 
over the faculty's eyes" and that his real distress and conflict 
had not been identified. : 


Although overestimation of the evaluation process 
may sometimes occur, the evaluatee may defensively 
wish to deny that the evaluat:on process has much signifi- 
cance at all. If there is a cho:ce about hearing evaluation 
results, he may choose not to. In addition, the source of 
the evaluation may be disqualified. “I never respected 
him anyway; who cares what he thinks." Defensive mile- 
age can be obtained from such terms as “personality con- 
flict” and “failure in communication." Furthermore, 
medical and nursing students who are gaining clerkship 
experience before making a specific career commitment 
may content themselves with the notion that the entire 
field of mental health is vague and ephemeral and that 
they never intended to pursue it professionally anyway. 


The Evaluator 


The evaluator may wish to see himself as supportive 
and benign and may seek reassurance from the trainee re- 
garding his attractiveness as a person and his expertise as 
a professional. Such needs often mobilize concerns over 
the control of aggression. Will a critical evaluation result 
in the rejection, failure, or psychic mutilation of the 
trainee? Furthermore, will such an evaluation lead to a 
loss of love and respect from the trainee? 

The aggression—and at times sadism—of the eval- 
uator is more likely to be cloaked in secrecy when institu- 
tional procedures guarantee the confidentiality of written 
evaluations. When evaluations are shared with a trainee, 
there must be a great deal more caution and precision in 
documentation. With shared evaluations the supervisor 
becomes more concerned not only with his own aggres- 
sion but also with the potential counteraggression of the 
trainee. It is worth remembering that in medieval univer- 
sities students were required to swear that if they did not 
succeed in their tests they would not “take vengeance on 
the examiner with knife or other sharp instruments" (1). 

As a member of an institution the evaluator is also 
being evaluated by his own peers. His evaluations can be 
regarded as a statement of his clinical supervisory skills. 
“Will my colleagues think I’ve been duped by this stu- 
dent?" Consequently, in the past it has been easier to err 
on the safe side by being critical and grading low. When 
evaluations are shared and made public, the evaluator is 
pinched between his need to produce an evaluation suit- 
able for sharing with the evaluatee but also suitable for 
his own needs within the institution. 

For the evaluator to have to relate in a personal, social 
way to the trainee compounds these problems. It may be 
particularly difficult for the "near-peer" to maintain ob- 
jectivity and optimal professional distance. Yet learning 
how to evaluate another colleague in an equitable way 
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EVALUATING THE COMPETENCE OF TRAINEES 


provides a growth experience, an opportunity for dis- 
ciplined intimacy that adds an important dimension to a 
training program (2). 

The rivalry posed by a trainee may provoke an eval- 
uation that is cloaked in therapeutic intent but that seeks 
to provide an oedipal victory for the evaluator. 


. A young supervisor was faced with a capable trainee and felt 
challenged by him. In response he seized upon an aspect of the 
trainee's behavior as symptomatic of zhe trainee's need for psy- 
chotherapy. On calmer reflection the supervisor realized not 
only the competitive nature of the conflict but also that a 
struggle he was having in his own personal analysis was being 
duplicated with the trainee. He was identifying with behavior of 
his analyst that he saw as punitive and controlling and inflicting 
this controlling stance on his trainee. 


Other countertransference reactions may also inter- 
fere. For example, a perception that a trainee is **vulner- 
able" may make candid feedback difficult. 


It proved to be difficult to give accurate evaluations 10 a 
woman trainee who was easily moved to tears. A senior faculty 
member who had not been personally involved with her held a 
special session for the purpose of giving her a warning about her 
marginal performance. At the end of i: he was surprised to dis- 
cover that he had failed to convey fully to her the seriousness of 
the situation because of his responses to her “sweetness and sen- 
sitivity.” 


CONFLICTS AND DILEMMAS 


The Trainee 


Upon entering the evaluation process the trainee is 
faced with some thorny conflicts and dilemmas. One crit- 
ical problem is the issue of trust. Can he count on the 
evaluator to maintain his neutrality and to provide con- 
structive feedback? The matter of confidentiality is also 
relevant. What becomes of written evaluations con- 
cerning his performance? Who has access to these? 

Another complex issue is the extent to which the eval- 
uation process should involve a mutual interchange of in- 
formation (3). How interested is the evaluator in receiv- 
ing feedback from the trainee? How safe is it to comment 
upon the evaluation process, the observations and criti- 
cisms made by the evaluator, or his qualifications and 
motives? Will such comments be distorted, listened to se- 
riously, or dismissed as resistance? 

A crucial issue is the realistic consequences and impli- 
cations of the evaluation process for the trainee. The 
trainee must evaluate the kind of decision-making power 
invested in the evaluator. Will his class standing, continu- 
ance in the program, or promotion be determined by the 
evaluator? If he addresses himself too vigorously to the 
disclosure of his inadequacies and concerns, he may run 
the risk of being perceived as vulnerable, incompetent, or 
in need of psychotherapy. On the ozher hand, if he mini- 
mizes such matters and carefully monitors expressions of 
anxiety or inability to function adecuately, he may be re- 
garded as rigid, lacking in ego skills, or too controlled. 

The fact that the evaluation of knowledge and per- 
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formance in mental health fields is inherently more sub- 
jective than in many other fields compounds these prob- 
lems (4). The vagueness and arbitrariness of criteria for 
performance add to the trainee's basic anxiety: *I am ex- 
pected to perform well in ways that cannot be precisely 
specified and to be candidly self-evaluative concerning as- 
pects of my behavior of which I am unaware." Further- 
more, though his efforts will be carefully evaluated, there 
is little evidence that any significant relationship exists 
between traditional evaluative measures and subsequent 
professional competence(5,6). Small wonder that, 
faced with this Kafkaesque problem, many trainees fall 
back on trust in luck, fate, and the benignity of the 
evaluator. 


The Evaluator 


The evaluator is faced with the task of defining the pur- 
poses and format of the evaluation process and the cri- 
teria by which performance will be measured. Different 
approaches may be required depending upon whether the 
evaluation is formative or summative—that is, whether it 
Occurs in the context of ongoing performance or at the 
conclusion of an assignment (7). The evaluator must also 
decide the nature of the climate he wishes to establish 
with the trainee (8). Shall he function as a neutral person 
or as an advocate for the trainee? Should his comments 
be primarily performance-oriented or person-oriented? 

When the evaluation is basically positive these issues 
are not especially difficult to resolve. However, when the 
evaluation has many negative aspects these matters are 
much more complex. Such an evaluation not only implies 
inadequate performance but frequently triggers far more 
anxiety-arousing concerns in the trainee over possible se- 
rious personal defects or psychopathology. 

Whether an evaluation is favorable or unfavorable, the 
evaluator must accept responsibility for his criticism and 
the decision-making implications that follow from it. 
Matters of timing and dosage are relevant here. The 
readiness of the trainee to receive and constructively re- 
spond to feedback needs to be carefully assessed. A here- 
it-comes-ready-or-not approach by the evaluator may 
have destructive consequences. The pressure for “full dis- 
closure" of evaluations needs to be tempered for the pro- 
tection of the trainee. Privacy, defensive structures, the 
dignity of the individual—all need to be respected. 

Surprise negative reactions may occur if the trainee 
has been denving feedback that can no longer be avoided 
when the evaluation is formal. However, in our experi- 
ence procrastination on the part of the supervisor until 
the “day of judgment” has been more frequent. This be- 
havior often leads the trainee to feel betrayed. 


A medical student was given an evaluation of his clerkship 
performance that was largely unfavorable. The student ex- 
pressed shock and disbelief and claimed that he had heard none 
of this before but, rather, had been led to believe he was doing 
quite acceptable work. When his claims were investigated, they 
were found to be true. The first-year psychiatry residents super- 
vising students had found it difficult to confront this aggressive 
and personable student with their critical views. Two of the resi- 
dents had hoped their identities would be kept secret-from the 
student when they submitted their evaluations. A third resident 





turned in fury on the evaluation process itself, claiming that it 
was outrageous to evaluate other human beings. 


Another dilemma for the evaluator concerns conflict of 
interests. To what extent is his contract with the institu- 
tion at variance or in harmony with his contract with the 
trainee? Are responsibilities and obligations to each con- 
sistent? 

The contract between the institution and the individual 
trainee also requires consideration. Specifically, what has 
the trainee been given to expect about the security of his 
position? The climate thought to prevail at an institution 
influences those who apply for membership: unantici- 
pated alterations in the institution’s organization, its 
leadership, or its financial status may produce inconsis- 
tencies in existing contracts. 

Furthermore, contracts are determined within the 
broader context of societal norms. The roles of the par- 
ticipants in the evaluation process are influenced by the 
zeitgeist. Thus, today’s evaluator may be faced with more 
suspicious and militant trainees who, prompted by socie- 
tal influences, seek to alter the traditional balance of 
power in a more egalitarian direction. 


RECOMMENDATIONS 


The establishment of an effective working relationship 
between a trainee and an evaluator is no easy matter. 
Each of the participants must come to terms with a vari- 
ety of complex and emotionally arousing issues. More- 
over, this relationship is established within an institu- 
tional context, features of which may either faci.itate or 
impede its growth. 

The following recommendations arise from our experi- 
ences as individual evaluators and from our participation 
at a departmental level in an examination of the eval- 
uation process. Two levels of responsibility are consid- 
ered, the institutional (departmental) and the individual. 


The Institution 


In our opinion the institution should establish the fol- 
lowing procedures: 

l|. Decide whether evaluations are necessary and if so 
for what purposes. The value of accomplishing these pur- 
poses should be weighed against the costs involved, e.g., 
expenditure of time, money, energy, and educat:onal re- 
sources. 

2. Determine whether the evaluation process consti- 
tutes a formal part of the training program. If so, eval- 
uations should be put in writing and shown to trainees for 
comments. Formative and summative evaluations should 
be provided at specified intervals. 

3. Selectively choose evaluators and indicate what is 
expected from them. Individual psychotherapy tutors 
who work closely with trainees, for example, cauld pro- 
vide a different type of evaluation from that given by a 
seminar leader. [t may prove helpful to specify in ad- 
vance which areas of trainee functioning should be con- 
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sidered by evaluators, e.g., teaching skills, an ability to 
interview and gather data of clinical.relevahce, a capacity 
to profit from supervision, an ability to work effectively 
with team members, etc. 

4. Assign to one evaluator responsibility for in- 
tegrating the separate evaluations provided for a given 
trainee. This summary evaluation would also be dis- 
cussed with the trainee and signed by him. . 

5. Decide whether to make formal provisions for a 
mutual exchange of views between trainee and eval- 
uators. Written evaluatiors by trainees of their eval- 
uators may prove instructive and desirable in this regard. 

6. Specify what becomes of written evaluations, who 
has access to them, and what their implications and con- 
sequences will be. 

7. Solicit written critical commentaries from the par- 
ticipants on the process of evaluation and select a person 
to coordinate this area of departmental functioning. 

8. Examine evaluation policies vis-à-vis those of other 
departments that make up the membership of the 
broader institution (e.g., the medical school). 


Individual Participants 


The trainee should: 1) assume responsibility for using 
the evaluation process as an opportunity for learning, and 
2) assume responsibility in his written assessment of the 
process and the evaluator for remaining objective and re- 
alistic. 

The evaluator should: 1) convey a clear definition of 
the purposes and format of the evaluation process, 2) 
specify the criteria by which performance will be as- 
sessed, 3) clarify his own style of working with patients 
and his orientation to the supervisory and evaluative 
process, 4) identify his role in the decision-making proc- 
ess concerning the trainee's performance level, 5) provide 
for discussion of roles and responsibilities of the partici- 
pants, the expectations that each brings to the process, 
and any problems that arise as a result of multiple con- 
tracts, and 6) initiate efforts to identify, examine, and re- 
solve any irrational factors that affect the participants. 
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The Coping Behavior of Nazi Concentration Camp Survivors 


BY JOEL E. DIMSDALE, M.D. 





This study of coping strategies reports on interviews with 
19 survivors of Nazi concentration camps. The subjects, 
relatively healthy survivors who were not severely psychi- 
atrically disabled, were interviewed in Jerusalem and the 
San Francisco Bay area. The author presents a classifica- 
tion of coping strategies in extreme stress situations and 
discusses the long-term effectiveness of certain of these 
Strategies. 





THE NAZI CONCENTRATION CAMPS killed 72 percent of 
eastern and central European Jewry (1). The inmates 
faced total rule by a hostile bureaucracy; extensive over- 
crowding; starvation; destruction of values, status, so- 
ciety, and family; and the threat of impending death. 

Such genocide efforts are hardly new; other examples 
from this century range from the Turkish attack on the 
Armenians in 1912 to the Bangladesh tragedy of 1971. 
What appears to be unique about the Nazi effort was the 
bureaucratization of the stress and death immersion ex- 
perience. It was only through a careful study of the ma- 
chinery of destruction, transportation lines, and propa- 
ganda for internal and external dissemination that the SS 
was able to achieve its aims so successfully. This success 
in bureaucratizing which characterized the SS genocide 
troubles the citizen of this century about possible future 
applications. 

Although the concentration camps may not teach us 
much about coping with everyday stress, they do teach us 
much about coping with severe stress—stress not unlike 
that faced in prisons or disaster situations. The effects of 
the concentration camps on the survivors are well docu- 
mented (2). But very little has been done to specifically 
study coping in the camps, asking the question, ^How did 
anyone keep going and survive such stress?" This is not 
surprising since the concept of coping, which essentially 
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focuses on how a person responds to stress, is relatively 
new (3). 

Coping has connotations similar to the concept of de- 
fense mechanisms but incluces a broader range of actions 
the person can use to help vitiate the impact of stress. 
Coping includes such processes as individual flexibility 
and habits of information gathering as well as a variety of 
defense mechanisms. We have descriptions of a number 
of coping strategies from a variety of study settings—e.g., 
burn victims (4), graduate students taking comprehensive 
examinations (5), and normal adolescents (6). 

There has been some difficulty defining coping more 
precisely because it has been held that almost any re- 
sponse of the person to stress is coping behavior. A more 
specific definition of coping is possible if one analyzes 
behavioral responses in terms of short-term and long- 
term consequences and also in terms of internal versus 
external changes. Truly functional coping behavior not 
only lessens the immediate impact of stress but also 
allows the person to maintain some sense of self-worth 
and unity with his past and anticipated future (7). This 
paper examines further the distinction between function- 
al and nonfunctional coping behavior in the network of 
coping strategies used by concentration camp survivors. 

Although very little work has been done concerning 
coping among concentration camp survivors, there are 
strongly held beliefs about the phenomenon. In some 
cases these beliefs are based on personal experience and 
in others on so-called popular opinion. Bruno Bettelheim 
was one of the first psychologists to write on this phe- 
nomenon; his writings are based on his experiences in Ge- 
stapo (internal intelligence) political camps rather than 
the concentration camps that developed later for the ex- 
plicit purpose of extermination. In his work he described 
the forms and stages of intellectual withdrawal he ob- 
served in himself and others (8). Viktor Frankl wrote 
about his experience in the coacentration camps, empha- 
sizing the importance of the vay in which the person in- 
terpreted the stress and the importance of finding some 
meaning to his suffering (9). While both Bettelheim and 
Frankl provided much insight, it is important to ascertain 
the generality of their experience and the incidence of 
other coping strategies. 

There are two other widely held beliefs with regard 
to coping in the camps. One is that the individual was 
completely powerless to influence his fate; the other is 
that only the barbaric inmates survived. Both of these 
beliefs are based more on popular opinion than a study 
of the concentration camp survivors. 


METHOD 


Survivors were located through rabbis, word of mouth, 
and the assistance of an organization of concentration 
camp survivors. In every case the survivors contacted 
were regarded as relatively emotionally stable, although 
the criteria for assessing their mental health were not rig- 
orous. “Health” was defined simply as ability to function 
in society—through work or family. The second charac- 
teristic of those sought for interviews was that they be 
willing to talk about their experience. Semistructured in- 
terviews were held in the survivors’ own homes. Inter- 
views were conducted in each survivor's native tongue, 
and interpretation was used as needed. The interview ses- 
sions lasted two to eight hours and were tape-recorded; 
those portions of the tapes directly pertaining to coping 
were later transcribed. 


RESULTS 


The following two case vignettes are noteworthy be- 
cause of their general strong coping tone and because of 
the differences between the two means of coping. 

Sara was 20 years old in 1939. Before the Germans in- 
vaded Poland her family had talked at great length about 
emigrating to Palestine, but the parents were frightened 
of leaving their own country. On the first day they were 
taken into custody Sara lost her parents and was sepa- 
rated from her husband and infant son. She said that 
from the first day 


“I had a belief. a religious belief. I was convinced that all the 
wrong things had to change and we would be free. Mv mother 
put in me the belief that if someone is doing right, he will not al- 
ways suffer. In Auschwitz I saw my husband at a distance, and I 
shouted to him that we would meet again, never to give up. I 
picked the good from the bad situation; they took us to the 
plaza and killed half of us, but I survived. They took us to a la- 
bor camp and told us we would all die there, but I lived. Then to 
Auschwitz, but always I kept remembering that I got through 
these things in the past. In Auschwitz I was beaten maay times, 
the shooting, the smell, the electric fence, but I knew t5 survive 
I had to believe, believe that such a bad thing cannot win." 


After the war Sara and her husband moved to Amer- 
ica; she continues to believe that her small child survived 
the war and is living somewhere. The aftereffects of the 
camp, she said, have been “to make me nervous. I try to 
control myself, but I have ulcers. I try to contro! myself, 
to talk myself into feeling better. It is just like in the 
Middle East today—you must have hope; [ hope for a so- 
lution, a happy solution, that they can live together side 
by side." 

Her overriding coping strategy has been the mobiliza- 
tion of hope. It is an active sort of hope, a conviczion that 
things will improve. She was evidently sustained by a pre- 
existing mode of belief, firmly established, that ultimate 
outcomes must be benign, that suffering can be eadured. 

Jacob was 30 years old when he, along with his wife 
and child, was taken from Germany to Dachau. He is the 
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sole survivor of his family. 


“On the first day I learned that the SS would kill me even- 
tually. I knew that I would die, that there was no possibility a 
man could go from the camps. The uncertainty was removed 
and also the fear; I became active in the camp underground. 
Each day we had many tasks—to save this person, watch the 
new transports, etc. We were so active in the camp under- 
ground that we did not pay any attention to the danger. I 
worked as a carpenter in the camps and always kept a cyanide 
pill if the SS should suspect me, catch me, and interrogate me.” 

After the war Jacob moved to an eastern European country 
and got into conflict at the government agency where he 
worked. “I spoke out against them and the director came. We 
argued and he fired me and put me in a mental hospital. The 
psychiatrist pointed out to me that I was not perceiving danger 
properly, that I was insulting powerful men in the government 
who could do me great harm. In a sense it is true; I don’t feel the 
right proportion between the danger and the consequences.” He 
later escaped to Israel. In talking about his current life, he states 
“Now I don’t feel fear but I feel very tired.” 


The feeling one gets from Jacob is that he has coped 
through defying and actively resisting danger. This mech- 
anism characterized his life in the concentration camps as 
well as afterward. 

The differences between these two cases are striking. 
The apparent constancy of each person’s coping strategy 
is also striking. However, when each interview is exam- 
ined statement by statement, it is apparent that many 
coping strategies are used by a given person—let alone by 
a variety of people. 


CLASSIFICATION OF COPING 


The rest of this paper will describe various coping 
strategies and their implications. This description is 
based on an analysis of each coping statement made by 
the survivors. These coping strategies are summarized in 
the following list: 


1. Differential focus on the good. 

2. Survival for some purpose. 

3. Psychological removal, including: intellectualiza- 
tion, belief in immortality, time focus, humor, and 
"musselmann." 

4. Mastery—environmental and attitudinal. 

5. Will to live. 

6. Hope—active and passive. 

7. Group affiliation. 

8. Regressive behavior. 

9. Null coping—fatalism. 

10. Anticoping—surrender to stress. 


A prominent coping strategy is the differential focus on 
the good. This is essentially a ‘‘figure-ground”’ problem; a 
person at all times has a choice as to what to focus on— 
foreground or background, good or bad. In most in- 
stances camp inmates adjusted their demands for plea- 
sure so that these demands were consistent with the envi- 
ronment. Thus many focused on the small gratifications 
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of getting through the food line without a beating and ig- 
nored the larger tragedies of the camps. Also involved 
here is the simple appreciation of beauty, even in the 
midst of ugliness. One survivor commented on the sunset 
against the distant fields. 


Sarah: “In the camps I saw many prisoners beaten to death 
‘when they could work no more. However, that was a good pe- 
riod for me; we had no work on Saturday and were in camps 
where we could walk in the fields and sometimes had the luck to 
catch a potato or a carrot.” 


Survival for some purpose was an extremely powerful 
motivating strategy. The person who had to survive to 
help a relative, to bear witness and show the world what 
had happened, or to seek revenge—this person was using 
a strong coping style. It is a style described at some 
length by Frankl (9). 


Sarah: “I wanted to find my child, I wanted to be back with my 
husband. The feeling that somebody needs you is more impor- 
tant for survival than just the feeling that you have to survive. 
There were times that I did not feel like waiting for my food, 


thinking that I could get it tomorrow, but then I remembered . 


my sister needed me and my husband needed me." 


Naomi: “Once I saw a woman beaten with a whip by an SS 
man because she stole a carrot in the field where she worked. To 
see that young girl stretched out naked on the ground with the 
SS man beating her, I vowed I would rever forget it." 


The third major coping strategy is.that of psychologi- 
.cal removal. It essentially revolves around insulating one- 
self from the outside stress, develcping ways of not feel- 
ing so that “I’m not here," and “This is not happening to 
me." Such strategies were discussed by Bettelheim (8). 
These general denial strategies were omnipresent and 
were often effective in shielding the person from a com- 
plete realization of the shock. 


Josef: We were not very clever, we did not want to believe that 
anything was going on. There were rumors going around but we 
preferred to believe the version that said that the Jews are col- 
lected in camps where they are treated all right." 


John: “We talked together as friends about concrete things, not 
about feelings. I think all of the feelings were blocked; if you felt 
too much, you felt bad. To feel was to feel unpleasant, better 
not to feel at all, don't think about it.” 


The strategies of removal include certain sub- 
categories. Intellectualization is a very successful way of 
withdrawing from the impact of the situation. The “‘feel- 
ing I" no longer has to bear it and instead is replaced by a 
“photographic dispassionate I.” 

Many people were able to decrease the impact of the 
threat of death by withdrawing into considerations of im- 
mortality—personal immortality, an immortality of the 
Jewish people, or the immortality of a political move- 
ment such as the Communist party. 


Laura: “I believed in my personal survival. You felt that it 
could happen to everybody around you, but death could not 
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happen to you.' 


Tanya: “We Jews have always been great sufferers, and I knew 
that we would grow up and survive this too.” 


By possessing some religious belief the person was able 
to remove himself from the camp world to another world 
of different values and meanings. 


Henry: “Many times I would say ‘Shema Yisroel,” and it 
would give me extra strength. To say the ‘Shema’ was to say 
that somewhere, even in this period of great loneliness and anti- 
humanity, there is someone to whom you can address yourself.” 


Time distortion was another way of not feeling the 
stress. Focus on the peaceful past or a presumably peace- 
ful and happy future was helpful; likewise, focus only on 
the present moment was helpful in removing consid- 
erations of what had happened already and the probabili- 
ties of continuing imprisonment. 


‘Henry: “Life was carried on from day to day, one day to an- 


other; we lived from one meal to another. Any thinking that I 
did was no longer than a couple hours or the next day into the 
future. I did not think any longer than the immediate period 
and its needs.” 


The role of humor in mediating stress is well known; it 
is a potent agent for psychological removal from the 
stress situation. 


Chaim: “I remember a kapo? joking with us, ‘Behave properly 
because yesterday a man was even killed for not behaving.' We 
thought it was very funny, the irony of such a warning in 
Auschwitz." 


The final and most complete stage of withdrawal was 
withdrawal into a “‘musselmann’” stage, a stage charac- 
terized by profound apathy, complete indifference to the 
surroundings, and a lack of any response to the environ- 
ment, both physical and interpersonal. Almost all who* 
reached this stage and who were not immediately rescued 
by their comrades never returned from it. They were im- 
mediately selected out and killed. Almost all inmates had 
brief episodes of semi-musselmann behavior in which 
they completely ceased to feel, ceased to struggle to sur- 
vive, and became psychologically “not here" in the camp. 
These brief episodes were usually brought on by sudden 
massive onslaughts such as those that occurred when the 
inmates arrived at the camp. 


Henry: “In the beginning I was comfortably blind; it was as if I 
had reached the moon or another world. It was like I was in a 
state of shock, not feeling, nor realizing what was going on.” 


Jewish prayer beginning "Hear O Israel, the Lord our God, the Lord is 
One." 


?Guard chosen from the ranks of prisoners. 


*Camp slang for the severelv apathetic and fatalistic inmate. 





It is this musselmann stage that especially draws our at- 
tention to the question of the efficacy of various coping 
strategies. Apparently some strategies may have effec- 
tively mediated between the person and the impact of 
stress but may at the same time have virtually guaranteed 
the person’s death. More difficult to assay are the long- 
term effects of certain habitual coping strategies. One 
wonders whether the same coping habits are functicnal in 
other circumstances or are easily changed. 

Another major category of coping revolves about the 
concept of mastery. If the person is still able to express 
some autonomy through mastery of a portion of the uni- 
verse, external or internal, then he does not feel defeated 
by the stress. The concentration camps were unique in the 
degree of assault on individual autonomy. Survival was 
enhanced by counteraction—ways of actively manipulat- 
ing or resisting the stress system. Survival was also en- 
hanced by counterthought—resisting the internal impact 
of the system, not allowing oneself to be crushed or dehu- 
manized by it. The concentration camp provided very 
little room for autonomy through counteraction, and yet 
the opportunities were used to the fullest. Once it was 
realized that the purpose of the camps was to kill, any- 
thing the inmate did consciously to stay alive was an ex- 
pression of his autonomy. Gathering information, help- 
ing fellow prisoners, resisting the camp machinery even 
in the most trivial ways—all these activities bolstered the 
person. 


David: “The thing that kept me alive was to focus on where I 
could find a blanket, something to chew, to eat, to repair. a torn 
shoe, an additional glove." 


No matter how rigidly the SS controlled mastery 
through action, there was still attitudinal mastery. This, 
too, faced a massive onslaught; it was difficult to main- 
tain any self-esteem under camp conditions, and yet 
many inmates were able to continue thinking of them- 
selves as human instead of "ungeziefer" (vermin), as they 
were called by the SS. 


Tanya: “On Yom Kippur my mother always wanted me to fast 
and my father always told me that I was always bad anc would 
break the fast too soon so why not spare the little stomach the 
hunger pains and eat. Every time I would start with good in- 
tentions, and father would bribe me with delicacies. When I was 
in Auschwitz, for the first time I fasted. Mother was dead so I 
could not please her; I did not believe in God at that point; [ just 
wanted to show the Germans that I could be Jewish if I wanted 
to be, even in Auschwitz.” 


The most basic coping strategy was simply the will to 
live. It may seem trivial but in many respects it was one 
of the most important aspects of coping. For some, this 
almost protoplasmic unthinking reaching out for lfe was 
the only "coping" mediating between the individual and 
surrender to stress. In the concentration camps there was 
no question but that to prolong life meant to prolong suf- 
fering. Many people performed the mental calculations, 
decided it would be better to die, and yet continued to try 
for survival semiconsciously. 
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David: “The next night after | moved blocks, my entire old 
cellblock was eliminated. What I remember from that night of 
death—the terrible cries from my old block and my old com- 
rades[sobs]—1 covered my ears with my blanket, but I could 
not overcome the shouts and cries and my own fears. I only 
wanted to live through that night and see again the daylight." 


The mobilization of hope was basic to survival; it acted" 
as a kind of kindling to action. Without it coping was 
limited to actions that would be easily fatigued by the re- 
peated stress of the camps. There were two forms of 
hope: one was an active hope, a belief that the camps 
were abberrant and would not last—a conviction that 
"this cannot go on forever." The second hope was more 
passive, conveying the attitude "Where there is life, there 
is hope." 


Sarah: "All during the camps I believed that somehow some- 
body would come and save us. I always believed that I must 
have hope; I just knew that I had to believe in my survival, that 
such a bad thing cannot win." 


Henry: “The ray of life, the sparkle of hope kept me going. 
When I was in one of my worst moments, my friend clapped me 
on my shoulder and said ‘Everything will be all right, cheer up.’ 
That was like a prescription, it helped me. It was as if I was in a 
desert of blackness and one fine ray of light was slipping 
through, and it was enough. A breath of hope allows a person to 
live." 


Group affiliation was important in providing informa- 
tion, advice, and protection. It was also important in re- 
inforcing the person's sense of individuality and worth. 
The group was one place where one was not a number but 
a comrade. Groups ranged from the political (e.g., the 
Communist party) to collections of people from the same 
country or to small family groups. The size of the group 
was not of key importance; the two-person friendship 
group, which was very common, was extremely effective . 
in mediating between the person and stress. If an inmate 
was unsuccessful in affiliating with a group within the 
first few days of internment, his chances of survival were 
very limited. 


Sarah: "We had a group in Auschwitz singing operas and 
shows. We were not always in the mood for it, but sometimes in 
a quiet moment we would talk about the past and everybody 
would play a part from the show he had seen. In Auschwitz all 
the time the ovens were going, day and night, and they told us 
that they would burn us. But my sister and I consoled each 
other." 


Occasionally the camp inmate was able to receive help 
from other inmates or from camp guards by extremely 
regressive behavior. The motivation to help a crying 
child or adolescent was very strong. Such crying seemed 
to elicit a helping response from the older inmates, even 
in Auschwitz. 


Ruth: *When I was in jail I cried so much that the whole jail 
came over to see what happened. I cried, I cried, I cried, 1 cried 
that I had been in jail, that I was alone, 1 shall never see my 
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brother, my father, nobody, I’m gone forever, and the other 
prisoners helped me.” 


Tanya: “We kids did not struggle to survive, we just treated the 
camp like a hostile, dangerous playground, and sometimes 
people would help us." 


. All of the coping strategies described above lessened 
the impact of stress. Two other major strategies are 
“coping” only in a very special sense of the word. One is 
a kind of null coping where the person does nothing, in- 
ternally or externallv, to mediate the stress but instead 
relies on fate or others. Although such behavior may not 
lessen the impact of stress, it does alter the perception of 
it. To experience severe stress passively was not as bad as 
to experience the stress and to blame oneself for not 
being able to avoid it. In this sense, a fatalistic attitude 
was helpful. 

We háve talked about coping and null coping. There is 
one last major stance, which is a kind of anticoping. 
Here, the person completely surrenders to the stress and 
acknowledges that “it is right and the Self is wrong." 
Even this strategy is slightly functional in that it removes 
the dissonance of the situation. To the extent that the in- 
mate was able to identify himself as vermin belonging in 
the camps, he would feel his internment to be just. This 
was not a common strategy, but there are occasional 
hints of it in the greater-than-life magnification of the SS. 


Ruth: “That horrible man Mengele is still living. He lives, he 
lives in Argentina in the jungle on an island. He is surrounded 
bv the army. He was the evilest man I ever met, he was the 
handsomest man I ever met, he was dark with blue eyes and tall 
and looked like a god. The first time I saw him ] remember 
saying to myself, *He is so beautiful. he cannot possibly be 
bad. ” 


The classification of coping strategies given earlier is a 
loose one because there is much common ground among 
the different strategies. Coping behavior is complicated; 
more often than not a brief coping statement may be 
found to contain a number of different strategies. The fol- 
lowing statement illustrates this complexity. 


Tanya: “I thought, I tried, I did all kinds of things to survive 
and to help others survive, but after a while it was only God that 
allowed me to survive” (strategies: counteraction, survival, 
group affiliation, religion, and fatalism). 


The very difficulty of connecting these statements with 
any one strategy in the list illustrates the dynamic and 
changing process that coping represents. In the example 
from Tanya just cited there appears a certain trend, a 
turning from one strategy to another and then to another. 
This is probably the most accurate description of an indi- 
vidual’s coping behavior. 

One feels that various coping strategies may be more 
or less effective, that there may be a hierarchy of func- 
tional coping strategies. To answer this question con- 
vincingly requires a far larger sample than this study pro- 
vides and also requires more precise definition of coping 
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strategies. But some inferences may be drawn from our 
sample. 

It may be a sign meriting concern to see a person over- 
whelmingly favor one strategy, such as a strategy of with- 
drawal. This strategy is essentially a process of building a 
wall between the experiencing self and an oppressive real- 
ity. Over time it becomes extremely difficult to coax such 
a person into dealing with reality again. 


Anna was five years old when she witnessed the shooting of 
her family. She lay hidden in a cave alone for the next two years 
of her life, coming out only to scavenge for food. At age eight 
she was finally caught and placed in Bergen-Belsen. Anna 
learned very early that the world was hostile and venomous, and 
she learned to withdraw her concerns from the world. In this 
way she tolerated and survived the war years. Today she lives 
an outwardly normal life but states “I must keep frantically - 
busy, so that I don’t stop and remember what the world is like; 
that is my way of going on." 


The person who copes by focusing on survival for some 
concrete purpose is in danger when this reason for sur- 
vival is destroyed. It is tragic to see a husband who strug- 
gled to survive and be with his wife again only to dis- 
cover later that the wife had been killed in the war. 


Saul: “Only when I returned home did I become aware of what 
I had lost. In Auschwitz I only suffered physically, but spiritu- 
ally hope maintained me in life. When I saw that all hope was 
lost—no family, no wife, no child, no anybody anymore alive, 
then came the shock." 


No less tragic is the person who theoretically attains 
his goal but finds that its taste is bitter. Those who coped 
by anticipating future revenge against the Germans were 
not satisfied. The enormity of what they had suffered 
made any single act of revenge seem trivial. 

Those who coped by compromising their integrity too 
much suffered severe guilt. The survivor guilt phenome- 
non is universal (10). When combined with guilt about 
actions taken in the camp in cooperation with the SS or 
to harm a fellow inmate, the guilt became overwhelming. 

Those who survived by focusing intently on later being 
a witness to the world and telling what had happened en- 
tered a world that was not interested in what had hap- 
pened to them. 


Albert is such a man, a man who described himself as a cam- 
era in the camps, constantly recording so that he could obtain 
justice later. After the war no one ever asked him about the 
camps, and he felt very guilty, that he had cheated in some fash- 
ion by surviving without bearing witness. His interview lasted 
eight hours at one sitting; it was his first opportunity to "bear 
witness." At the end he said “I have failed. Nothing I can say 
can conjure up to you what we went through; I have failed." 


CONCLUSIONS 


A study of coping among concentration camp survi- 
vors is important not only because of the significance of 
the event itself but also because of the similarity between 
the Nazi concentration camps and continuing events. 





It is of further interest because in some circles the con- 
centration camp had acquired a general allegorical mean- 
ing. There is something about the camps that stirs us pro- 
foundly and resonates familiarly. Perhaps every century 
has certain overriding symbols that characterize it. A 
brief survey of 20th-century literature shows an absorp- 
tion with the image of man trapped (11). Dostoevski, 
Kafka, and Ibsen had all worked on this theme long be- 
fore the Nazi concentration camps. Since World War II 
writers have dealt with concentration camps, sometimes 
explicitly but very often implicitly: Camus, Sartre, Sol- 
zhenitsen; the list goes on and on. What has become ap- 
parent is that almost every major modern author has 
been dealing with concentration camps in some fashion 
as a symbol that conveys more than their historical exis- 
tence. For many, the image of man in the camps is quite 
simply the image of man and his fate, thrown into a 
world that is hostile, with no chance for escape and no 
real chance for change. The way that man deals with his 
feelings about such a condition, the way he goes on to 
create a world within these confines, mav not be dis- 
similar to the way that millions coped with their immer- 
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sion in concentration camps. 


10. 
ll. 
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Mental Patients’ Perceptions of IIness Etiology 


BY RAYMOND M. WEINSTEIN, PH.D. 








By means of a questionnaire, the cuthor studied hospital- 
ized mental patients’ perceptions of the factors contrib- 
uting to their illness in terms of the economic, family, and 
social problems they experienced. Childhood problems of 
all types were reported and connected to illness less fre- 
quently than were adult problems. Patients often placed 
various difficulties concerning worries, failures, rejec- 
tions, and interpersonal conflicts in an etiological context 
but not those which concerned deprivations and hard- 
ships. Statistically significant relationships were observed 
between the number of problems that patients believed 
were responsible for their illness and the patients’ age, 
marital status, diagnosis, and length of hospitalization. 
Type of hospital commitment was related to a lesser ex- 
tent; sex, social class, and prognosis were unimportant 
variables. 


THIS REPORT is a further study of hospitalized mental 
patients’ perceptions of the etiology of their illness. In 
our earlier investigations (1-3) unstructured data were 
used. Patients were asked what they felt were the main 
causes of their illness; they were free to respond in any 
manner they chose. Their spontaneous replies were com- 
pared with similar data from nonpatients (1), examined 
for differences in perception by social class (2), and used 
to develop empirical paradigms (3). The present report, 
in contrast, employs structured data from a questionnaire 
schedule. Patients in our sample were questioned con- 
cerning whether they experienced specific life diffi- 
culties—economic, family, and social problems believed 
to be etiologically related to mental disorder (4, 5)—and 
whether they felt each difficulty contributed to their ill- 
ness. This method permitted the determination of the rel- 
ative importance patients placed cn different life experi- 
ences within the context of their illness. Questionnaire 
responses more generally reflected these patients’ per- 
ceptions of themselves, other people, and social behavior. 

The purpose of this work is to present da:a on a ne- 
glected research topic. In the social psychiatric literature 
a great deal of attention has been given to such topics as 
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the epidemiology of mental disorders, psychiatric symp- 
tomatology among residents of a community, the culture 
of mental hospitals, and social processes involved in hos- 
pitalization. Surprisingly, very few reports can be found 
that are concerned, either entirely or in part, with 
patients’ attitudes toward their illness. For example, 
Goffman (6) touched upon the different kinds of apolo- 
gias or excuses mental patients verbalized to explain their 
illness and/or hospitalizaticn. Jones and associates (7) 
ascertained that patients in their study believed that men- 
tal illness is mainly an emot:onal disturbance, that it re- 
sults from past experiences with other people or their 
own actions, and that it is not due to heredity. Other in- 
vestigators (8-11) have focused on social class differ- 
ences in patients! perceptions of psychiatric illness. 
These studies maintained thet middle-class patients tend 
to think their illness stems from subjective factors (inter- 
personal difficulties, emotional problems, personal in- 
adequacies), while lower-class patients usually point to 
objective circumstances (physical disabilities, environ- 
mental problems, financial hardships). 

In previous studies by other authors, patients were gen- 
erally not asked specifically about the causes of their ill- 
ness. Instead, their etiological perceptions were derived 
indirectly by means of different research methods—by 
general attitudes (7), personal complaints (8, 9), recalled 
experiences (10), clinical impressions (11), and informal 
observations (6). Our method, in comparison, was to 
question patients directly on illness etiology. 


SAMPLE AND METHOD 


Data for this study were gathered at Camarillo State 
Hospital in southern California. Approximately one- 
fourth (650 patients) of the adult psychiatric population 
at this facility were asked to complete a questionnaire 
dealing with their life experiences and perceptions of ill- 
ness. Patients who were unable to read or write well be- 
cause of educational deficiercies or somatic difficulties 
were interviewed personally. The patients were available 
for testing during the investigator's visits to each of the 
wards and, in the opinion of staff members, were able to 
answer questions meaningfully. Most of those selected 
(80 percent) provided us with coherent replies; the final 
sample consisted of 517 patients. Those whose question- 
naires were disregarded were either in poor contact with 
reality or very uncooperative. 

The state hospital we studied is representative of other 
similar institutions. Our sample was also representative 
of the patient population at the hospital in terms of age, 





sex, race, marital status, social class, and diagnosis. Al- 
most two-thirds of the patients in the sample were schizo- 
phrenic, 59 percent had been committed involuntarily, 
and 54 percent had been in the hospital for less than three 
months. Six months after the interviewing was com- 
pleted ihe hospital records indicated that 63 percent of 
the patients tested had been released (i.e., they had had a 
“good” prognosis). 

Our method of determining perceptions of illness etiol- 
ogy was to question mental patients on what we termed 
the "contributing factors" of their illness. The factors ex- 
amined in this investigation were the life difficulties that 
have been shown to contribute to psychiatric disorder in 
various field studies of mental patients and impaired non- 
patients (4, 5, 12, 13). We constructed a checklist of 36 
such difficulties that basically constituted the economic, 
family, and social problems of childhood and adult life 
considered in the New Haven study (4) and the Midtown 
Manhattan study (5). Patients were first asked if they ex- 
perienced the particular problem and, if they answered 
affirmatively, they were asked if they felt it contributed to 
their mental illness, The 36 items were randomly o-dered 
in the questionnaire schedule so as not to sharpen the 
focus on difficulties that were similar to each other. 

Some patients responded to our questionnaire in a 
manner that was not anticipated, in that they indicated 
they did not experience certain problems but felt that the 
very absence of problems did contribute to their mental 
illness. Since a relatively small number of patients re- 
sponded in this manner and since this was not what we 
were testing, the affirmative answers to the second part of 
the questionnaire items were ignored. Nevertheless, we 
were curious about the patients' reasons for believing 
that difficulties they did not personally suffer were par- 
tially responsible for their illness and probed them for ex- 
planations. For example, several patients felt that if they 
had argued with their parents or obtained a divorce they 
would have released tensions or anxieties and therefore 
would have avoided a nervous breakdown. Others said 
that because they did not worry about money or their 
children they did not keep their families together and 
thus suffered emotionally. A few remarked that if they 
had quit their job or worried more about it they might 
have secured a better one, enjoyed more personal satis- 
faction, and retained their mental health. These tvpes of 
responses are certainly an important topic of investiga- 
tion, but they are beyond the scope of this project. 

Our questionnaire data were analyzed by means of two 
different but complementary methods. First, percentage 
differences between patients in their replies to the 36 
items were compared. This method was used to deter- 
mine the degree to which hospitalized patients bot3 expe- 
rienced and perceived individual life difficulties as causes 
of mental illness. Second, the number of items each 
patient in the sample reported and connected to illness, 
for each of the six categories of problems, was recorded. 
This numerical score, based on patients’ questionnaire 
responses, ranged from none to 6 and was used to mea- 
sure the degree to which groups of life difficulties were 
thought to be etiologically important. The scores were 
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then trichotomized (none, 1-2, 3-6) and cross tabulated 
with patients' social and psychiatric characteristics. The 
significance of these tabular relationships were examined 
by chi-square analysis. 


RESULTS 


Percentage distributions of replies by our sample of 
patients to each of the 36 items in the questionnaire are 
given in table 1. These data reveal that patients reported 
experiencing childhood difficulties less frequently than 
they experienced adult difficulties. For each type of prob- 
lem (economic, family, and social) a comparison of items 
of similar nature disclosed that the adult difficulty was 
consistently reported more often than the childhood diffi- 
culty. Only 13 percent of the patients, for instance, 
claimec to have experienced inadequate food when they 
lived with their parents, compared with 28 percent who 
listed this difficulty in adult life. A comparison of each of 
the average percents for childhood and adult problems of 
the same type also indicated tais pattern. 

It is apparent that there are important differences in 
the frequency with which individual problems were expe- 
rienced by our sample of mental patients. Only two diffi- 
culties, marital divorce or separation and occupational 
failure, were listed by more than half of the patients 
tested. Monetary worries (by parents and self), marital or 
family neglect, occupational worries, family worries (by 
parents and self), and feelings of rejection were also quite 
common to these patients; more than 40 percent of the 
patients encountered them. However, 18 of the 36 diffi- 
culties included in our questionnaire were cited by less 
than 3 percent of the patients. Inadequate food or cloth- 
ing and arguments with father or relatives received espe- 
cially few positive responses. 

The data in table | clearly indicate that a majority of 
those patients who experienced various life difficulties 
placed them in an etiological context. In almost all of the 
36 instances, the proportion of patients who believed dif- 
ferent factors contributed to their mental illness was 
higher than the proportion who did not. In addition, there 
were substantial variations in the manner in which these 
patients perceived specific experiences. Parental neglect 
and adult rejection, for example, were held to be partially 
responsible for illness five times more often than not, a 
ratio higher than for any ota3er difficulty. Three to four 
times as many patients linked to illness, marital mone- 
tary arguments, occupational worries, arguments with 
spouse, family worries, and zhildhood rejection than did 
not. These particular difficulties appeared to be on the 
minds of mental patients more than any others. Inade- 
quate food in childhood, financial support of parents, and 
parental divorce or separation are problems that were 
perhaps least prominent, since fewer patients thought of 
them in terms of causation. 


Social and Psychiatric Relationships 


Age proved to be inversely related to these mental 


Am J Psychiatry 131:7, July 1974 799 


PATIENTS’ PERCEPTIONS OF ILLNESS ETIOLOGY 


TABLE I 
Patients’ Responses to 36 Questionnaire Items, in Percents {N = 517) 


Patients’ Responses 
Contributed to ` 





Experienced* IlIness** 
Questionnaire Item Yes No Yes No 
Childhood economic problems 
Inadequate food 13 87 6 7 
Inadequate clothing lI 89 7 4 
Inadequate housing 22 78 13 9 
Parental monetary arguments 29 71 19 10 
Parental monetary worries 47 53 28 19 
Financial support of parents 26 74 9 17 
Average 35 75 14 11 
Childhood family problems . 
Parental divorce or separation 34 66 15 19 
Arguments with mother 26 74 20 6 
Arguments with father -8 82 13 5 
Parental arguments 33 67 23 10 
Parental family worries 42 58 26 16 
Parental neglect . 27 73 23 4 
Average 30 70 20 10 
Childhood social problems 
Residential mobility 3 67 21 12 
Community isolation f 2 80 13 7 
Feelings of rejection 20 60 31 9 
Lack of friends 26 74 18 8 
Lack of club membersaip 22 78 12 10 
Educational failure 2 71 16 13 
Average 2 72 18 10 
Adult economic problems 
Inadequate food 2 72 15 13 
Inadequate clothing l6 ^ 84 10 6 
Inadequate housing 31 69 18 13 
Marital monetary arguments 31 69 24 7 
Monetary worries 48 52 34 14 
Occupational worries 44 56 34 10 
Average 33 67 23 10 
Adult family problems 
Marital divorce or separation $2 48 40 12 
Arguments with spouse 38 62 30 8 
Arguments with family members 29 71 20 9 
Family worries 45 55 34 I] 
Neglect by spouse or family 44 56 29 15 
Arguments with relatives 7 83 11 6 
Average 37 63 27 10 
Adult social problems 
Residential mobility 36 64 22 14 
Community isolation 27 73 15 12 
Feelings of rejection 42 58 35 7 
Lack of friends 31 69 22 9 
Lack of club membership 25 75 14 1] 
Occupational failure 56 44 39 17 
Average 36 64 24 12 








* Asked of all patients in the sample. 
** Asked of those patients who reported experiencing the particular life difficulty. 


patients’ perceptions of life difficulties. Statistically sig- 
nificant differences (at the .05 level of significance or bet- 
ter) were observed for all categories except adult family 
problems. Younger patients tied different experiences to 
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TABLE 2 
Martial Status* and Patients’ Perception of Illness, in Percents 
(N-517) 





Patients' Marital Status 





Divorced, 


Number of Life Difficulties Separated, 





Felt to Contribute to Illness Single Married or Widowed 
Childhood economic problems 

None 59 63 52 

1-2 28 27 31 

3-6 13 10 17 
Childhood family problems** 

None 34 47 45 

1-2 32 36 33 

3-6 34 17 22 
Childhood social problems*** 

None 30 45 33 

1-2 33 33 42 

3-6 37 22 25 
Adult economic problems** 

None 46 36 34 

1-2 37 40 30 

3-6 17 24 36 
Adult family problems** 

None 56 35 19 

1-2 36 34 34 

3-6 8 31 47 
Adult social problems 

None 41 36 34 

1-2 30 38 32 

3-6 29 26 34 





* The sample consisted of 208 single patients (40 percent of the total sample); 
106 married patients (21 percent); and 203 divorced, separated, or widowed 
patients (39 percent). The 52 percent of patients who reported experiencing 
marital divorce or separation as an adult family problem (see table 1) in- 
cludes some of the married patients who had been categorized as formerly 
married. 

** Statistically significant (p < .05). 


*** Statistically significant (p < .01). 


mental illness substantially more often than older 
patients did. For instance, 48 percent of the patients over 
age 45 had a score of none for adult social problems while 
17 percent had a score of 3-6; for those under 30 these 
figures were 26 percent and 41 percent, respectively. 

Sex, on the other hand, was a poor correlate of illness 
perception. Women patients received higher scores than 
men only for adult family problems. 

The data on marital status, shown in table 2, are inter- 
esting. Statistically significant results were obtained in 
four out of six categories, but each marital grouping of 
patients emphasized different kinds of life difficulties. 
Single patients connected family and social problems of 
childhood to illness etiology more frequently than either 
the married or the divorced, separated, or widowed. Eco- 
nomic and family problems in adult life, however, were 
believed to be the causes of their mental disorder most of- 
ten by the formerly married and least often by the single, 
while the married fell in between. 

Social class, as measured by the Hollingshead index of 
social position based on education and occupation (14), 
turned out to be an unimportant variable. For all six cate- 





gories, class differences among patients in the degree to 
which life difficulties were reported and linked to illness 
were only a few percentage points. These negative results 
with respect to social class and illness perception are con- 
sistent with our earlier report (2) but at variance with 
studies that used indirect methodologies (8-11). 

Diagnosis was found to greaily affect patients’ views 
of their illness. For all categories except childhood eco- 
nomic problems, statistically significant findings were 
noted; a clear pattern is evident from the data. Patients 
with neurotic or personality disorders considered a: most 
all types of experiences to have contributed to their ill- 
ness more often than patients with psychotic discrders 
did. Psychotic patients likewise combined life difficulties 
with illness more frequently than patients with organic 
brain syndrome did. 

Type of commitment was related to illness perception 
but not as strongly as other variables were. There was a 
tendency for voluntary patients to reflect higher scores in 
each category than patients committed to the hospital in- 
voluntarily, but statistical significance was achieved in 
only three of the six categories. 

Correlations with length of hospitalization yielded sta- 
tistically significant inverse relationships in all categories 
except childhood social problems. Patients in the hcspital 
for shorter periods of time linked different factors to 
mental illness more often than patients who had been 
hospitalized for longer periods did. For example, 44 per- 
cent of the patients who had been in the hospital for less 
than three months had a score of 3-6 for adult family 
problems, while 20 percent of those hospitalized from 
three months to two years and 14 percent of those hospi- 
talized for more than two years were at this numerical 
level. The corresponding figures for patients in these 
three groups who had a score o? none were 20, 33, and 58 
percent, respectively. i 

Finally, our measure of prognosis did not produce any 
important relationships. Patients who were subsequently 
released from the hospital within six months from the 
date of the interview (those with a potentially favorable 
prognosis) did not believe various life difficulties were 
partially responsible for their illness more often than 
those who were still hospitalized at this later date. 


DISCUSSION 


The results of this study indicate that the time of life in 
which difficulties are experienced determined these 
patients’ etiological impressions of them. It is clear that 
patients reported and connected to mental illness recent 
difficulties more often than difficulties that were encoun- 
tered at an earlier time in their lives. Evidence for this in- 
terpretation of the data is provided by the fact that differ- 
ent types of childhood problems on our questionnaire 
schedule were checked less frequently than were the adult 
problems and by the fact that there were inverse correla- 
tions between age and the number of items believed to be 
related to menta! disorder. 

These data suggest that there are semantic differences 
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between patients and psychiatrists in their conceptual- 
izations of the contributing factors to mental illness. 
Patients tend to think that illness is caused by precipi- 
tating factors—problems with family members, other 
people, or finances that they encountered just before 
hospitalization. Life crises or changes have been found to 
precipitate the onset of illness (12) and difficulties re- 
cently experienced are therefore felt by hospitalized ' 
patients to be more important etiologically. Psychiatrists, 
in contrast, usually view predisposing factors as the chief 
contributors to mental disorder—those which are dor- 
mant and/or remote in time. According to current psy- 
chiatric thought (15), disturbances in adult life result 
from such underlying factors as constitutional pre- 
dispositions, childhood experiences, personality in- 
adequacies, and intrapsychic conflicts. 

Findings presented in this report reveal that in their ex- 
planations of mental illness, hospitalized patients empha- 
sized economic, family, and social problems that deal 
with emotions and behavior. Worries, failures, rejections, 
arguments, neglect, divorce, etc., are the questionnaire 
items that were selected by patients as most often respon- 
sible for their illness. On the other hand, patients 
deemphasized problems dealing with their environment 
and circumstances. Test questions on economic depriva- 
tion, financial support, and community problems all re- 
ceived comparatively few positive replies. Patients thus 
tended to place the blame for illness on themselves and 
other people but not on social hardships. 

Our data on patient attitudes are consistent with the 
results reported by Jones and associates (7) for their 
sample of hospitalized patients. However, it should be 
noted that the finding that patients visualize mental ill- 
ness within the framework of emotional difficulties and 
interpersonal relations contradicts the views of non- 
patients. Various community surveys have indicated that 
environmental problems and organic disorders are the 
causes nonpatients most often ascribe for mental ill- 
ness (1). In addition, patients’ beliefs concerning etiology 
differ from those of social scientists who have conducted 
mental health field studies. Srole and associates (16), for 
example, maintained that psychiatric impairment results 
from the complex of effects generated by poverty and an 
unfavorable environment, but the patients we studied did 
not feel these conditions had much to do with their ill- 
ness. 

All patients tested for this investigation experienced 
life difficulties of one kind or another and felt that some 
of them contributed to their mental illness. However, the 
manner in which they responded to questions on causa- 
tion was not random but, rather, followed certain social 
patterns. More specifically, patients appeared to struc- 
ture their replies according to the role behaviors or re- 
quirements that characterized their particular social 
status. This interpretation is based on the results ob- 
served for marital status and type of hospital com- 
mitment. The kinds of answers given by patients in differ- 
ent marital groupings and hospital statuses suggest they 
were acting out their respective roles, i.e., explaining their 
mental illness in terms of the behavior generally expected 
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of them or the characteristics of their situation. 

Adult economic and family problems were therefore 
tied to illness in disproportionate numbers by formerly 
married patients and, to a somewhat lesser extent, by 
married patients. These difficulties were very typical of 
their life conditions and served as convenient guidelines 
for conceptualizations of etiology. Single patients like- 
* wise patterned their responses after the behaviors and sit- 
uations that were most prominent in their lives—child- 
hood family and social problems. Our findings in this 
regard are similar to those of Gordon and associates (17). 
Patients committed to the hospital voluntarily are ex- 
pected to admit to mental illness and to espouse positive 
attitudes toward psychiatric treatment. The tendency of 
the voluntary patients in our sample to identify a num- 
ber of experiences on the questionnaire schedule as the 
causes of their illness can be seen as an enactment of role 
requirements. On the other hand, it would seem that in- 
voluntary patients, by virtue of their hospital status, 
would deny being mentally ill and/or reject the basis for 
their institutionalization (2, 18). This behavioral ex- 
pectation seems to be borne out by the fact that our in- 
voluntary patients selected relatively few causative fac- 
tors from our list. 

The data clearly indicate that degree of mental illness 
affects patients' perceptions of etiology. Patients with se- 
vere disturbances, as determined by diagnosis and length 
of hospitalization, envisioned fewer of their experiences 
to be causes of illness than did those who were less seri- 
ously disturbed. Patients with organic illness did not 
think many life difficulties were contributing factors, per- 
haps because the symptoms of acute or chronic brain syn- 
dromes (disorientation, memory loss, faulty judgment) 
interfered with their perceptive abilities. It could also be 
that they recognized impairment of brain tissue to be the 
main cause of their illness. On the other hand, the prob- 
lems included on our questionnaire are more symptom- 
atic of neurotic and personality disorders (anxieties, mal- 
adaptive behavior patterns, interpersonal conflicts); 
patients with these illnesses are in better contact with 
reality and thus more readily grasp the etiological impor- 
tance of the questionnaire problems. Psychotic patients, 
characterized by some deterioration of thought proc- 
esses, are understandably balfway between these two 
groups in regard to illness perception. These diagnostic 
differences in the subjective explanation of reality corre- 
spond to results dealing with the Thematic Apperception 
Test (TAT) (19). 

The fact that length of hospitalization was inversely re- 
lated to the number of life difficulties the patients be- 
lieved to be partly responsible for their mental disorder is 
additional evidence that patients’ conceptions of causa- 
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tion were governed by their degree of illness. Patients 
with longer hospitalizations generally suffered from more 
serious illnesses and tended to be psychotic rather than 
neurotic. However, these findings also suggest that per- 
ceptual changes occur as a result of hospitalization. The 
longer the patients' stay in the hospital the more they be- 
come progressively disengaged from their previous eco- 
nomic, family, and social problems. Confinement in a 
mental institution apparently clouds the salience of these 
experiences; in our sample they were neither reported nor 
connected to illness very often by long-term patients. A 
change in patients' attitude or outlook due to institu- 
tional living has been noted in other studies as 
well (6, 20). 
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Ego Defense Patterns in Manic- Depressive Illness 


BY STEVEN L. ABLON, M.D., GABRIELLE A. CARLSON, M.D., AND FREDERICK K. GOODWIN, M.D. 





The authors studied ego defense patterns longitudinally 
in 36 hospitalized manic-depressive patients using the 
Ego Profile Scale. Hypochondriacal and somatization 
defense patterns were found to be more prominent in uni- 
polar patients at times of stress, whereas in bipolar 
patients an increase in these defenses often signaled an 
imminent change in affective state—especially the switch 
out of mania. Increased tolerance of anxiety appecred to 
correlate with better prognosis. 





ALTHOUGH BEHAVIORAL DESCRIPTIONS of manic-de- 
pressive illness go back at least as far as Hippocrates, in- 
terest in ego psychology and defense mechanisms in af- 
fective illness is relatively recent. Some view mania as a 
defense against depression (1), while others consider both 
mania and depression to be defenses against anxiety (2). 
Recent behavioral studies of the "switch process" into 
and out of mania (3) and on the simultaneous coexistence 
of mania and depression (4) have raised new questions 
concerning ego defense patterns in affective illness. 

This study represents one aspect of an ongoing effort to 
extend our understanding of the psychology of manic-de- 
pressive illness by integrating psychodynamic daza with 
systematic behavioral observations. For this purpose, the 
Ego Profile Scale was administered on a longitudinal 
basis to 36 patients hospitalized for affective iliness on a 
research ward of the National Institute of Mental Health 
(NIMH). The Ego Profile Scale was developed at the 
Massachusetts Mental Health Center by Semrad and as- 
sociates (5), who studied a diagnostically mixed inpatient 
population. The scale was developed according to a con- 
struct involving hierarchies of ego defenses grouped un- 
der three triads—narcissistic, affective, and neurotic— 
along a continuum from most to least primitive. The 
scale was originally validated against the clinical judg- 
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ment of 25 senior psychiatrists. 

In this study, four questions are examined: Is the Ego 
Profile Scale useful in studying primary affective illness? 
Are there characteristic patterns of ego defenses during 
changes into and out of manic episodes? Do ego defense 
patterns distinguish unipolar from bipolar affective ill- 
ness? Do patterns of ego defenses have prognostic value 
in affective ilIness? 


METHOD 


The subjects of the study were 36 patients con- 
secutively admitted to an NIMH research unit designed 
for the study and treatment of affective illness. Patients 
were sufficiently ill to require hospitalization, and their 
diagnosis of primary affective illness was agreed upon by 
at least two staff psychiatrists. The average period of hos- 
pitalization was four months. In addition to pharma- 
cotherapy, the treatment program consisted of individual 
psychotherapy at least two hours a week, group therapy, 
and an active, individually planned milieu. The longitudi- 
nal behavioral data collection system is focused on global 
ratings of depression and mania arrived at twice daily by 
consensus of a nursing research team using a modified 
15-point Bunney-Hamburg Scale (6). 

For assessment of ego defense function, the patient's 
therapist filled out the ego profile questionnaire twice a 
week, following regularly scheduled therapy hours. As 
described by Semrad and associates (5), ego defenses can 
be viewed as falling into three triads that range from 
most to least primitive; three defense patterns are de- 
scribed within each category. The most primitive triad, 
the narcissistic, includes the defenses of denial, projec- 
tion, and distortion, which can generally be viewed as 
primitive attempts at maintaining ego integrity in the 
face of severe stress, either external or internal. The sec- 
ond triad, the affective, functions to elicit other people's 
help and support. These defenses include obsessive-com- 
pulsive, hypochondriacal, ar.d neurasthenic patterns. The 
least pathologic defenses, the neurotic triad, include dis- 
sociation, somatization, and anxiety and are said to func- 
tion to help the individual obtain mutual gratification 
from other people, at the expense of self-sacrifice if neces- 
sary. 

Each of the 45 items on the questionnaire is rated on a 
scale of zero to 6: zero means that the quality is not 
present at all or in the least imaginable degree and 6 
means that it is observed in the greatest degree imagi- 
nable (see appendix 1). Each defensive pattern corre- 
sponds to five questions, each scored from zero to 6, 
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FIGURE | 
Longitudinal Changes in Global Depression Ratings and Ego Profile 
Scale for Patient K.F.* 
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*The entire period of hospitalization for one patient is shown. Depression 
ratings on a scale of 1 to 15 are indicated by the bar graph. 


yielding a theoretical maximum of 30. The 45 items were 
' selected from a pool of 200 items by 25 senior psychia- 
trists who were asked to assign each item to one of the 
nine ego defense categories. Interrater reliability was re- 
ported as "relatively high" considering the abstract na- 
ture of the task; it also approached statistical significance 
(p « .10). Since factor analysis of the 45 item scores for 
each of 63 patients of Semrad and associates (5) in- 
dicated that the scale did not distinguish between hypo- 
chondriasis and somatization, these scales were com- 
bined in our studies. B 

The therapists who filled out the Ego Profile Scale 
were not aware of the individual defense pattern (or 
triad) to which a given question was assigned. In addi- 
tion, the nursing research team who provided the global 
ratings of depression and mania were blind to the thera- 
pists’ ego profile scores and vice versa. In the course of 
this study the Ego Profile Scale was completed by eight 
different psychiatrists who represented a considerable va- 
riety of therapeutic approaches and training. In an at- 
tempt to evaluate the question of interrater reliability in 
this study, the Ego Profile Scale was completed by two or 
more observers for three to four months of the hospital 
course of five patients. Interrater reliability varied con- 
siderably among the individual defense patterns, with 
correlations ranging from 0.49 to 0.89; for 40 percent of 
the individual items interrater reliability correlations 
achieved statistical significance at the .05 level or better. 

A number of problems in trying to interpret reliability 
data with an instrument of this kind became apparent. 
Particularly important were differences in raters’ degrees 
of familiarity with the patient and the relative inferential 
nature of some of the individual items. To adequately an- 
swer this question, one would need reliabilities on individ- 
ual items using observers matched for familiarity with 
the patient. The reliability concept is most important in 
interpreting comparative data in different patient popu- 
lations. Questions relating to longitudinal changes in ego 
function in individual patients are not so dependent on an 
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FIGURE 2 
Longitudinal Changes in the Individual Ego Profile of Patient A.R.* 
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*The period represented here is the last 50 days of hospitalization. 


instrument with high interrater reliability. 


RESULTS 


Of the 36 patients studied, five switched both from de- 
pression to mania and from mania to depression during 
their hospitalization. Two patients were observed only 
during the switch out of mania, since they had been 
manic when admitted. Of the 29 patients who were not 
manic during their hospitalization, 15 were unipolar (no 
prior history of mania or hypomania) and 14 were bipo- 
lar (prior history of mania or hypomania). 

Two-thirds of the 36 patients with primary affective ill- 
ness demonstrated a shift in defense patterns character- 
ized by a decrease in the narcissistic triad of defenses and 
an increase in the anxiety alert subscale during recovery 
from the affective episode. These changes from more to 
less pathologic defenses were consistent with other deter- 
minations of clinical status such as global depression and 
global mania ratings. A decrease in the narcissistic triad 


FIGURE 3 
Body Symptomatology in Manic Patient B.S.* 
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FIGURE 4 
Somatization in Unipolar Patient G.M.* 
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over time occurred in 89 percent of the patients and rep- 
resented the most consistent finding during clinical im- 
provement (see figure 1). Corresponding increases in the 
neurotic triad were less consistent except for the pattern 
identified as anxiety alert, which clearly increased in two- 
thirds of the 36 patients during periods of clinical im- 
provement. 

In order to evaluate the possibility that the increase in 
the anxiety alert scale was simply reflecting predischarge 
anxiety, 15 periods of clinical improvement not asso- 


ciated with impending discharge were examined. Again it ` 
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TABLE 1 
Array of Factor Loadings* for Admission Ego Profiles of 23 Patients 





Ego Defense : Factor 


Subscale, 1 2 3 4 5 6 7 








Narcissistic triad 
Denial ~03 24 ~.20 18 .91** .10 .13 
Projection — .95** ~.12 .01 35 -04 05 .08 
Distortion ..75** —02  —.13 .16 .04 A1 .18 


Affective triad 

Obsession- 

compul- 

sion 17 29 07 .18 .16 31 .85** 
Hypochon- 

driasis 30 -01  -.16 .90** Ol 02 AS 
Neurasthenia -.13 .93** 03 OF .23 13 122 


Neurotic triad 
Dissociation .22 19 14 25 12 .82** 34 
Somatization .11 .05 .03 .83** .32 36 OT 
Anxiety -.04 .02 .98** —09  —.16 .08 .05 





*Obtained by orthogonal varimax rotation. 
* Largest factor loading for each subscale. 


was found that in two-thirds of these instances, there was 
still a marked increase in the anxiety alert scale. Further- 
more, the patients were independently rank-ordered ac- 
cording to extent of relative improvement during the hos- 
pitalization, using global clinical change as the criterion. 
These rankings correlated significantly with scores for 
anxiety alert (r = .42, p « .05, by Spearman's rank cor- 
relation coefficient). Figure 2 illustrates the shift in ego 
defenses of a typical patient as clinical improvement oc- 
curred during the last 50 days of hospitalization. 

Ego profile data were available for 14 of the 36 patients 
during changes from relative euthymia into a manic or a 
depressed episode. In association with these increases in 
psychopathology, a shift in defenses was observed in the 
reverse direction of that seen during clinical improve- 
ment. That is, the ego defenses shifted from healthier to 
more primitive ones (as reflected predominantly in the 
narcissistic triad) in association with most (80 percent) of 
the clinical relapses. 

In addition to the shifts observed to be coincident with 
clinica] change, we examined shifts in ego defense pat- 
terns that might predict clinical change. In this respect, of 
the seven patients who switched out of mania, six showed 
an increase in somatization and hypochondriasis patterns 
just before the switch; this relationship is illustrated in 
one patient in figure 3. In association with the five 
switches into mania, no consistent antecedent pattern of 
change in ego defenses could be found. 

It was not possible to distinguish unipolar from bipolar 
affective illness on the basis of overall scores of the nine 
defensive patterns. However, under stress, unipolar 
patients appeared to mobilize somatic and hypochondri- 
acal defenses more readily than did the bipolar patients. 
For each patient, a period of high distress was identified 
on the basis of the two consecutive days of that patient's 
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EGO DEFENSE PATTERNS 


highest depression ratings during the hospitalization. Us- 
ing this criterion to identify stressful periods, mobiliza- 
tion of somatic and hypochondriacal defenses was noted 
at these times in 75 percent of the unipolar patients and 
in only 20 percent of the bipolar patients. Figure 4 illus- 
trates the sharp elevations of the hypochondriacal and 
somatization defense patterns in association with stress 
‘of a patient with unipolar depression. In this case the 
patient’s mother left the country for an extended period 
of time. 

A factor analysis was performed on the admission ego 
profiles for the first 23 patients in the study (see table 1). 
The results were consistent with the original experience 
of Semrad and associates (5). That is, five defensive pat- 
terns loaded uniquely on five separate factors, whereas 
both somatization-hypochondriasis and projection-dis- 
tortion loaded together on another factor. Semrad and 
associates (5) found that the Ego Profile Scale did not 
distinguish between hypochondriasis and somatization 
and that the individual items for the distortion scale were 
weak. 


DISCUSSION 


The Ego Profile Scale appears to be a useful in- 
strument for assessing defense patterns in affective illness 
and is capable of reflecting changes in ego function over 
time. During clinical improvement in our manic-depres- 
ive patients there was a shift from primitive narcissistic 
defenses to more interpersonally oriented neurotic de- 
fenses. The shift is similar to that seen in a population of 
predominantly schizophrenic patients studied by Semrad 
and associates (5). This similarity in ego defense altera- 
tions during recovery would support a more unitary view 

- of ego function in psychosis. As Semrad and associates 
suggested, during recovery from a major psychotic illness 
patients are progressively more able to marshal defenses 
that elicit other people's help and that necessitate self- 
sacrifice rather than relying on primarily survival-ori- 
ented defenses. 

The increase in body symptomatology noted before 
the switch out of mania is of considerable interest and 
might serve as a signal to the therapist of an impending 
transition in the patient's clinical state. At times of stress, 
unipolar patients appear to have a more flexible and ex- 
tensive use of body symptomatology and less often resort 
to dependence upon the narcissistic triad of ego defenses. 
This is a possible distinguishing factor between unipolar 
and bipolar patients. Beigel and Murphy (7) also re- 
ported a higher frequency of somatic complaints in uni- 
polar compared to bipolar patients. Body symptoms and 
the affective triad of ego functions are felt to be more di- 
rectly interpersonal than survival oriented. For example, 
expressions of body symptoms could be viewed as provid- 
ing a way for the patient to request other people's help. 

Although bipolar patients initially show a relative in- 
capacity to make use of somatic and affective defenses, 
this is not a static situation. During treatment they in- 
creasingly use affective and body defense patterns. This is 
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consistent with an increased capacity for interpersonal 
functioning during the course of psychotherapy and/or 
pharmacotherapy for affective illness. For example, the 
bipolar patient shown in figure 3 had one increase in body 
symptomatology during a period of very severe mania; 
however, in relation to that severe degree of mania, these 
defenses were apparently insufficient. During a later pe- 
riod of moderate mania, more prolonged and intensive 
use of somatization and hypochondriacal defenses oc- 
curred; following this the patient switched out of mania. 

An increased use of somatic and hypochondriacal de- 
fense patterns preceding or during the switch out of 
mania was seen in the majority of patients in our study. 
This might be viewed as the employment of these defense 
patterns in an attempt to recover psychologic equilib- 
rium. Thus the presence of a relatively high capacity to 
employ body symptomatology, as it occurs in the uni- 
polar patient, would militate against a switch from de- 
pression to mania. 

The increased scores on the anxiety alert scale of ego 
defenses during times of clinical improvement are in- 
triguing. Recent psychoanalytic theory has conceptual- 
ized an increased tolerance for anxiety as varying directly 
with the patient's capacity for emotional growth (8). 
From that standpoint, increased tolerance for anxiety 
would have prognostic value. In fact, when our patients 
were rank-ordered for relative improvement during their 
hospitalization, the results showed a significant correla- 
tion with their scores on the anxiety alert scale. Further- 
more, additional investigations are presently under way 
to evaluate ability to tolerate anxiety as correlated with 
the patient's employment of the other defense patterns. 


REFERENCES 


1. Abraham K: Notes on the psychoanalytic investigation and treat- 
ment of manic-depressive insanity and allied conditions, in Se- 
lected Papers of Karl Abraham. Translated by Bryon D, Strachey 
A. New York, Basic Books, 1953, pp 137-156 

2. Lewin B: The Psychoanalysis of Elation. New York, WW Norton 
& Co, 1950 

3. Bunney WE Jr, Murphy DL, Goodwin FK, et al: The “switch proc- 
ess" in manic-depressive illness, I: a systematic study of sequential 
behavioral changes. Arch Gen Psychiatry 27:295-302, 1972 

4. Kotin J, Goodwin FK: Depression during mania: clinical observa- 
tions and theoretical implications. Am J Psychiatry 129:679-686, 
1972 . 

5. Semrad EV, Grinspoon L, Fienberg SE: Development of an Ego 
Profile Scale. Arch Gen Psychiatry 28:70-77, 1973 

6. Bunney WE Jr, Hamburg D: Methods for reliable longitudinal ob- 
servation cf behavior. Arch Gen Psychiatry 9:289-294, 1963 

7. Beigel A, Murphy DL: Unipolar and bipolar affective illness. Arch 
Gen Psychiatry 24:215-220, 1971 

8. Zetzel EA: The Capacity for Emotional Growth. New York, Inter- 
national Universities Press, 1970 


APPENDIX I 


Items of the Ego Profile Scale 


Each of the 45 items listed below is rated on a scale of zero to 





6 in which zero means that the quality is not present at all or in 
the least imaginable degree and 6 means that it is observed in 
the greatest degree imaginable. The examiner checked the ap- 
propriate score in a box opposite the item and was reminded 
that all 45 items had to be rated. 


1. The patient frequently asks to see the doctor about his 
physical complaints. 

2. The patient tends to make inferences on the basis of in- 
complete evidence and to draw conclusions that may turr. out to 
have been unwarranted. 

3. The patient complains of physical symptoms. 

4. The patient tends to feel itchy and to scratch. 

5. The patient’s behavior is characterized by a teasing, co- 
quettish quality. 

6. The patient is lethargic and lackadaisical. 

7. The patient complains of being tired. 

8. The patient feels victimized by hostile elements in his envi- 
ronment. 

9. The patient has a capacity for the emotional state of anx- 
ety. 

10. The patient suffers loss of appetite, dryness of mouth, 
nausea, vomiting, 7ullness, feeling of cramps, distention, heart- 
burn, eructation of gas, or other functional gastrointestinal dis- 
turbances. 

11. The patient's internalized impulse control system is flex- 
ible. 

12. The patient holds fast to certain daily rituals that he can- 
not dispense with under any circumstances. 

13. The patient's psychic apparatus functions so that there is 
appropriate selection of responses. 

14. The purpose of the patient's behavior is to avoid pain. 

15. When doubts are expressed about the patient's beliefs, he 
behaves as if the examiner were his enemy. 

16. The patient calls attention to his body function. 

17. The patient is seductive. 

18. The patient seems to rely heavily on processes of ex- 
clusion; that is, dodging responsibility by losing a function. 

19. The patient attempts to preserve his integrity by dis- 
sociating some ego functions to bring emotional turmoil within 
manageable limits. 

20. The patient tends to have backaches or tensioa head- 
aches. 

21. The patient appears bored and complains of boredom, 
monotony, unrest, and futility. 

22. The patient concocts plausible reasons for his opinions or 
behavior that he believes explain them, thereby avoiding the less 
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acceptable motivations. 

23. The patient is uncompromisingly perfectionistic in his 
approach to his work. 

24. The patient expresses himself in an exaggerated, grandil- 
oquent manner. 

25. The patient performs certain activities that are uncon- 
sciously designed to cancel out or atone for certain other activi- 
ties. 

26. The patient avoids recognition of his own unacceptable* 
impulses by attributing them to others. 

27. The patient makes believe that his reality is something it 
is not, and acts accordingly. 

28. The patient is continually worried about his health, and 
often detects symptoms of illness in himself. 

29. The patient is troubled by some physical symptoms 
(headaches, ulcer, etc.) that appear connected with emotional 
stress but that the patient himself does not link with emotional 
problems. 

30. The patient seems to use family myths and rational- 
izations in a manner that impairs his reality functioning. 

31. The patient tends to be oblivious to his surroundings. 

32. Hostile forces in the environment are blamed by the 
patient for his fate. 

33. The patient has a tendency toward self-dramatization 
and easy suggestibility. 

34. The patient tends to be bored, irritable, and tired much of 
the time. 

35. The patient expresses conflicts in part through his body 
systems. 

36. The patient is fanatically meticulous about his personal 
belongings. 

37. The patient is mute. 

38. The patient suspects those who are trying to help him of 
having ulterior motives. 

39. The patient tends to magnify small pains and distresses. 

40. The patient has a need to acquire, to gain possessions and 
property, to get goods or money for himself. 

4]. The patient attributes his nervousness to the excessive 
delicacy of his nervous system, hence the many symptoms, of 
which profound exhaustion is a frequent manifestation. 

42. The patient seems not to zare for anyone. 

43. The patient has general ego strength. 

44. The patient's psychic apparatus has available a full rep- 
ertoire of response patterns. 

45. The patient is incapable of responding to events in his en- 
vironment with appropriate affect; he seems unmoved by what 
goes on around him. 
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Individual Versus Group Aftercare Treatment 


BY MARVIN I. HERZ, M.D., ROBERT L. SPITZER, M.D., MIRIAM GIBBON, M.S.W., 


KENNETH GREENSPAN, M.D., AND STEPHEN REIBEL, M.D. 





The authors designed a study to test the relative efficacy 
of minimal individual contact versus group therapy, 
given an equal amount of therapist time allocated to each 
treatment. One hundred forty-four aftercare patients 
were randomly assigned to either group or individual 
therapy conducted by 12 incoming first-year residents. 
Results at the end of one year showed no significant dif- 
ferences in outcome measures for either group. However, 
the therapists greatly preferred the group method, and 
the group patients seemed more enthusiastic. Greater uti- 
lization of group treatment in aftercare clinics is recom- 
mended. 





IN THIS ERA of community psychiatry, ever-increasing 
numbers of patients are being returned to the community 
after relatively short inpatient hospital stays. Unfortu- 
nately, according to one report from the National Insti- 
tute of Mental Health (1), this has been accompanied by 
an increased readmission rate, which varies from 40 to 60 
percent within two years of discharge. Furthermore, for 
large numbers of patients the level of adaptation in the 
community following discharge is disappointingly 
low (2, 3). 

Several studies have clearly demonstrated the impor- 
tance of aftercare treatment, including pharmacotherapy, 
in preventing rehospitalization and promoting adaptation 
to the community (2-6). Most clinics have large patient 
loads that are treated by a small number of staff mem- 
bers. The traditional approach has been for a therapist to 
follow a large number of patients individually with mini- 
mal contact for brief counseling and monitoring of drug 
therapy, while many clinics use the group therapy ap- 
proach for some patients. There are few controlled stud- 
ies that compare the relative efficazy of minimal individ- 
ual contact with group therapy for aftercare 
patients (3, 7,8), and only one recent study of schizo- 
phrenic patients had definitive results (9). Outcome after 
12 and 24 months of treatment based on social effec- 
tiveness and psychiatric ratings was significantly better 


Revised version of a paper read at the [26th annual meeting of the 
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for patients in group therapy. However, rehospitalization 
rates for individual and group patients did not differ sig- 
nificantly. 

This study attempts to arswer the question: If thera- 
pists have an equal amount of time allocated for the 
treatment of a given number of patients, which treatment 
is more effective, minimal individual contact or group 
therapy? 


METHOD 


The study was conducted on the Washington Heights 
Community Service of the New York State Psychiatric 
Institute from July 1, 1971, to June 30, 1972. Therapy of 
aftercare patients was conducted by first-year psychiatric 
residents. Prior to the study, most of the patients were 
seen individually for therapy sessions that ranged in du- 
ration from 5 to 10 minutes to the traditional 45-minute 
session and in frequency from less than once a month to 
as often as twice a week. 

The potential subjects for the study included the 215 
aftercare patients who were judged to need continued 
treatment as of June 1971, a: the time of the changeover 
of residents. Thirty-three patients who were already sub- 
jects in another study and 38 patients who were continued 
in individual or group psychotherapy with their therapists 
were excluded from the study. The remaining 144 pa- 
tients were randomly allocated to either group (N = 76) 
or individual (N = 68) therapy. The incoming residents 
were also randomly assigned to individual or group treat- 
ment. 

Each therapist was assigned approximately 12 patients 
who were to be seen only during a one-and-a-half-hour 
weekly evening clinic. Therapists conducting group ther- 
apy were instructed to see their patients only in the group 
session except for emergencies. The therapists conducting 
individual therapy were instructed to use the one-and-a- 
half-hour block of time in accordance with the needs of 
their patients: some patients would be seen weekly, others 
less often. Each therapist was supervised weekly by a se- 
nior attending psychiatrist. A social worker was assigned 
to each therapist to work with patients' families during 
the scheduled clinic hours as indicated. 

In keeping with experience, a number of patients were 
never seen bv their new therapist because they could not 
be located, refused treatment, or moved out of the area. 
One hundred eight patients remained, with 54 in each 
treatment, who were seen at least once in an individual 
session with their new therapist. At that time the patient 





TABLE 1 


Demographic and Diagnostic Characteristics of Patients Assigned to 
Group and Individual Aftercare, in Percents(N = 108) 





Group Individual 
Patients Petients 
Item (N = 54) (N = 54) 
Age 
: Under 25 12 15 
25-44 47 54 
45-64 28 29 
65 and over 13 2 
Sex 
Men 38 43 
Women 62 57 
Race 
White 79 89 
Black 21 H 
Marital status 
Single 43 54 
Married 30 31 
Divorced or separated 21 13 
Widowed 6 2 
Previous hospitalizations 
One 68 56 
Two 13 26 
Three or more 19 18 
Official diagnosis 
Schizophrenia 67 65 
Affective disorder 15 15 
Alcoholism and drug dependence 6 6 
Neurosis 4 6 
Personality disorder 2 0 
Organic brain syndrome 4 2 
Paranoid state 2 4 
Transient situational disturbance 0 2 


was told that he would be seen either individually or in a 
group. 

The type of treatment for both modalities was support- 
ive, reality-oriented psychotherapy with little if any em- 
phasis on insight. In addition, there was an attempt to 
promote socialization and deal with interpersonal issues 
in the group. 

The demographic and diagnostic characteristics of the 
two treatment groups are shown in table 1. About 30 per- 
cent of these patients had been discharged within the pre- 
ceding six months, 18 percent between six months and 
one year, and the remaining 50 percent had been out of 
the hospital for over a year. As a group these patients 
could be described as chronically ill and socially im- 
paired. 


DATA COLLECTION 


Each patient was clinically evaluated by his or her 
therapist after the initial session and at 4, 7, and ll 
months, using the Problem Appraisal Scales (PAS) of 
Spitzer and Endicott (10) and the Menninger Health- 
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TABLE 2 
Status of Individual and Group Patients 12 Months After Beginning 
Outpatient Therapy (N — 86)* 


Group Patients — Individual Patients 
(N = 4I) (N = 45) 


Status Number Percent Number Percent 





Remained in treatment 


for 12 months 28 68 34 76 
Terminated 7 17 4 9 
Rehospitalized 6 15 7 15 


* Does not include those who had less than two sessions, 


Sickness Rating Scale (HSR) of Luborsky (11). The 
PAS provides for scaled judgments of 38 areas of distur- 
bance, including 22 five-point scales covering signs and 
symptoms of manifest psychopathology. These 22 scales 
have been factor-analyzed to provide a scoring system of 
six broad dimensions of psychopathology. The HSR is a 
single rating of overall mental health ranging from a the- 
oretical zero for maximal disturbance to 100 for optimal 
health. The patients filled out the Symptom Distress 
Check List (SDCL) of Parloff and associates (12) at the 
same time that the therapist completed his evaluations. 
This self-rating form, which permits the patient to in- 
dicate the intensity of a wide variety of subjective symp- 
toms, has been of value as a criterion measure in psycho- 
pharmacological research. The items are scored into five 
factor-based scales. 

At each clinic session the therapist filled out a short 
progress note on each patient. This included information 
on attendance, current condition and medication, and 
any contact outside of the scheduled clinic time. The so- 
cial worker kept a record of any contact with families 
that occurred outside of the clinic hours. During the last 
month of the study, therapists were asked to fill out a 
brief questionnaire regarding their attitudes about con- 
ducting individual and group treatment as practiced in 
the study. 


RESULTS l 
Termination of Treatment 


Thirteen group and 9 individual patients were initial 
dropouts who had fewer than 2 therapy sessions. They 
were considered not to have been “‘in therapy," and their 
results were not included in outcome evaluations. Of the 
41 group and 45 individual patients who entered treat- 
ment, 7 group and 4 individual patients dropped out by 
the 12th month (see table 2). In the majority of cases, 
therapists felt that these patients were still in need of 
treatment. 


Rehospitalization 


The readmission rate for patients in both individual 
and group treatment was 15 percent. The readmissions 
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INDIVIDUAL VERSUS GROUP AFTERCARE 


TABLE 3 





Analysis of Covariance Coniparing Individuel and Group Aftercare at Three Follow-Up Perioas* 


Initial Contact and 4 Months 


Initial Contact and 7 Months 


Initial Contact and 11 Months 




















Individual Group Individual Group Individual Group 

Patients Patients Patients Patients Patients Patients 
Measure Before After Bezore After Before After Before After Before After Before After 

` Problem Appraisal Scales (N = 39) (N = 33) (N = 32) (N = 33) (N = 26) (N = 27) 
Depression-anxiety 2.533  2.10** 2.49 2.54 2.57 2.17 2.49 2.49 2.50 2.08 2.54 2.34 
Disorganization 1.38 | 1.26*** — 1.33 1.47 1.36 122 1.34 1.54 1.40 1.20. 1.37 1.26 
Antisocial-drugs 1.06 1.04 1.02 1.12 1.05 1.02 1.02 1.00 1.04 1.00 1.02 1.00 
Social impairment 2.59 228*** 220 2.62 2.56 248*** 225 2.57 2.61 2.23 2.31 2.45 
Suicide 17. 1.12 1.19 1.20 114. 1.43 1.19 1.29 1.10 1.07 1.21 LLH 
Grandiosity-externalization 1.62  1.58*** 169 1.79 1.65  1.56*** — 1.69 1.98 1.69 1.52 1.78 1.72 

Health-Sickness Rating Scale (N = 32) (N = 33) (N = 29) (N = 28) (N = 23) (N = 24) 
51.41 49.06 50.67 | 52.225 49.66 51.17 47.85 49.30 48.70, 49.78 47.58 52.88 

Symptom Distress Check List (N = 32) (N = 33) (N = 29) (N = 28) (N = 25) (N = 24) 
Somatization 20.06 18.39 17.15 18.74 20.86 17.29 17.41 18.65 21.24 17.20 18.75 17.38 
Irritability 28.22 26.09 25.15 23.52 28.21 25.53 25.74 22,76 28.12 2488 28.13 23.37 
Cognitive 1941 18.86 16.15 18.93 20.21 18.32 18.70 — 17.91 19.84 18.39 19.96 17.47 
Depression 8.34 740 €.97 €.68 831 6.89 7.04 6.38 8.20 6.24 7.54 6.08 
Fear-anxiety 9.09 9.66 8.48 8.12*** 9.66 9.14 8.52 8.44 9.88 9.54 9.50 7.98 








*The number of patients for each evaluation is the number in treatment at both evaluations for whom data were available. 


** Showed significantly more improvement (p « .05). 
*** Showed significantly more improvement (p < .01). 


occurred at a rather constant rate throughout the study 
period for both groups. The rehospitalization rate for the 
initial dropouts (those attending fewer than 2 sessions) 
was 3 out of 13 for the group patients and 6 out of 9 for 
the individual patients. Neither the individual nor the 
group initial dropouts differed significantly from the 
other patients in their group on measures of psycho- 
pathology. Thus the patients who were assigred to indi- 
vidual treatment and refused it had the highest read- 
mission rate. 


Psychopathology Measures 


An analysis of covariance was applied to all psycho- 
pathology scores for the scales of the PAS, the HSR, and 
the SDCL, comparing initial values with those of each of 
the three follow-up evaluations. The results are shown in 
table 3. On four scales of the PAS, the individual patients 
showed more improvement than the group patients at 
the four-month evaluation. On one scale of ihe SDCL, 
the group patients showed more improvement at four 
months. By the seven-month evaluation only two scales 
of the PAS showed a significant difference in favor of in- 
dividual treatment. By the ll-month evaluation, there 
were no significant differences between the two groups on 
any of the psychopathology measures. Examination of 
the ratings of the HSR shows that all the ratings for the 
two groups at the different follow-up periods hover be- 
tween 48 and 52, indicating very small overall improve- 
ment for both groups over time. 

Regarding vocational adjustment, examination of the 
specific role function scaies of the PAS showed that over 
two-thirds of the patients in both groups who were in the 
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job market or who would be expected to attend school 
were working with at least minimal adequacy at each fol- 
low-up period. 


Time, Medication, and Therapist Attitudes 


The amount of time spent by either therapists or social 
workers outside of clinic hours was negligible for both 
groups. Thus the intent of the design of equal staff time 
for both treatments was accomplished. 

Two-thirds of the group patients were seen either 
weekly or biweekly. Seventy-five percent of individual 
patients were seen either biweekly or monthly for ses- 
sions ranging from 15 to 30 minutes. 

Only four individual and five group patients did not re- 
ceive any psychotropic medication throughout the study. 
The majority of the patients received a phenothiazine. 
The dosage levels for the two groups were approximately 
equal except that three individual therapy patients re- 
ceived large amounts (over 500 mg. a day) of chlor- 
promazine (Thorazine). 

Results of the attitude questionnaire given to the thera- 
pists showed that 8 of the 12 would have preferred to 
treat their patients with individual therapy, when the pro- 
gram started. By the 12th month, 4 of the 8 who initially 
preferred individual therapy shifted their preference to 
group therapy, while none of those who initially preferred 
group therapy changed preference. 


DISCUSSION 


The Washington Heights Community Service was 


faced with a growing roll of aftercare patients and too 
small a staff to deal with these patients: This is a problem 
facing most aftercare clinics. The question arose: How 
could therapists make use of their limited amount of time 
most effectively to help patients? Our study was designed 
to test the relative efficacy of minimal individual contact 
versus group therapy, given an equal amount of therapist 
time allocated for each treatment. The demographic 
characteristics of the sample of patients studied were typ- 
ical of our chronic aftercare population and were prob- 
ably similar to the characteristics of the population of 
many community mental health programs. 

Initially there were several factors that might have fa- 
vored a positive outcome for individual therapy. All the 
patients had been in individual therapy before the study, 
and many viewed the transfer to group therapy as a loss 
of their own private doctor. Similarly, many staff mem- 
bers felt that group therapy was a second-class treatment 
modality and that under ideal circumstances patients 
should be seen individually. In addition, the therapists 
were incoming first-year residents who had a great deal 
more anxiety about conducting group therapy than about 
conducting individual therapy. 

Ratings made by therapists and patients revealed that 
only small amounts of improvement were achieved by 
both treatments. Patients were maintained in the com- 
munity, but there was no significant improvement in their 
level of psychopathology and role functioning. At four 
months the PAS data favored individual patients on four 
of six scales, but the differences were small. The patient 
self-report showed no differences between trea:ments. 
The PAS findings at four months may be explained by 
the greater stress of being in group therapy during the 
early stages of group formation. It takes time for a group 
to become cohesive and offer support to its members. Of 
interest is a comparison of the patients who did not ac- 
cept their assigned treatments. Apparently those who re- 
jected group therapy were less fragile than those who re- 
jected individual therapy, since a much larger proportion 
of the latter were rehospitalized. Presumably many of the 
group therapy patients who rejected this treatment did so 
because it was a change to a new modality after they had 
become accustomed to individual treatment: some 
patients were unwilling to discuss personal problems in a 
group setting. : 

Unfortunately, due to changes in the residenzy pro- 
gram, we were not able to continue this study beyond the 
first year. We thus had no opportunity to test wheiher the 
transition to a new therapist, which occurs each vear for 
all patients, might be less traumatic for the group 
patients than for the individual patients. A group is likely 
to be able to offer more support to its members during 
such a transitional phase and to cushion the stress. On the 
other hand, no such support is available when the individ- 
ual therapist is changed. 

Concerning tne therapists! attitudes, there was a defi- 
nite shift from preference for individual therapy at the 
beginning of the project to preference for group :herapy 
at its end. [t should be noted that all of the therapists con- 
ducted individual and group therapy on the inpatient 
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service while the outpatient study was being carried out. 
Those who conducted the outpatient group therapy 
tended to have more enthusiasm and involvement in the 
therapy. This factor is important since many aftercare 
clinics have a problem in maintaining staff morale be- 
cause of the large patient load and chronicity of the 
patients. The groups could easily have handled more 
patients and actually did add some nonstudy patients 
during the year. An introduction of more group therapy 
into aftercare programs should increase staff morale and 
thereby benefit the patients. We did not measure the 
patients’ social adjustment or degree of satisfaction, but 
it was observed by many staff members that the group 
patients seemed more lively and enthusiastic in the clinic 
waiting room. 

Patients in both treatment modalities were adminis- 
tered approximately the same amounts of medication; 
perhaps medication alone is the single most important 
factor in maintaining remission. Of particular concern 
are those patients who refuse individual treatment ini- 
tially. Both in our study and the one conducted by 
O'Brien and associates (9), the readmission rate of those 
who refused individual treatment initially was sub- 
stantially higher than the rate for those who entered 
treatment. 


CONCLUSIONS 


Although there were no differences in outcome mea- 
sures between individual and group therapy, we never- 
theless recommend that aftercare programs shift to mak- 
ing much greater use of group therapy of a supportive, 
reality-oriented type accompanied by appropriate use of 
pharmacotherapy. Staff morale is improved because in- 
stead of seeing an endless succession of patients one after 
another for brief periods of time, therapists can spend a 
much larger block of time with one group of patients. In 
addition, patients gain a sense of belonging and have an 
opportunity for increased socialization. Special efforts 
should be made to bring into therapy those patients who 
initially refuse it, because they have a high risk of rehos- 
pitalization. 
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Dominance and Sexual Behavior: A Hypothesis 


BY VIRGINIA ABERNETHY, PH.D. 


[ 








Primatological, ethnographic, and psychiatric data sug- 
gest the hypothesis that male dominance facilitates male- 
female copulatory behavior while female dominance in- 
hibits it. The author discusses a mother-son pair of rhesus 
macaques in which two incestuous episodes took place, 
several human societies in which the wife is economically 
independent of her husband and has higher status in the 
home, and the significance of maternal dominance in the 
dynamics of male homosexuality. Presentation of these 
data is followed by suggestions for testing the hypothesis 
and a discussion of the social and therapeutic implica- 
tions of the observed relationships. 


A CRITICISM OF PSYCHOANALYTIC theory has been its fail- 
ure to frame testable hypotheses (1-5). This paper pro- 
poses a testable hypothesis bearing on a cornerstone con- 
cept in psychoanalytic theory—that early familial 
experience is a major determinant of adult sexual func- 
tioning. 

The ipedilie hypothesis proposed here is that female 
dominance inhibits heterosexual copulatory behavior, 
whereas male dominance facilitates it. In the family con- 
text this means that, although the son's first love object 
may be his mother, the male observes an “incest taboo” 
toward her partly because of the mother's historical, de- 
velopmentally determined dominance over him. More 
generally, female dominance may be seen as one impor- 
tant factor in the genesis of male sexual inhibition and of 
a platonic or asexual quality in male-female relation- 
ships. 

This view derives fiom observations in three dis- 
ciplines: primatology, ethnology, and psychiatry. Presen- 
tation and discussion of these lines of evidence are fol- 
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lowed by proposals for hypothesis testing within each 
discipline. 


OBSERVATIONS OF NONHUMAN PRIMATES 


Although long-term observation is required before 
family pairs can be confidently identified in wild primate 
troops, it is now known that a partial analogue of the nu- 
clear family incest taboo occurs, at least in macaque spe- 
cies. Over a period of years, investigators have observed 
that mother-son copulations (mounting followed by in- 
tromission) were absent (6, 7) or very rare, on the order 
of 4 mother-son pairings out of 363 observed copulations 
in which family groupings were known (8). The rarity of 
this mating pattern is especially striking because mothers 
and grown sons tend to spend much time together and to 
interact in other ways with much higher frequencies than 
do unrelated animals. 

Eleven thousand hours studying a colony of 45 rhesus 
macaques over a period that included three mating sea- 
sons enabled Donald Sade (8) to describe two incestuous 
episodes involving a single mother-son pair. When first 
observed, the son (JS) was definitely subordinate to his 
mother (065), who beat him in four fights out of four over 
a three-month period. However, the mere occurrence of 
these battles indicated that JS was challenging his 
mother's higher status. A fifth fight had a still more un- 
certain outcome, as Sade described it: 


A weck later [about October 1] 065 gave signs of having 
lost her confidence: she grimaced as JS stalked towards her. 
All further fights between them were won by JS, including 
those I caused by tossing bits of plantain between them. 

After the reversal in dominance rank was definitely estab- 
lished, they copulated. The first copulation was initiated by 
JS on November 23. It consisted of at least seven mountings, 
ejaculation occurring during the last. The second mounting 
occurred 15 days later (8, p. 31). 


It is obvious that there was a striking temporal correla- 
tion between the son’s success in reversing the dominance 
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pattern with his mother and then being able to copulate 
successfully with her. 

As stated, copulation with the mother is highly un- 
usual. Also unusual is the dominance reversal, because a 
mother tends to remain dominant over a son even when 
the latter is otherwise the highest ranking animal in the 
troop (8, 9). From these data Sade concluded that: 1) 
there is an important relationship between maternal 
dominance and the observed mother-son incest taboo and 
2) sexual inhibition between mother and son is dissipated 
only after the normative dominance pattern is dis- 
rupted (8). 

Thus, observations of nonhuman primates and Sade’s 
analysis of the data are a primary source of the hypothe- 
sis that female dominance inhibits heterosexual copula- 
tory behavior, whereas male dominance facilitates it. 


OBSERVATIONS OF HIGH-STATUS WIFE 
CONSTELLATION 


The Trobriand Islanders 


There are a number of ethnographic reports of human 
societies in which the wife is economically independent of 
her husband and has equal or higher status in the home. 
In many such societies power is wielded by the woman’s 
brother, who is not resident in the household in which he 
exercises authority; he lives, rather, in his wife’s house- 
hold, there occupying a structurally weak, qua- 
sidependent status as husband. The quality of sexual rela- 
tionships in these societies influences our hypothesis. 

A first example is found in Malinowski’s ethnogra- 
phies (10, 11) of the Trobriand Islands, which are located 
in the Pacific Ocean northeast of Australia and southwest 
of New Guinea. Here inheritance and descent, in the 
sense of blood kinship, are traced through the female line, 
although because of an *avunculocal" residence pattern 
a woman never actually lives in the territory claimed by 
her matrilineage. She lives with her husband in the terri- 
tory that he inherited (or will inhezit) from his mother's 
brother. On this land a man raises taro, yams, and pigs, 
but the produce will not be used to feed himself or his 
own family; instead it has to be distributed among his sis- 
ters’ households and to other maternal relatives, so that 
each family looks to the wife's brothers for basic food- 
stuffs. Boys maintain a warm, nonauthoritarian relation- 
ship with their father but regard their mother's brother as 
mentor and disciplinarian; at puberty they will move to 
the mother's brother's household and lands, eventually 
inheriting from him. Girls remain in their father's house- 
hold until marriage, when they move to their husband's 
or his mother's brother's land. Wherever they live, 
women expect to receive yearly distributions of food 
from their own brothers. 

The husband-wife relationship is influenced by their 
household's economic dependence on her relatives. It is 
obvious that her brother's yearly gifts are the mainstay of 
the family, and a woman takes pride in the abundance he 
provides; as a result, her economic well-being is not de- 
pendent upon marriage but, rather, the reverse: the hus- 
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band is indebted and virtually dependent regardless of 
how excellent a provider he may be. The relative eco- 
nomic positions may explain Malinowski’s observation 
that the wife more often than the husband is the aggres- 
sor in quarrels and that actual or threatened dissolution 
of marriage is "a weapon used by the woman more than 
the man." A wife leaves her husband because of bad 
treatment, infidelity, or "simply because she does not like 
him" (11, p. 144). 

The Trobriand conceptualization of the sexual aspect 
of marriage parallels the economic balance of power: in 
theory spouses are considered to have equal rights in the 
sexuality of the other, but there is some tendency to de- 
pict the husband as indebted to his wife for sexual fa- 
vors (10). 

Congruent with the proposed hypothesis, sexual ad- 
justment appears to suffer in this type of marriage. Al- 
though Malinowski describes the typical marital rela- 
tionship as "genial" public displays of affection are 
absent and there is frequent adultery and divorce. Adul- 
tery, as likely for the woman as for the man, is generally 
tolerated if it is discreet and is not publicized by open ac- 
cusation. Malinowski observed that it was not unusual 
for a cuckholded husband to be reconciled with his wife 
on the same day as the discovery of the infidelity (11). 

Moreover, the most unpardonable of Trobriand in- 
vectives is “Cohabit with thy wife!" This expletive may 
cause the husband to commit suicide or retaliate through 
murder or sorcery (10). The impact of the insult can pos- 
sibly be interpreted as indicative of severe strain in mar- 
ried sexuality. Malinowski's informants corroborate this, 
acknowledging that sex with a spouse is poor fun; they 
also say that long, exciting, and romantic premarital liai- 
sons lose their flavor after marriage (11). Thus it seems 
that among the Trobriand Islanders, female control of 
the conjugal relationship coincides with high rates of 
marital stress and instability. 

Turning to the Trobriand mother-son relationship, one 
enters a historic controversy over the form assumed by 
the oedipal complex in nonpatriarchal societies. On the 
basis of extensive observation and interviewing for over 
18 consecutive months, during which he was the only 
white man on the island, Malinowski stated that in- 
cestuous wishes of the son for his mother do not exist at a 
conscious or unconscious, repressed level (10). 

In rebuttal, Ernest Jones asserted that, however hidden 
or displaced, the son's desire for the mother must none- 
theless be presumed to exist in all cultures. Malinowski 
maintained his position and, in support of the original in- 
terpretation, adduced evidence from his observations and 
informants' self-reports. The latter included accounts of 
dreams and mythology (11). The debate can hardly be 
settled conclusively, but it seems relevant to present 
Malinowski's data. 

In response to direct questioning, Malinowski's infor- 
mants denied incestuous thoughts about the mother, and 
he notes that such denials were made unemotionally, 
without anger or undue emphasis. Moreover, “Cohabit 
with thy mother!" is a friendly jest among the 
Trobriands (10), which contrasts sharply with the impact 


of “mother fucker” in Western culture and “Cohabit 
with thy wife” in Trobriand culture. 

Malinowski was aware, however, of tension in another 
familial dyad: the brother-sister pair. Quite unlike the in- 
teraction with the mother, the relationship with the eco- 
nomically dependent sister is apparently threateningly 
sexual. For instance, informants heatedly deny in- 
cestuous thoughts in themselves but after long months of 
acquaintance admit that "other people" dream about 
their sisters. Similarly, “Cohabit with thy sister!" are 
fighting words, second in impact only to the marital sex 
invective. Other evidence is found in mythological 
sources, which not only contain an account of brother- 
sister incest but also explain that in this act lay the magi- 
cal origin of all carnal love (11). 

In apparent cultural recognition of this tension, 
Trobriand brother-sister interactions are heavily re- 
stricted by institutionalized rules seemingly aimed at 
avoidance of contact, especially sexual contaci. After 
about age six, the Trobriand brother must avoid touching 
his sister, cannot ever be alone with her, cannot ever men- 
tion sex in her presence, and must have no part in choos- 
ing her husband. At puberty, the boy moves to his 
mother's brother's house, geographically separate from 
his natal home. In one instance, discovery of sibling in- 
cest forced a guilty pair to suicide. 

Underlining avoidance rules, the sibling terminology is 
characterized by terms that call attention to the opposite 
sex sibling distinction.’ Literally translated, the three 
Trobriand terms for siblings denote: 1) a sister speaking 
to or about a brother or a brother speaking to or about a 
sister, 2) a sister speaking to a sister, and 3) a brother 
speaking to a brother. 

Thus both terminology and the rules governing 
brother-sister conduct seem to reflect a need for strong 
social deterrents to sibling incest. Malinowski concludes 
that incestuous wishes within the nuclear family re most 
evident in the brother-sister dyad (in which the female 
occupies a submissive position) and nonexistent in the fe- 
male-dominant mother-son relationship. He a.so sug- 
gests that the husband-wife relationship (in which the fe- 
male occupies a dominant position) is sexually 
unsatisfactory. All this is consistent with the hypothesis 
that female dominance inhibits copulatory behavior 
whereas male dominance facilitates it. One might con- 
jecture further that the son does not develop oedipal 
wishes for the mother because he is everlastingly subordi- 
nate to her; identification with the father does not modify 
the son’s low status because of the father’s own weak po- 
sition in the family. 


Other Societies 


These findings are congruent with data from two addi- 
tional societies in which the husband is known tc be sub- 
ordinate or at best equal in power to his wife. These so- 
cieties, the Haida and Hopi, are geographically and 
linguistically distant from each other and from the 


‘In Trobriand language, the sex of the speaker is coded, in cortrast with 
English terminology, in which the sex of the speaker is not coded. 
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Trobriands. They were also the first two societies investi- 
gated for this research that met the “powerful wife" cri- 
teria. Although their ethnographers did not share Mali- 
nowski’s psychoanalytic orientation, there are 
indications that in these societies sexual adjustment be- 
tween spouses is strained, and the brother-dominated sib- 
ling relationship may have sexual overtones. 

In the Hopi of the southwestern United States, 
frequent adultery and a 40-percent divorce rate have been 
reported (12). Similarly, frequent divorce and adultery 
are reported among the Haida of the coast of north- 
western Canada. Surprisingly, there is institutionalized 
provision for legitimate extramarital sex; i.e., the Haida 
condone and do not define as adultery sexual relations 
with the brother, sister, or parallel cousin? of one’s 
spouse (13). 

With respect to the sibling pair, the restrictions on 
brother-sister contact as well as the sibling termi- 
nological distinctions noted for the Trobriands are also 
present and vital among the Haida (13); the Hopi use a 
term for opposite-sex sibling when the brother is 
older (12). 

Thus in two of the three societies investigated, the 
male-controlled brother-sisted dyad gives the clear im- 
pression of being sexually charged, and there is some 
such evidence for the third case. In contrast, the sexual as- 
pects of the wife-dominated conjugal relationship appear 
to be frequently unsatisfactory, judging both from the 
minimal cultural expectation of sexual exclusiveness with- 
in marriage and from the high divorce rate. Like the non- 
human primate observations, these data are congruent 
with the hypothesis that male dominance facilitates and 
female dominance inhibits sexualization of a relation- 
ship. 

Although by its consistency this evidence encourages 
further study, its shortcomings are obvious. Principally 
there is the issue that incestuous sex is forbidden and con- 
jugal sex is required, and is this contrast (the forbidden- 
fruit effect) not sufficient to account for the observed dis- 
crepancy in affect? 


Other Findings 


For those interested in pursuing available material that 
bears on the problem there :s Goody's comparative anal- 
ysis of incest and adultery (14). He concludes that in pat- 
rilinea] societies the greatest horror is associated with a 
man's adulterous relationship with women of a kinship 
category that includes his own mother, but in matrilineal 
societies there is most horror over a man's adultery with 
women of a category that includes his sister. This finding 
fits with the hypothesis because other cross-cultural stud- 
ies have shown that matrilineal societies are likely to 
have residence patterns resembling either the Trobriand, 
Haida, or Hopi models (15). In either case it is expectable 
that male control is salient in the brother-sister relation- 
ship and not in the conjugal dyad. 

If it is assumed that a society's mores express the 
greatest horror over those forbidden relationships that its 


"Mother's sister’s child or father's brother's child. 
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TABLE 1 
Patterns of Relating in Homosexual Patients and Their Mothers Com- 
pared with Controls* 


Mother-Son Relationship Level of Significance 








Mother demanded to be the prime center 


of patient's attention. P< .001 
Mother was dominating. p < .05 
Mother was considered (by the patient) 

to be sexually frigid. P < 0l 
Mother tried to ally with the son against 

the husband. P< Ol 
Mother openly preferred the son to the 

husband. p< 0l 
Patient did not use technique of rebellion 

to cope with his mother. P< .05 








*From Bieber and associates (16). 


members find most tempting, then the interpretation can 
be made that, again, there is a high level of incestuous 
sibling wishes precisely in those societies in which the 
brother is dominant over his sister. 

Similarly, the inferred mother-son attraction in patri- 
. lineal societies would follow from patrilocal residence, 
male control of conjugal dyad, and the son’s identifica- 
tion with a powerful father, which allows the son to feel 
emancipated from his mother’s control. 


OBSERVATIONS FROM PSYCHIATRIC TREATMENT OF 
HOMOSEXUAL MEN 


The nonhuman primate and ethnographic evidence 
cited earlier lead to speculation that maternal control 
would figure prominently in the history of male homosex- 
uals. This prediction is supported by the research of Bie- 
ber and associates (16) and of Stoller (17, 18). 

Bieber and -associates studied 106 male homosexual 
patients treated by psychoanalysis and a control group of 
100 nonhomosexual analytic patients. Comparison be- 
tween homosexual and control patients yields significant 
differences in the predicted direction on several items that 
bear on the present hypothesis. 

Early experiences influencing these homosexual 
patients are encapsulated in evaluations of their parents 
and their parents’ marriage. Seventy-three mothers of 
homosexuals (compared to 32 controls) are described as 
*close-binding and intimate" and an additional 9 moth- 
ers of homosexuals as "controlling and dominant." The 
remaining 24 mothers are categorized as “detached and 
hostile,” "rejecting, minimizing, and hostile," ‘‘unclassi- 
fiable," or as “mother surrogates.” Among the 106 fa- 
thers of homosexual patients, 93 were classified as “de- 
tached” from both wife and son. Calculating the possible 
combinations of types of mothers and fathers, Bieber 
found few cases in which the homosexual patient would 
have been likely to perceive his mother as other than 
dominant. In fact, the combination of "nondetached" fa- 
ther and “detached and hostile," "rejecting and mini- 
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mizing,” “unclassifiable,” or "surrogate" mother ap- 
peared in only four cases. All other cases represented 
combinations of a ‘“‘close-binding and intimate" or 
“overtly controlling and dominant" mother with any va- 
riety of father. 

Thus, in studying homosexual men, Bieber found a de- 
velopmental experience characterized by a mother who is 
usually perceived as dominant and demanding, con- 
trolling the son, the family resources, and the family 
lifestyle. Fathers were present in the home, although in 
general appearing detached or ineffective. 

More recently, Stoller has remarked upon a very sim- 
ilar family constellation in the history of men who pass 
through a stage of homosexuality and go on to become 
transsexual (17, 18). The typical mother of a transsexual 
tends to have married a man who distances himself from 
the family because he is “unable to cope with his wife's 
strength and hatred of his maleness." Stoller sees the 
dominant mother, “unimpeded” by the masculine influ- 
ence a father should provide, as the principal force acting 
upon the child (17, p. 63). The boy is reenforced in any 
feminine behavior or self-concept and in this role spends 
"excessive time in intense, blissful intimacy" with his 
mother (18, p. 244). 

In effect, the boy puts aside his maleness; heterosexual 
feelings for the mother apparently do not become an is- 
sue, being absent or remaining very deeply repressed. 
This accords with the outcome predicted from female 
(mother) domination of the dyad. 

Thus two sets of psychiatric research data are consist- 
ent with the proposed hypothesis and suggest a mecha- 
nism in the etiology of homosexuality. Sons exposed de- 
velopmentally to the overwhelming influence of 
dominant mothers do not freely copulate with any 
woman. 


DISCUSSION AND CONCLUSIONS 


Three lines of evidence have been presented. First, ob- 
servations of nonhuman primates revealed a sequence of 
two rare events: a son became dominant over his mother 
and then copulated with her. Second, the anthropological 
data suggest that sexual attraction is greater where the 
balance of power in a relationship rests with the male. Fi- 
nally, psychiatric material suggests that dominant moth- 
ers who denigrate their husbands are prominent in the 
histories of homosexuals and transsexuals. 

The further step of hypothesis testing has not been un- 
dertaken. However, the hypothesis that female domi- 
nance inhibits and male dominance facilitates sex- 
ualization of male-female relationships has the 
advantage that it is testable. 

For example, the hypothesis would be supported if re- 
versal of the usual dominance pattern for a nonhuman 
primate mother-son pair led to disappearance of the in- 
cest taboo between them. The son's dominance over the 
mother could be shaped by delivering reenforcement 
through electrodes implanted in the reward area of the 





hypothalamus. Alternatively, correlation of sexual roles 
and tensions with husband-wife and brother-sister power 
relationships offers a means of testing the hypothesis 
both within and across societies. 

A final approach is continued collection of quantitative 
data bearing on the clinical insight that female (mater- 
nal) dominance is of major importance in the dynamics 
of male homosexuality. It would be useful to do this with 
homosexuals who wish to change their sexual style as 
well as with those who do not. 

In practical application, the hypothesis suggests that 
greater emphasis should be placed on female dominance 
as a barrier to the completion of sexual development. In 
epidemiological terms, where “moms” proliferate a so- 
ciety may also look to rising proportions of voluntarily 
unmarried persons and to increasingly unstable marriages. 
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The Antagonism of Amphetamine-Induced Symptomatology by a Neuroleptic 


B. ANGRIST, M.D., H.K. LEE, M.D., AND S. GERSHON, M.D. 





A neuroleptic (haloperidol) that, in the doses used, is a 
specific blocker of dopamine was effective in antagoniz- 
ing amphetamine-induced symptoms in eight patients. 
This finding suggests that dopaminergic mechanisms 
play an important role in amphetamine psychosis, as well 
as the additional possibility that these mechanisms may 
be important in other psychotic states. 





CONNELL'S MONOGRAPH (1) and a subsequent clinical re- 
port (2) of patients with amphetamine psychosis have 
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documented that this condition can cause severe behav- 
ioral disturbance. To date, no systematic studies have 
been reported of antagonism of psychotic symptoms in- 
duced by amphetamine in man. 

Beyond these clinical considerations, amphetamine 
psychosis has been proposed as a “model schizophrenia 
mediated by catecholamines" (3). Dopamine, in particu- 
lar, has been implicated as being involved in its pathoge- 
nesis (3, 4), with the additional implication that this may 
be the case with schizophrenia. Specific antagonists of 
amphetamine psychosis, then, might be of theoretical in- 
terest as indicators of its pathogenic mechanisms. 

Connell (1) has indicated that “patients with ampheta- 
mine psychosis recover within a week” without specific 
treatment. Anggard and associates (5) have shown that 
acidifying the urine with ammonium chloride can reduce 
the duration of the psychosis by increasing the excretion 
rate of the drug. Amphetamine abusers are known to fre- 
quently resort to barbiturates to avoid the dysphoric “‘let- 
down" or "crash" that occurs as the effects of ampheta- 
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TABLE | 


\ 





Amphetamine Doses Taken by Eight Patients with Amphetamine Psychosis and Clinical Status Before and After Treatment with Haloperidol 


(Dose = 5 mg. Administered Intramuscularly} 


Amphetamine 


Patients’ Clinical Status 














Patient Dose, Route Before Haloperidol After Haloperidol 
l 70 mg., orally Grandiosity, severe thought disorder Complete clearing 
2 *intravenously Thought disorder, auditory hallucina- Partial clearing 
tions, fearful withdrawal 
3 190 mg., orally CNS stimulation. talkativeness Depressed, “erashing” 
4 3-4 nasal inhalers a Emotional lability, auditory hallucina- Cessation of hallucinations. other 
day, orally tions, paranoid preoccupation, symptoms diminished, increased 
pressure of speech, agitation depression 
5 "2/3 of a teaspoon," Tension, mild auditory hallucinations, Cessation of hallucinations, tension diminished, 
intravenously mild paranoid ideation paranoid ideas persisting but less intense 
6 $30 worth a day, Auditory hallucinations, ideas of Cessation of hallucinations, ideas of reference 
taken for 3-4 days, reference, depression diminished, depression unchanged 
intravenously 
1 160 mg., orally CNS stimulation, talkativeness Depressed, "crashing" 
8 70 mg., orally Talkativeness, mild irrelevance, Depressed 


increased emotional intensity 











* Amount not known. 


mines begin to dissipate (6, 7). Griffith and associates (7), 
however, have noted that *... barbiturates do not termi- 
nate the psychoses. The patients may sleep for a while but 
when they awake they are psychotic again." Further- 
more, Smith (8) has noted that barbiturate intoxication 
superimposed on a paranoid psychosis can increase the 
danger of violent behavior, so that, even in the bizarre 
world of the “speed freak," such an individual is "seen as 
a menace." 

On the other hand, Griffith and associates (7) have 
noted that the symptoms of amphetamine psychosis “are 
quite sensitive to chlorpromazine and chlorpromazine is 
almost a specific treatment for the illness." Kramer (9) 
also stated that chlorpromazine is efficacious, and 
Smith (10) reported a case in which chlorpromazine ef- 
fectively antagonized the cardiovascular effects of am- 
phetamines. 

These observations concur with our own. In studies 
where amphetamine psychosis was experimentally in- 
duced, subjects frequently requested barbiturates after 
the administration of amphetamines was terminated. At 
first, barbiturates were administered, but a state of bar- 
biturate-induced ‘drunkenness’ becoming superim- 
posed on psychotic phenomena resulted. Disinhibition 
and emotional lability compounded difficulties of man- 
agement in these instances. In subsequent pilot studies 
chlorpromazine, perphenazine, and haloperidol all ap- 
peared to be effective clinical antagonists (11). 

In this study we have attempted to formalize these an- 
ecdotal observations with regard to the efficacy of neuro- 
leptics in amphetamine psychosis. The neuroleptic cho- 
sen for study was haloperidol, since, when given in low 
doses, it has been shown to be a specific blocker of central 
dopaminergic mechanisms and to have little effect on 
central noradrenergic events (12). Haloperidol was not 
chosen because of its anticipated superior efficacy to 
other neuroleptics but rather, because any eíficacv it 
might show could, because of its greater specificity of ac- 
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tion, be interpreted as an index to the role of central do- 
paminergic hyperactivity in amphetamine psycho- 
sis (3, 4). In other words, the decision was made more for 
theoretical than for pragmatic clinical reasons. 


METHOD 


The four patients who were studied came to Bellevue 
Psychiatric Hospital in New York because of symptoms 
that they acknowledged as being caused by ampheta- 
mine abuse. Their pathology was noted on the Brief Psy- 
chiatric Rating Scale (BPRS), and each patient was 
given 5 mg. of haloperidol intramuscularly. A second 
rating was made 45 to 60 minutes later, and the two 
ratings were then compared. 

An additional four patients who were known non- 
schizophrenic amphetamine abusers were administered 
amphetamines in cumulative doses that were less than 
what they usually took (70 to 190 mg.), using method- 
ology for the safe administration of amphetamines that 
had been previously reported (13). Amphetamine was 
administered until clear behavioral effects were observed, 
but no attempt was made to induce an actual psychosis. 
These four patients were also rated on the BPRS, treated 
with haloperidol, and rated a second time. The rater was 
not blind and placebos were not used. 


RESULTS 


Table | presents descriptive data regarding the dosages 
of amphetamines the patient took (when known) and the 
patients’ clinical status. Table 2 shows the mean BPRS 
ratings for this eight-patient group before and after the 
administration of haloperidol. The diminution of two 
symptoms, excitement and paranoid ideation, attained 


TABLE 2 
Mean BPRS Scores for Eight Patients Treated with Haloperidol for 
Amphetamine-Induced Symptoms 








BPRS Item Amphetamine Haloperidol 
Somatic concern 2.2 1.9 
Anxiety 2.9 2.2 
Emotional withdrawal 2.9 1.9 
Conceptual disorganization 2.8 1.7 
Guilt feelings 1.8 1.6 
Tension P 1.5 
Mannerisms and posturing 17 1.1 
Grandiosity 2.0 1.1 
Depressive mood a 2.9 
Hostility 3 1.9 
Suspiciousness 3.4 1.6*.- 
Hallucinatory behavior 24 1.0 
Motor retardation 1.6 1.6 
Uncooperativeness 1.7 1.6 
Unusual thought content 2.3 1.5 
Blunted affect 1.7 1.9 
Excitement 2.9 L286 
Disorientation 1.0 1.0 

*p «.02. 
a <.05. 


statistical significance (p « .05, sign test). 

The mean blood pressure and heart rate for the four 
patients who were administered amphetamines were 144/ 
94 and 102, respectively, before they were given haloperi- 
dol. After treatment with haloperidol, these rates were 
124/84 and 82, respectively. One patient received 40 mg. 
of amphetamine in a separate experiment not reported 
here; his blood pressure rose to 178/110, and he devel- 
oped tachycardia of 120 beats per minute. After adminis- 
tration of 5 mg. of haloperidol intramuscularly, his blood 
pressure dropped to 130/90 and his heart rate to 92 beats 
per minute. 


DISCUSSION 


The shortcomings of this open and nonplacebo-con- 
trolled study are evident. Nonetheless, the clinical effects 
did seem quite dramatic. Patients who manifested psy- 
chotic symptoms showed striking improvement within an 
hour after the administration of haloperidol. Patients 
who showed only central nervous system (CNS) stimu- 
lation frequently became somewhat depressed and ex- 
pressed dysphoric states, as though the amphetamine 
"crash" had been accelerated. From these findings, we 
conclude that haloperidol is clinically useful in the man- 
agement of patients with amphetamine psychosis. 

This is not to suggest, however, that haloperidol can be 
used as an alternative to hospitalization when indicated 
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by a patient's overall psychiatric status. Since ampheta- 
mine psychosis can last for a week, observation for the 
recurrence of suppressed symptoms would still be recom- 
mended. Moreover, Connell (1) has drawn attention to 
the danger of suicide during the dysphoric, depressed 
state that follows high-dose amphetamine use. Haloperi- 
dol appeared to intensify cepressive feelings somewhat. 
This suggests the possibility of a transient increase in sui- 
cidal potential and emphasizes the need for observing 
patients following such treatment. 

We do not want to susgest that haloperidol is in- 
trinsically superior to other neuroleptics as a therapeutic 
agent in treating amphetamine psychosis; in fact, we sus- 
pect that the same clinical effects could be attained with 
any neuroleptic compound. However, we do feel that the 
clinical effects observed are of some theoretical impor- 
tance. The specificity of haloperidol in these doses as a 
blocker of central dopaminergic mechanisms (12), to- 
gether with its clinical efficacy, can be interpreted as 
further evidence of the importance of these mechanisms 
in amphetamine psychosis and, perhaps, in other psy- 
chotic states as well. 
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Does Lithium Block the Effects of Amphetamine? 


A Report of Three Cases 


BY ABRAHAM FLEMENBAUM, M.D., MLS. 





The author presents three case reports supporting the hy- 
pothesis that lithium therapy inhibits the effect of am- 
phetamine. He suggests that the pharmacologic mecha- 
nisms of action of lithium and amphetamine are directly 
opposite and that lithium could be prophylactic for cases 
of amphetamine abuse; he suggests further research to 
evaluate this hypothesis. 





THIS PAPER reports three cases in which the use of lithium 
blocked the effects of amphetamines. Cases | and 2 con- 
cern patients who, while undergoing treatment with lith- 
ium for an affective disorder, discontinued their am- 
phetamine abuse spontaneously because they did not get 
the “highs” they were expecting; this decrease in am- 
phetamine highs appeared even before the affective pic- 
ture was completely under clinical control. Case 3 is not a 
report of amphetamine abuse but involved an experience 
similar to that of the first two, i.e., lack of amphetamine 
effect during lithium therapy. These findings stimulated a 
search for a mechanism to explain this drug interaction. 


CASE REPORTS 


Case 1. R.T., age 23, came to our clinic because o: his inabil- 
ity to relate to other people, withdrawal from social contact, 
lack of energy, hypersomnia, and inability to study. He was the 
oldest son of an alcoholic father and a very passive mother. 
There was no family history of affective disorder except for the 
report that his mother was “low” muck. of the time. Although 
he had no clear feelings of depression, his self-esteem was 
chronically poor to the point that he could not cope with school, 
even though he knew he was intelligent. He volunteered for the 
armed services and went abroad. However, he could not toler- 
ate that life either and literally blew his mind" with marijuana 
and amphetamines. After returning home, he started school 
again but noticed the same problems as before. 

After about nine months of unsuccessful therapy he began 
lithium carbonate therapy and continued on his previous medi- 
cations, protriptyline hydrochloride (Vivactil), 5 mg. three 
times a day, and trifluoperazine hydrochloride (Stelazine) twice 
a day. He felt much improved, although some depression was 
still present. His confusion decreased, and he was able to gain 
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some insight and make better use of his psychotherapy. Inter- 
estingly, after beginning lithium therapy, the patient noticed 
that he did not get the same high feeling from "speed" esca- 
pades or from smoking marijuana, and he abandoned both 
drugs spontaneously. 


Case 2. M.P., age 39, was a twice-divorced woman who had 
no psychiatric history (except for marital difficulties and occa- 
sional abuse of alcohol) until 1969, when she was put on phen- 
metrazine hydrochloride (Preludin) for weight reduction. She 
abused her medication, lost about 40 pounds in three months, 
and ended up in the hospital with a mild hyperactive episode. 
About five months later she was readmitted to the hospital be- 
cause of hyperactivity, hostility, and suspiciousness. Although 
she had been abusing phenmetrazine hydrochloride and other 
diet pills because she said they gave her a sense of pep, energy, 
and well-being, and in spite of a history of interpersonal diffi- 
culties of the passive-dependent type, a history of mild mood 
swings was obtained and the episodes appeared more clearly hy- 
pomanic; at this time a trial of lithium carbonate was started. 
With only a minor recurrence the patient did well and soon 
spontaneously quit taking her diet pills because she had not 
been getting the high feeling since the new medication was 
started; this change occurred even before the affective picture 
was completely under control. Since then the patient has been 
rehospitalized twice, both times after she discontinued the med- 
ication on her own. 


Case 3. H.P., age 32, was an obese married man with a long 
history of depression; he had a moderate but not complete re- 
sponse to tricyclic medication and psychotherapy. On four or 
five occasions in the last 15 years he was able to lose some 
weight (only to regain it) with the initial help of diet pills 
(mainly D-amphetamine). He decided to start a diet while un- 
dergoing lithium therapy (blood levels around .7 mEq./liter) 
and secured a prescription for amphetamines. On his next visit 
he complained of not feeling any effects from amphetamine, in- 
cluding no decrease in appetite. He was temporarily taken off 
lithium carbonate, and the amphetamine effect recurred. 


POSSIBLE MECHANISM OF INTERACTION 


Amphetamine produces a release of dopamine and 
norepinephrine from presynaptic neurons. It also has a 
weak but significant membrane pump-blocking action. 
Thus, after producing a release of norepinephrine, am- 
phetamine blocks the neuronal uptake of norepineph- 
rine (1-3). Through homeostatic mechanisms, ampheta- 
mine abuse may result in increased cholinergic activity. 
This may explain the phenomenon of tachyphylaxis and 


the fact that amphetamine-like substances are not usually 
good long-term antidepressants (4). Also, even though 
this point is more controversial, amphetamine may have 
some receptor-stimulating activity of its own (3). 

There is less agreement as to the mechanism of action 
of lithium, although it appears not only to decrease nor- 
epinephrine (and monoamine) release but also to increase 
the reabsorption of norepinephrine, dopamine, and se- 
rotonin (5). Lithium also decreases acetylcholine turn- 
over and synthesis after increasing its release and in- 
creases intraneuronal inactivation of norepinephrine (6). 
It also inhibits adenyl cyclase activity in the brain (7). In 
all these mechanisms of action, lithium seems to have an 
effect opposite to that of amphetamine, Thus it is not sur- 
prising to find reports that lithium counteracts ampheta- 
mine hyperactivity in rats (8) and also has a directly op- 
posite effect (increase) in the threshold of intracranial 
reinforcement (9). 

As with amphetamine, direct activity of lithium at the 
receptor level is either considered minimal or is generally 
overlooked. However, lithium has been shown to reduce 
the norepinephrine pressor response in humans (10), and 
in isolated guinea pig hearts it significantly decreased the 
activation of phosphorylase A by. norepinephrine and 
isoproterenol (11). This decrease in norepinephrine ac- 
tion can be explained in part by increased reabsorption, 
but the effect on isoproterenol cannot be similarly ex- 
plained. Isoproterenol simply is not taken up into the pre- 
synaptic neuron. This evidence points toward the possi- 
bility that lithium does have inhibitory activity at the 
receptor level. 

Thus most of lithium's known pharmacological mech- 
anisms of action seem to be the direct opposite to those of 
amphetamine. 

Based on these data my colleagues and I have been in- 
volved in the study of lithium inhibition of amphetamine 
hyperactivity in rats; our preliminary results seem to sup- 
port our hypothesis, but these data will be the subject of 
another communication. 
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CONCLUSIONS 


After observing cases in which lithium carbonate treat- 
ment seemed to antagonize amphetamine action, even 
before lithium therapy had brought the affective picture 
under control, and after concluding that the known phar- 
macological mechanisms of action of lithium and am- 
phetamines seem to be directly opposite, I suggest the 
working hypothesis that lithium carbonate could be pro- 
phylactic for cases of amphetamine abuse. Although this 
hypothesis is based on only three cases and could have 
resulted from biological variance or chance happenings, 
it would be worth evaluating using a double-blind, pla- 
cebo, controlled research design. 
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Applying Principles of Instructional Design to a Medical School Course in 


Psychiatry 


BY WARNER JOHNSON, M.D., JOHN SNIBBE, PH.D., JOHN E. CROWDER, M.D., HARRY ZALL, M.D., AND 


GEORGE H. WOLKON, PH.D 





Modern principles of instructional design were applied by 
the authors to an undergraduate medical schoo! course in 
psychiatry with extremely promising results. The authors 
presented a description of the program design and in- 
structional techniques to second-year medical students, 
emphasizing in a specific way the development and im- 
plementation of learning objectives. It was found that 
these instructional methods led both to increased per- 
ceived learning and greater actual learning. 





ALTHOUGH EDUCATORS at the elementary and secondary 
school levels have for years specified educational objec- 
tives in the form of teaching plans, learning goals in med- 
ical school have remained rather vague for both student 
and instructor. It was our impression that many medical 
schools simply exposed students to a mass of information 
with little concern about the most efficient use of time to 
achieve particular learning objectives. The challenge for 
the educator to achieve this goal in the rapidly broad- 
ening specialty of psychiatry has become especially great. 
With the exception of Bacchus (1), who recently outlined 
definitive educational goals for teaching internal medi- 
cine to residents, and of Abroms and Chiles (2), the medi- 
cal literature has not dealt with the subject of preparing 
specific learning objectives while teaching the medical 
subspecialties, including psychiatry. 

Our own students at the University of Southern Cali- 
fornia School of Medicine had seemed genuinely per- 
plexed about what they were supposed to know and what 
was truly important in psychiatry. Previous courses had 
been either too theoretical or excessively patient cen- 
tered. Moreover, the choices of what to teach and what to 
emphasize had been left largely to the discretion of indi- 
vidual instructors. Consequently, instruction often lacked 
continuity and uniformity because of the disparity in the- 
oretical points of view expressed by members of the 
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teaching staff (e.g., psychoanalytic, behavioral, organic). 

It was decided that a new course format was needed 
that would use principles of instructional design as set 
forth by Kemp (3). Our study evaluated a few of these 
principles. The project included establishing specific 
overall learning objectives, preparing learning objectives 
for each of the unit topics, using a precourse examination 
as a baseline against which to compare later examination 
results, employing a similar examination form for all 
tests, and, most important, informing the students in ad- 
vance about what was important for them to learn about 
clinical psychiatry. 

The architect of the revamped course was a newly 
formed curriculum committee whose responsibility it was 
to establish specific learning objectives and to ensure im- 
plementation of these objectives by overseeing the in- 
struction. This committee designed a new curriculum 
format for second-year medical students. The ultimate 
purposes of the course (i.e., the final learning objectives) 
were to enable the students to perform a complete and 
subjectively meaningful mental status examination and 
to make a correct psychiatric diagnosis after viewing a 
live or videotaped patient interview. 

To facilitate the achievement of these goals, an obliga- 
tory teaching prerequisite was established. For each in- 
structional topic (e.g, “The Mental Status Exam- 
ination,’ "Psychoneuroses"), clearly stated learning 
objectives were formulated in advance and presented to 
the students. It was hoped that achieving these subsidiary 
learning objectives would facilitate the end-of-course ob- 
jectives previously defined. We hypothesized that stu- 
dents who were informed at the outset of the course _ 
about what they were to learn would profit more from the 
educational experience than those who were left to figure 
this out for themselves. This hypothesis was tested by ad- 
ministering examinations to the students before, during, 
and at the end of the newly designed course and eval- 
uating examination results for evidence of significantly 
enhanced learning. 


METHOD 


Eight topics were selected as separate instructional 
units. These were: 1) Course Introduction (which in- 
cluded a history of psychiatry and an orientation to sev- 
eral theoretical models that attempt to explain person- 
ality and behavior), 2) The Psychiatric Interview and 
Mental Status Examination, 3) The Concept of Psycho- 


sis, 4) The Organic Brain Syndrome, 5) Alcohol and 
Drug Abuse, 6) The Concept of Psychoneurosis, 7) Per- 
sonality Disorders and Situational Adjustment Distur- 
bances, and 8) Psychophysiological Disorders. 

For each of these topics specific learning objectives 
were established. An example of these learning objec- 
tives for the topic The Organic Brain Syndrome is 
presented in appendix 1. These objectives, along with di- 
dactic material relating to the eight instructional topics, 
were contained in a bound syllabus given to each student 
at the outset of the course. In addition, reading assign- 
ments were made using the self-instructional textbook by 
Beckett and associates (4). Formal group teaching con- 
sisted of eight three-hour classroom experiences. 

During the first hour of the initial three-hour teaching 
presentation, students were given a precourse test to eval- 
uate their previously acquired psychiatric knowledge and 
skills. The test included 65 questions based upon a video- 
taped interview with a psychotic patient. It was assumed 
that the unsophisticated sophomore students who had re- 
ceived no formal instruction in psychiatry would perform 
poorly in answering questions relative to the patient’s 
mental status and clinical diagnosis. The format of this 
baseline, precourse test was constructed to permit its rep- 
etition in the midterm and final examinations, and the 
students were told this in advance. All examination ques- 
tions related directly to the learning objectives so that a 
student who subsequently mastered the objectives could 
correctly answer what was asked. Students who scored 
very well on the precourse test were assigned to a special 
group workshop (to be discussed later) for advanced and 
individualized instruction during the remaining seven 
teaching sessions. 

Thus, having been enlightened about the final learning 
objectives and having taken a representative examination 
on day | of the course, students were rapidly informed as 
to what was academically expected of them. 

In general, during the remaining seven teaching ses- 
sions the students were taught to acquire the ability to 
observe and describe accurately psychiatric symptoms 
and aberrant behavior, to improve their interviewing 
techniques, and to enhance their diagnostic acumen. (The 
reader is again referred to appendix | for an example of 
specific learning objectives related to the topic The Or- 
ganic Brain Syndrome.) Each teaching session included 
a one-hour lecture presentation followed by a two-hour 
patient-centered workshop. 

The one-hour lecture was led by an instructor who 
could use any teaching format he desired provided that 
all of the learning objectives were included in his presen- 
tation (e.g., lecture plus slides, films, videotape, or live in- 
terviews). Before the presentation each instructor pre- 
pared an outline of his didactic material for distribution 
to the students. 

The 2-hour small-group workshops comprised 8 to 
10 students and an instructor. The curriculum com- 
mittee prepared written guidelines for the instructors to 
follow while conducting these small-group activities. The 
guidelines reinforced the learning objectives for the day 
and were planned to facilitate active participation and 
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discussion by the students. This protocol also ensured a 
reasonably uniform learning experience for students in 
all of the workshops. 

A workshop usually began with questions and dis- 
cussion related to the previous lecture. Thereafter came 
the major focus of the workshop, a patient interview con- 
ducted by a student. (Appropriate patients were selected 
in advance from the outpatient or inpatient clinical serv- 
ices.) After the interview, which emphasized nondirective, 
nonauthoritarian interviewing skills, group discussion 
about the patient ensued with special reference to the 
learning objectives of the day. 

The 10 students who scored highest in the pretest ex- 
amination were assigned to a special workshop. The 
group meetings were all patient centered and covered the 
same specified learning objectives as the regular work- 
shop, but these meetings advanced more quickly. The re- 
maining time was left unstructured so that the instructor 
could guide the students through more advanced subject 
material that was of particular interest to them. This op- 
tion for self-selected learning was favorably received by 
the students, and they explored in detail such topics as 
psychodynamics, differential diagnosis, and modalities of 
treatment. The members of the special workshop demon- 
strated their ability to assimilate both the required and 
more advanced learning objectives; as a result, each stu- 
dent scored 94 percent or above on the final examination. 

As was mentioned previausly, midterm and final exam- 
inations were of the same format as the precourse exam- 
ination. The sequential results of these tests were con- 
strued to be objective criteria of student progress and 
therefore were a meaningful reflection of the efficacy of 
the teaching format. 


RESULTS 


The mean scores on the examinations given just before 
instruction began, at the midpoint of the course, and at 
its termination were 32.03 (49 percent), 51.23 (79 per- 
cent), and 59.21 (91 percent), respectively. Each sequen- 
tial test result indicated a statistically significant increase 
in performance level using a correlated t test (preterm vs. 
midterm t = 16.7, p < .0001, midterm vs. postterm t = 
7.4, p « .001). Thus a substantial portion of the class 
demonstrated that they had learned a great deal and 
could apply what they had learned to clinical situations. 

When the students were asked to appraise their learn- 
ing experience in psychiatzy at the end of the course, 75 
percent indicated that the course was either “good” or 
"excellent," the top two categories on a four-point scale; 
90 percent of the students rated the course as either “‘ex- 
tremely interesting" or “somewhat interesting," and 10 
percent found it "somewhat boring" or "extremely bor- 
ing." 

The students were also asked to categorize their learn- 
ing as "extremely high," “somewhat high," "somewhat 
low," or “extremely low”; 78 percent rated their learning 
in the two “high” categories. 
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DISCUSSION 


This pilot study of the benefits of a newly designed 
medical school course in psychiatry would have been 
more meaningful if a control group had been included. 
The primary reason for not forming a control group of 
students who would be instructed by using the teaching 
methods of previous years was our awareness of the ma- 
jor shortcomings of this choice; exposing some students 
to a learning experience already labeled as highly unsatis- 
factory seemed unfair. 

However, it is possible to compare the results of the 
new teaching method with those of the traditional in- 
troductory course in psychiatry taught the previous year. 
The students in the two courses did not differ in their ex- 
pressed satisfaction with the teaching or in their opinion 
of the interest level. They did, however, differ in their per- 
ceived learning; 78 percent of the students in the in- 
novative course, compared to 52 percent of those who 
had taken the traditional course, thought their perceived 
learning was at least somewhat high (x? = 11.81, 
p < .005). 

At the time when those students who took the tradi- 
tional introductory course started their third-year psychi- 
atric clerkship, they were given the same test as the stu- 
dents in the innovative course. The 88 third-year students 
obtained a mean score of 44.22 (69 percent), which was 
significantly lower than the midterm scores from the in- 
novative course. Although there are alternative ex- 
planations, such as lack of retention of the material over 
a longer period of time, we believe that at least part of the 
increased learning was due to the es:ablishment of defini- 
tive learning objectives and the implementation of other 
previously mentioned educational methods. 


CONCLUSIONS 


The application of principles promulgated by profes- 
sional educators to the teaching of courses in medical 
schools has much to offer in terms of enhancing the qual- 
ity of learning of our students. Specifically, it was found 
that the use of defined learning objectives in educational 
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planning, although not substantially affecting student sat- 
isfaction, does lead to increased perceived learning and, 
most important, to increased actual learning. 
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APPENDIX 1 


Student Learning Objectives for the Instructional Unit "The 
Organic Brain Syndrome" 


By the end of this section on "The Organic Brain Syndrome,” the 
student should be able to: 

I. Correctly define the following terms: 

organic brain syndrome, acute 

organic brain syndrome, with psychosis 
organic brain syndrome, chronic 
dementia 

delirium 

confabulation i 

2. List the five subcategories of the mental status examination that 
typically show impairment in the presence of an organic brain syn- 
drome and describe the type of impairment for each. 

3. List the four major types of general physical disorders that can 
give rise to an organic brain syndrome (either psychotic or non- 
psychotic) and give one specific disease example for each. 

4. List the seven major types of intracranial conditions that can give 
rise to an organic brain syndrome. 

5. Correctly define organic brain syndrome, given a sufficiently de- 
tailed case history and mental status examination findings, a videotaped 
patient interview, or a live patient interview, by: 

ruling in or out the presence of an organic brain syndrome based 
on the history and mental status findings. 

distinguishing between an organic brain syndrome with psychosis 
and a functional psychotic reaction based on the history and 
mental status findings. 
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Pathological Grief Following Spontaneous Abortion 


BY ROBERT T. CORNEY, M.D., AND FREDERICK T. HORTON, JR., M.D. 





The authors describe a patient who developed acute, dis- 
turbing symptoms several months after a spontaneous 
abortion during early pregnancy. Anamnesis revealed 
that her symptoms were not the usual symptoms of acute 
grief but were representative of pathological grief, acom- 
plication of mourning. The authors feel that the recogni- 
tion of pathological grief is important because it may 
prove resistant to the usual treatment measures for de- 
pression. 





SOME DEGREE of psychological distress is a not uncom- 
mon sequel to spontaneous abortion. Freundt reported 
that 15 percent of the Danish women he studied com- 
plained of “some kind of" nervous symptoms following 
spontaneous abortion (1). Simon and associates found 
that two-thirds of the women they studied reported de- 
pressed feelings and/or disappointment following spon- 
taneous abortion. In most cases these feelings began 
when the women were told by their obstetrician that 
abortion was inevitable (2). For most these feelings were 
transient, lasting for only a few days to a week. 

Grief is defined in Webster's Third New International 
Dictionary as "emotional suffering caused by bereave- 
ment," and bereavement as the “‘loss of a loved one by 
death." Normal, or acute, grief is of relatively short dura- 
tion and has a course that has already been well de- 
scribed (3, 4). The aggrieved one experiences acute feel- 
ings of loss, very frequently accompanied by somatic 
symptoms of exhaustion, lack of appetite, and lack of 
strength. Normal mourning resolves within a period of 
several weeks to several months. 

A complication of mourning called morbid grief was 
described by Lindemann (3). He found two varieties of 
morbid grief delayed grief and distorted grief. Delaved 
grief is a postponement of the mourning process. When 
symptoms do occur, they may be those of typical grief or 
may represent a distortion of mourning. Grief may also 
be apparently absent, that is, indefinitely delayed, and 
that too is considered pathological (5). 

Distorted grief is an alteration in the form of the symp- 
toms of grief. Lindemann (3) described a number of dis- 
torted grief patterns, including: 1) overactivity, especially 
with the patient having no sense of why this is happening 
and no sense of having sustained a loss, 2) the devel- 
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opment of unusual irritability and social isolation, and 3) 
the development of exaggerated hostility toward others. 

Some authors have chosen to call morbid grief by 
other names. Siggins (4) described any exaggeration or 
undue prolongation of normal mourning as pathological 
grief. She considered delayed grief, distorted grief, and 
the absence of grief as pathological forms of mourning. 

Volkan (6, 7) viewed reactions to loss by death as dis- 
tribu:ed along a spectrum, with uncomplicated (acute) 
grief at one end and reactions to loss recognizable in 
themselves as neurotic, psychosomatic, or psychotic clini- 
cal entities at the other end. “True” pathological grief 
lies between the two ends of the spectrum. Pathological 
grief has a predictable symptomatology and character- 
istics of its own. The chief among these are an inability to 
consciously mourn the deceased, the presence of a transi- 
tional "linking" object, chronicity of normal grief symp- 
toms, repetitive dreams in which the deceased is alive, 
and a peculiar inability to "bury" the lost one (7, 8). 
There are additional, more technical differences between 
pathological grief and depression, e.g, in the inter- 
nalization processes, but we will not elaborate on these in 
this brief report. 

In this paper we describe a patient who developed 
acute, disturbing symptoms several months after a spon- 
taneous abortion during early pregnancy. As will be de- 
scribed, her symptoms were not the usual symptoms of 
acute grief but were representative of delayed and dis- 
torted grief. 


CASE REPORT 


Case 1. Linda R., a 23-year-old attractive married woman, 
was seen at the Vanderbilt Adult Psychiatric Outpatient Clinic 
in December 1972. She had been referred by her husband, a 
graduate student, because of her recent irritability and ex- 
plosive behavior. 

Ms. R. said that she had been in her usual state of good 
health until the last several months, when she started to have 
episodes of crying. These would begin abruptly, for no apparent 
reason, usually at meals or when she was with her husband. 
These episodes had become increasingly more frequent and 
were now occurring several times a week, accompanied by a 
very depressed and empty fee:ing “like there had been a death 
in the family." Between episodes she felt perfectly normal and 
composed. 

Mr. and Ms. R. observed that her symptoms had begun to in- 
clude irritability and anxiety as well as extreme and often non- 
directed anger. Two weeks before she was seen in the clinic, she 
had become frustrated while trying to place a sheet on her 
child's bed; she had wrapped the sheet around her neck, choking 
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herself until she almost fainted. She later indicated that she was 
not trying to kill herself but did wish to hurt herself, although 
she was unaware of the reason why. On the day before she came 
to the clinic she became very agitated. During this episode, 
which lasted several hours, she barely resisted the impulse to in- 
jure herself with a knife that was on the kitchen counter. 

Her history revealed that she had been married for three 
years and had one child 18 months of age. She had no previous 
psychiatric history, nor had she experienced any depression dur- 
ing or after her first pregnancy. She denied current depressed 
feelings, although recently she had been experiencing sleep dis- 
turbance. Her only recent medical problem was a spontaneous 
abortion in August 1972, at four and a half months' gestation. 
Although she had not planned this pregnancy, which repre- 
sented a failure in contraception, she accepted it and had even 
become quite excited about the prospect of a new baby. Neither 
she nor her husband had connected the lost pregnancy with her 
symptoms, despite her feeling that “there had been a death in 
the family." 

The mental status examination revealed that Ms. R. handled 
a moderate degree of anxiety in the interview with talkativeness 
and laughter. She seemed cheerful and in no obvious distress. 
There was no evidence of any cognitive, intellectual, or per- 
ceptual psychopathology. She was not felt to be clinically de- 
pressed. 

Almost immediately after it was indicated that there had in- 
deed been a recent death in the family, she recognized what was 
bothering her. She then recalled additional details about the 
miscarriage and the events that had occurred at the time. She 
had been visiting her family in another state when she unexpect- 
edly began premature labor. She was hospitalized and shortly 
thereafter miscarried. She did not want to look at the fetus, 
which did not survive, but she remembered hearing the doctor 
tell someone to “take it to the science lab." She felt upset for 
several reasons, losing the pregnancy being one, but also be- 
cause she was in an unfamiliar hospital and was being attended 
by an unfamiliar obstetrician. In addition, her husband was not 
with her; he had remained in their home city of Nashville, 
Tenn., because of his work. She remembered wanting to cry but 
not doing so for fear of appearing immature and upsetting oth- 
ers. The hospital was crowded at the time, and her bed was in 
the hallway of the obstetrical unit. She had looked forward to 
her father’s visiting her in the hospital because she had a close 
and warm relationship with him and knew that he would under- 
stand her tears. Unfortunately, when he came to visit her he 
came with a family friend, and she did not express how she 
really felt. After discharge, she was her usual cheerful and viva- 
cious self to all appearances. When she returned to Nashville 
she said little about the miscarriage, probably because she knew 
that her husband had not been enthusiastic about the preg- 
nancy. 


DISCUSSION 


One of us saw Ms. R. in brief psychotherapy with the 
aim of helping her to effectively grieve her loss. This 
lasted for eight sessions. She was encouraged to reexpe- 
rience the feelings of loss and anger that she had sup- 
pressed at the time of the abortion, in a fashion similar to 
the *re-grief work” technique described by Volkan and 
Showalter (9, 10). She began to improve almost at once. 
Although she continued to have episodes of anger and 
sadness for several more weeks, these gradually became 
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infrequent and finally disappeared. During the therapy 
sessions she was able to deal directly with her sadness and 
grief in a more appropriate fashion. By that we mean that 
through the therapeutic work her anger and sadness were 
connected to her loss. In this way she became able to ac- 
cept her loss emotionally as well as intellectually. 

Many of the factors surrounding this patient's loss are 
similar to those regularly found in histories of patients 
with pathological grief (8). For example, this patient had 
a history of an ambivalent relationship (unplanned preg- 
nancy), a sudden, unexpected death (spontaneous abor- 
tion), external events that militated against the ex- 
pression of feelings of loss (husband absent, crowded 
hospital, unavailable family), and an absence of mourn- 
ing at the normal and expected time. In addition, there 
had been no funeral or burial rite for the lost fetus, only 
consignment to a “‘science lab." 

Although it has been observed that depressed feelings 
are a common sequel to spontaneous abortion, no one 
has suggested that the prolonged depression sometimes 
seen in women who were not previously psychiatrically ill 
is morbid grief. Simon and associates (2) described a 
characteristic ‘“‘transient grief and sense of loss and un- 
happiness" seen immediately following spontaneous 
abortion in most women, but they did not speculate on 
why some women continue to be depressed for a year or 
more after the loss. Three of 32 women they studied, 
none of whom had any previous history of psychiatric 
problems, remained significantly depressed for more than 
one year after the miscarriage. Might these women not 
represent examples of prolonged or distorted grief? We 
feel that this distinction is an important one because 
pathological grief may prove resistant to the usual treat- 
ment measures for depression. 

Why pathological grief should develop after spon- 
taneous abortion is not fully answered in the literature. 
Several authors have reported that psychological factors 
are important determinants in the etiology of spon- 
taneous abortion. Helene Deutsch (11) observed that 
many spontaneous abortions she studied were “unmis- 
takably so much influenced by psychogenic factors that 
these latter could be held responsible for the process.” 

Simon and associates (2) found that women who have 
spontaneously aborted have preexisting sadomasochistic 
conflicts as well as conflicts about the feminine biological 
role. They speculated that spontaneous abortion is but 
another way *'to skin a cat” in the matter of an ambiva- 
lently regarded pregnancy, that is to say, an unconscious 
alternative to motherhood. 

Kaij, Malmquist, and Nilsson (12) reported that be- 
reavement in early life, especially loss of the father, was a 
more common characteristic of women who sponta- 
neously aborted than of controls. They also found that 
women who aborted spontaneously were more closely at- 
tached to their fathers than to their mothers and specu- 
lated that the close attachment and more prevalent iden- 
tification with the father had acted to retard the normal 
progression of psychosexual development to the stage of 
mature femininity, of which successful motherhood can 
be seen as a final proof. 
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The Questionable Relationship Between Homicides and the Lunar Cycle 


BY ALEX D. POKORNY, M.D.. AND JOSEPH JACHIMCZYK, M.D. 


The authors studied 2,494 homicides that occurred in 
Harris County, Tex. ( Houston), over a 14-year period in 
an effort to confirm a recent study suggesting that homi- 
cides are significantly related to phases of the moon. 
They found no significant relationship, although homi- 
cides did show strong day-of-week and hour-of-day cy- 
cles. 





IN 1972 LIEBER AND SHERIN (1) reported a statistically 
significant lunar periodicity for homicides that occurred 
in Dade Countv, Fla., over the 15-year period 1956-1970, 
with a peak at full moon and a secondary peak just after 
new moon. They also studied homicides that occurred in 
Cuyahoga County, Ohio, over the 13-year period 1958- 
1970 and found a "similar configuration," although the 
peaks occurred somewhat later in the lunar cycle and just 
failed to reach statistical significance (p = .07). They also 
tested the apogee-perigee (farthest to nearest) cycle of the 
moon but failed to show any significant relationship. Al- 
though the authors stated that they did not want to claim 
a cause-and-effect relationship, they did consider that the 
findings supported their hypothesis that a relationship ex- 
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ists between the lunar synodic cycle and crimes of vio- 
lence. 

Reports like this have great popular appeal; this one 
has been cited widely in secondary sources and the press. 
There are many articles in the medical literature purport- 
ing to show relationships between moon phases and ill- 
ness, suicide, homicide, hospital admissions, etc.; Lieber 
and Sherin list many of these as references. One of us 
(A.D.P.) has subjected several of these studies to critical 
review and to attempts at replication, with uniformly 
negative results (2-4). 

A close reading of Lieber and Sherin's paper reveals 
several features that raise questions about their infer- 
ences and conclusions: 

1. The findings from the Cuyahoga County sample 
were not significant, nor did the peaks coincide with those 
of the Dade County sample (as will be shown graphically 
later). 

2. They used a complex system of looking at various’ 
"time windows" (24-, 48-, or 72-hour portions of the lu- 
nar month) and of testing these for significance, rather 
than looking at the lunar month as a whole. 

3. They included homicides in which the day of injury 
but not the precise hour was known and arbitrarily as- 
signed the hour of noon to them; as will be shown later, 
this was a poor choice, since 11 p.m. to midnight is the 
hour in which homicides most frequently occur, and the 
noon hour is one of the least frequent. They did not re- 
port how many of the homicides occurred at an unknown 
hour. 

In this paper we report an attempt to confirm Lieber 
and Sherin's findings through a study of homicides in 
Harris County, Tex. (Houston). 
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FIGURE 1 
Plot of Proportion of Cases During Each of 30 Lunar Phase Intervals 
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Total Homicides in Harris County, Tex., 1957-1970, by Three-Hour 
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METHOD 


We studied all homicides that occurred in Harris 
County in the years 1957-1970 (a compromise between 
Lieber and Sherin's 1956-1970 and 1958-1970 samples}. 
We used the time of death rather than time of injury 
partly because this was available for more cases and 
partly to permit comparisons with usual homicide statis- 
tics. It has been our experience that time of injury and 
time of death occur within the same hour in 85 percent or 
more of the cases, probably because we have a high pro- 
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portion of homicides by shooting. 

There were 2,613 homicides in Harris County during 
the 14-year period 1957-1970. We discarded 119 of these 
because the hour of death was unknown. This left us with 
a sample of 2,494 homicides in which time of death was 
known within one hour. Each of these cases was also 
identified by sex. 

We repeated the elegant but complicated procedure de- 
scribed by Lieber and Sherin in which the total study in- 
terval is divided into equal periods of 29.53 days (the av- 
erage number of days in a lunar synodic cycle), and each 
of these periods is in turn divided into 30 equal intervals 
("lunar phase intervals"). Each homicide was assigned to 
its appropriate lunar phase interval, and these were 
summed for the whole study period. The moon phases 
were then located within this cycle of 30 lunar phase in- . 
tervals. We also tabulated and summed the homicides by 
hour of the day and day of the week for each sex sepa- 
rately and for the total. 


RESULTS 


The distribution of Harris County homicides by lunar 
phase intervals and by phases of the moon is shown in fig- 
ure 1. We have superimposed on this figure the two. 
curves from Dade and Cuyahoga Counties from the 
Lieber and Sherin data (1). It can be seen that our curve 
is somewhat smoother, with fewer wide swings. Further- 
more, there does not appear to be any common pattern 
to these three curves. 

We also compared these curves by calculating correla- 
tion coefficients. First, we estimated the number of homi- 
cides at each lunar phase interval in Lieber and Sherin's 
figure 1 (Dade County) and figure 2 (Cuyahoga County). 
After arranging the data so that the moon phases coin- 
cided, we computed Pearson correlation coefficients: 
Dade County to Cuyahoga County, .08; Dade County to 
Harris County, .12; Cuyahoga County to Harris County, 
.03. None of these is a significant correlation. 

Lieber and Sherin suggested that geographic location 
might be a significant influence, causing shifts of peaks 
on the graphs (possibly due to delays or lags in the effect 
at one location in comparison with another). To explore 
this, we repeated the correlations in all possible com- 
binations of lags between three pairs of counties, Dade- 
Cuyahoga, Dade-Harris, and Cuyahoga-Harris. Each 
pair was lagged by 1 to the maximum possible lag of 30 
lunar phase intervals, yielding a total of 90 correlation 
coefficients. Only 7 were found to be significant (p « .05); 
it should be noted that about 5 per 100 should reach this 
significance level by chance. 

We also used the chi-square technique to see if the dis- 
tribution of numbers of Harris County homicides 
through the 30 lunar-phase intervals differed from the 
distribution by chance. The chi-square value was not sig- 
nificant (p = between .80 and .90). 

We next examined our homicide cases in terms of the 
well-known cycles for day of week and hour of day. The 


findings for the total 14-year period, grouped into 3-hour 
intervals of the week, are shown in figure 2. It is clear that 
there is a daily peak in the three hours before midnight. A 
strong weekly cycle is also evident, with a peak on Satur- 
day night; 53 percent of homicide deaths occurred during 
the 56 hours (exactly one-third of the week) from 6 p.m. 
on Friday through 2 a.m. on Monday. Wolfgang (5) re- 
ported an even greater weekend concentation in his study 
in Philadelphia; 65 percent of the homicides there oc- 
curred between 8 p.m. on Friday and midnight on Sun- 
day. When we totaled the deaths by hour of the day for 
the whole study period, we found that 63 percent of the 
homicide deaths in our study occurred during the hours 
of 8 p.m. and 2 a.m. (one-fourth of the day). When male 
and female deaths were tabulated separately by hour and 
day of week, they were found to show the same daily and 
weekly distribution. 

In view of these marked daily and weekly cycles, we 
thought that the coincidence of these with lunar cycles 
might have led to some of the relationships observed by 
Lieber and Sherin; on the other hand, the long study pe- 
riod (15 years includes 185 lunar cycles) should ensure 
that particular days of the week or hours of the day 
would be well distributed throughout the lunar cycle. We 
tested this by assigning to each lunar cycle interval the 
appropriate number of “high homicide” hours (6 p.m. 
Friday to 2 a.m. Monday) and "low homicide” hours for 
the entire 14-year period. The resulting distributions were 
almost perfectly even, with a variation of no more than 
one to two percent between highest and lowest totals. 


BRIEF COMMUNICATIONS 


DISCUSSION 


We have been unable to confirm, with an independent 
sample, the findings of Lieber and Sherin that homicides 
peak at full moon and that they are related to the lunar 
cycle when it is divided into 30 equal intervals. The distri- 
bution of homicide deaths from our sample does not re- 
semble that found in Dade County or Cuyahoga County, 
either by graphic superimposition or by use of 
coefficients of correlation. We believe that Lieber and 
Sherin picked up some chance relationships in their Dade 
Coun:y study and that they somewhat uncritically ac- 
cepted their Cuyahoga County findings as apparent con- 
firmation. 

Until other and more convincing evidence is presented, 


' we believe that the effect of moon phases on homicide, 


suicide, and mental illness should be viewed as a myth. 
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Feedback on Abortion Consultation 


Sir: I found Dr. Cornelia Morrisor: Friedman’s article on 
“Making Abortion Consultation Therapeutic” “November 
1973 issue) informative. However, I was struck by some appar- 
ent inconsistencies in the article. I agree that taking the psychia- 
trist out of the role of prostituting himself by claiming that an 
abortion is required for the mental health and safety of a 
woman is welcomed. I also agree that there is much inconsis- 
tency in the literature on the psychiatric sequelae of abortion. 
Dr. Friedman states, ‘‘Fears that abortion in and of itself causes 
severe psychic sequelae have proved unfounded.” However, in a 
following paragraph she states, "I anticipate more careful stud- 
ies of women with maladaptive responses to abortion now that 
researchers are no longer occupied with proving that most 
women respond adaptively.” 

In Dr. Friedman’s opinion the husband’s feelings about the 
pregnancy are an important consideration. This is clearly one of 
the disadvantages of the recent Supreme Court decision on 
abortion, which essentialiy removes the husband, sexual part- 
ner, or parent from the arena of decision making. To me this is 
especially tragic since it is obvious that the fetus is not the prop- 
erty of the woman—quite obviously the sexual partner provides 
the other 23 chromosomes needed to make up the new living 
person. This reality regrettably has been ignored and denied not 
only by our medical community but also by our courts. 

I would hope that the author is not too naive when psychiat- 
ric aftercare is referred to. In my conception it is the hardened 
woman who can accept abortion for what it really is, freely seek 
it out, and subject herself to it without having some gnawing 
emotional discomfort. Another life has been snuffed out, not so 
her life would be saved but so her life would be made more com- 
fortable or less complicated. 

The final statement in the article, The real human issues for 
a woman with an unplanned pregnancy are her mature longing 
for a child, her present capacity to love and give, aer present 
reality, and a weighing of her morality," is the most distressful 
if not pathetic. To speak of real human issues and to ignore or 
avoid dealing with the real human issue that another life, living 
but not yet viable outside the uterus, is being destroyed—not 
because it is an attacker, not because it is a threat to the life of 
the mother, but because it is unwanted or inconvenient—this 
should make us all stop and think where we in American medi- 
cine are heading. 


DouGLas M. HARPER, M.D. 
San Jose, Calif. 


Sır: The excellent article by Dr. Friedman is nonetheless dis- 
turbing to me as one who has moved bevond formerly held psy- 
chiatric tenets—largely male-determined. Although I agree 
with many of the ideas in the article, among them the occa- 
sional manipulative use of pregnancy (1), I feel there are some 
points that deserve comment. 

Dr. Friedman states that studies have shown that “traditional 
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grounds for therapeutic abortion, such as schizophrenia, post- 
partum psychosis, and suicidal ideation, are not valid since 
women with these conditions show no demonstrably greater dif- 
ficulty coping with unwanted pregnancy than do other women.” 
Demonstrated how? What is postpartum depression other than 
a demonstration through illness of the woman’s inability to 
cope? I have described this problem in detail, especially the 
symbolic meaning of delusional ideation (2, 3). 

Must we assume ambivalence either in relation to an un- 
wanted pregnancy or the desire for abortion? It is a strange fact 
that liberal sexual attitudes (and even wild ones) have been 
much more readily accepted by psychiatrists than abortion on 
request. (Would it be unfair to speculate that there are self-serv- 
ing reasons for this?) Pregnancy is the result of an act that in- 
volves two people, although only the woman is left with further 
physical and extensive social consequences. Because of this the 
man’s participation is largely ignored. Although I recognize 
that in abortion counseling it is not possible to investigate in de- 
tail matters that can be explored in intensive psychotherapy, an 
inquiry into the circumstances resulting in the unwelcome preg- 
nancy can be very informative—not only in showing how it 
came about but also in revealing possible fears by the woman of 
her partner and the power relationship between them. The po- 
tential father should be interviewed in every case. It might re- 
veal at least some instances in which the pregnancy is more the 
result of the father’s actions than the mother’s ambivalence. 
And it would impress the man with Ais responsibility. 

In addition, the almost categorical assumption that women 
must be ambivalent if they consider abortion is quite invalid. 
This is becoming clearer as our attitudes of condemnation are 
beginning to disappear. The fact that a woman may have a posi- 
tive attitude toward her reproductive function does not mean 
she must use it all the time. One might just as well attach the 
concept of guilt to the decision to engage in sexual intercourse 
one night but not another. 

One case example Dr. Friedman gives is of a woman who had 
gonococcal endometritis and felt a need to prove herself. A lot 
of information might have come from learning who was respon- 
sible for giving this woman her infection. In another instance 
Dr. Friedman takes at face value—in contrast to her approach 
elsewhere in the article—that a certain kind of young woman 
may decide to have a baby "just because she wants one." Obvi- 
ously such an attitude is just the tip of the iceberg—often ac- 
companying a defiant, competitive attitude toward the mother. 

In any event, why should women be punished with children 
they don't want? Why should men be assumed to be more will- 
ing, more responsible, or more concerned about perpetuation of 
the human race than are women? As for the quality of life for 
the child, an unwanted child is a hated child— forever (4, 5). 
This has been demonstrated through maternal dynamisms in re- 
lation to children. 

We must advance in thinking that has been hampered by un- 
fair and irrational moralistic attitudes. Even though Dr. Fried- 
man's paper is a worthy one, it still seems caught in some old- 
style thinking. I hope psychiatric attitudes toward abortion will 
continue to be the subject of study. 
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NATALIE SHAINESS, M.D. 
New York, N.Y. 


Dr. Friedman Replies 


Sir: Dr. Shainess’ and Dr. Harper’s letters reflect the diver- 
sity of opinion within the psychiatric community regarding 
abortion. I agree with both that the psychological meaning of 
unplanned pregnancy and the impact of abortion are worthy of 
serious thought and further study. I also agree with both that 
the impact of abortion upon men deserves more attention. Un- 
fortunately, even when all efforts are made to include the man 
in the abortion consultation, women are still often left alone in 
their decision making. 

I agree with Dr. Shainess that a woman need not be signifi- 
cantly ambivalent about abortion. Recent work by our group at 
Boston Hospital for Women suggests that women whose cir- 
cumstances make it impossible for them to care for an infant 
are often less ambivalent about abortion than others and toler- 
ate the procedure well (1). Conversely, women who want a child 
and are aborted, even for strong medical reasons such as heredi- 
tary disease, have significantlv more difficulty in the post- 
abortion period. My point is that ambivalence is not always 
present, but when it is present and unresolved, it augurs for dif- 
ficulty in the postabortion period. 

I question Dr. Harper's statement that only a "hardened" 
woman will be able to tolerate abortion. There are no data to 
support his contention that a woman must be “hardened” in or- 
der to cope well with abortion without psychiatric aftercare. In 
1969, after reviewing the medical literature on the psychic se- 
quelae of abortion, the Committee on Psychiatry and Law of 
the Group for the Advancement of Psychiatry concluded that 
"the dire predictions of dangerous sequelae that had become 
embedded in medical teaching have not been fulfilled in con- 
trolled clinical studies or in our own clinical experience, particu- 
larly if the woman was strongly motivated in her desire for an 
abortion (2, p. 211). 

I have been pleased by the general interest and response to 
my paper. It is part of the growing body of work on abortion 
that will eventually help us to consider this important topic with 
increasing scientific dispassion and understanding. 
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CORNELIA MORRISON FRIEDMAN, M.D. 
Chestnut Hill, Mass. 


LETTERS TO THE EDITOR 


A Letter to the Editor About a Letter to the Editor About a Let- 
ter to the Editor, Etc. 


Sir: November 1973: "Drug Dosage in ECT," a letter to the 
editor by David J. Impastato, M.D., concerning a letter to the 
editor by Corbett H. Thigpen, M.D., was published in the Jour- 
nal. 

February: Dr. Thigpen Replies. 

March: Dr. Impastato Replies to Dr. Thigpen's Reply. 

April: Dr. Thigpen Replies to Dr. Impasiato's Reply to Dr. 
Thigpen. 

May: Dr. Impastato Replies to Dr. Thigpen's Reply to Dr. 
Impastato's Reply to Dr. Thigpen. 

August: Dr. Thigpen Replies to Dr. Impastato's Reply to Dr. 
Thigpen's Reply to Dr. Impastato's Reply to Dr. Thigpen's 
Reply to Dr. Impastato's Reply to Dr. Thigpen. 

December: Dr. Thigpen Replies to Dr. Impastato's Reply to 
Dr. Thigpen's Reply to Dr. Impastato's Reply to Dr. Thigpen's 
Reply to Dr. Impastato's Reply to Dr. Thigpen's Reply to Dr. 
Impastato's Reply to Dr. Thigpen's Reply to Dr. Impastato's 
Reply to Dr. Thigpen's Reply to Dr. Impastato's Reply to Dr. 
Thigpen's Reply to Dr. Impastato's Reply to Dr. Thigpen, etc., 
etc., etc. : 


Editor's Note: This anonymous note arrived in our office. It is 
an exaggeration, but you get the general idea. 


Trophic Effects of Striatal Neuron Denervation 


Sır: Among the adverse reactions seen in chronic use-of phe- 
nothiazines are pseudoparkinsonism and persistent tardive dys- 
kinesia. Pseudoparkinsonism is often a transient effect, occur- 
ring early in phenothiazine therapy and then disappearing 
spontaneously (1), whereas tardive dyskinesia persists. In “The 
Pharmacology of Tardive Dvskinesias” (January 1973 issue) 
Dr. Harold L. Klawans, Jr., suggests that both pseudoparkin- 
sonism and tardive dyskinesia are the result of chemical dener- 
vation of striatal neurons, pseudoparkinsonism resulting from 
denervation of inhibitory synapses at which dopamine is the 
transmitter and tardive dyskinesia from denervation of ex- 
citatory synapses at which dopamine is the transmitter, and that 
the effects are due to denervation hypersensitivity. 

Perhaps pseudoparkinsonism is reversible and tardive dyski- 
nesia irreversible precisely because of denervation of inhibitory 
synapses in the former and excitatory synapses in the latter. The 
assumption here is that action potentials are necessary for the 
survival of the striatal neurors involved, i.e., the action poten- 
tials serve some trophic effect. Removing inhibitory inputs to a 
neuron results in increased firing; removing excitatory inputs 
results in decreased or no firing. If action potentials provide a 
trophic effect, neurons in the first situation should hypertrophy 
and neurons in the second situation should atrophy. 

Observations in other systems suggest that this is so. Since 
the output of the cerebellar cortex is exclusively inhibitory (2), 
damage to this area should result in increased firing in struc- 
tures dependent on cerebellar input. Indeed, lesions in the cere- 
bellar cortex have been associated with hypertrophy of the infe- 
rior oliva (3). Denervation of excitatory inputs often results in 
death of cells. This is seen in transsynaptic degeneration in the 
visual system, in which destruction of the optic nerve produces 
not only degeneration in the lateral geniculate body but also in 
the visual cortex (4), and in denervation of muscle that results in 
gradual atrophy (5). 

It is of interest to note that the motor deficits produced by le- 
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sions of the cerebellar cortex are compensated for rapidly (6), 
whereas destruction of the optic nerves results in a permanent 
deficit. This is directly comparable to the transient pseudopar- 
kinsonism and persistent tardive dyskinesia seen in chronic phe- 
nothiazine therapy. 
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THOMAS HOEPPNER, PH.D. 
Chicago, Ill. 


Note on a Neglected Classic 


Sir: The interesting article “The Mystical Experience as a 
Suicide Preventive” by Dr. Paul C. Horton (March 1973 issue) 
is a worthwhile addition to the growing literature on the thera- 
peutic importance of “altered states of consciousness." Unfor- 
tunately, Dr. Horton’s article has joined most of this literature 
in ignoring a beautiful classic in this field. I refer to The Vari- 
eties of Religious Experience by William James (New York, 
Longmans, Green, and Co., 1902). More recent paperback 
printings are available. 


ALFRED P. FRENCH, M.D. 
Sacramento, Calif. 


Depression: Episode or Disease? 


Sir: Dr. Jonathan Cole’s editorial on “Depression” (Febru- 
ary 1974 issue) bothered me. He writes, “From the psychia- 
trist's viewpoint only, depression is an exceedingly satisfactory 
disease." He feels comforted that here at least we have a real ill- 
ness that obviously demands treatment and that is "quite treat- 
able." f 

To me these notions raise certain questions: Is depression an 
illness or is it an episode or symptom in a larger syndrome char- 
acterized by a pervasive inability to cope with emotions? How 
are we affecting the patient’s tendency to go into depression— 
his underlying readiness to lapse into helplessness—-by provid- 
ing. him with relief through strong external modalities? Are we 
weakening the patient even as we relieve him? Are our short- 
term results leading to long-term troubles (1)? 

I hope I am not misunderstood. Í do not disagree with the use 
of organic treatments or deny their power. What I mean is that 
these treatments should be used as adjuncts to a larger program 
that attempts to help the patient emerge with a stronger coping 
capacity. Too many depressed patients are appearing who have 
been treated with primarily organic methods many times in the 
past and who are now more depressed and helpless than ever; 
even their interim periods are not satisfactory. 

Iam not advocating long-term analysis. Rather, I ask that we 
do not confuse an episode with a disease and that we use or- 
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ganic methods as a handmaiden to treating a whole person and 
teaching him to manage his mind. Before we turn over these 
cases which have become so '*easy to diagnose and treat" to the 
internists and general practitioners, perhaps we ought to think 
more about the solidity of our current position. 
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InviNG M. RosEN, M.D. 
Cleveland, Ohio 


Dr. Cole Replies 


Sr: In response to Dr. Rosen’s letter I would like to make a 
few points. I am certainly not opposed to the use of psychother- 
apy or, preferably, "psychotherapeutic management” (1) in the 
treatment of affective illnesses. I personally have little faith that 
intensive psychotherapy will by itself effectively treat moderate 
or severe depression. On the other hand, Klerman and asso- 


- ciates (2) have shown that psychotherapy does enable patients 


who have recovered from depression to improve their social ad- 
justment to a greater extent than was true of a control group re- 
ceiving minimal psychotherapy. 

Whether psychotherapy has any power to avert future de- 
pressions is to me extraordinarily uncléar and appears rather 
unlikely in the case of depressions classifiable as recurrent ill- 
nesses of the cyclic, bipolar, or unipolar type, unless such recur- 
rent illnesses are strikingly reactive to major environmental 
events. The evidence is far better for either lithium or antide- 
pressant drugs being prophylactic in that sense than it is for 
psychotherapy. 

I appreciate Dr. Rosen's optimism, and I am certainly not 
opposed to people working hard with patients to make them 
better, but my faith and perhaps my skill are less than his in his 
particular area of expertise. 
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JONATHAN O. Corz, M.D. 
Boston, Mass. 


Wives of Homosexual Men 


Sir: In her article “The Problems of Women Married to Ho- 
mosexual Men" (March 1974 issue) Dr. Myra Hatterer bases 
her findings on 17 women, which is indeed the nucleus for a 
sample. Yet her extremely homogeneous findings are at striking 
variance with my own, thus throwing her conclusions into ques- 
tion. 

My sample is based on only three such couples. In two cases 
the man sought therapy for his occasional homosexual activity 
and in the third the homosexuality was incidental, the chief 
complaint being the man's inability to budget enough time for 
his wife of six years, two children, his homosexual lover of two 
years, and his very extensive business obligations. 

The wives were seen only once. In the first two cases the wife 


knew of the husband’s sexual behavior before marriage; in the 
third, the wife handled the knowledge by stating that she would 
object only if it interfered with her husband’s responsibility to 
her and their family. All three of the women had careers, were 
proud, feminine, and complained of no symptoms, including the 
third, who had temporarily abandoned a very prestigious career 
to happily raise her children. They had chosen their husbands 
from among other suitors on a mixture of erotic and affective 
grounds. All three considered themselves very “liberal” and 
open-minded, expecting that neither they nor their husbands 
could satisfy all of each other’s needs. (Incidentally, they all in- 
dulged in marital power struggles but within what appeared to 
me to be normal limits.) 

I conclude from these observations that Dr. Hatterer only 
tells a fragment of the story. Why? I think that the explanation 
evolves from how we get our referrals. Patients who are helped 
send friends; those who are not satisfied leave. The referred 
friends are often, as the adage goes, “‘birds of a feather.” In 
short, a self-selection process occurs as our samples grow. 
(Also, few of us have the courage to write up our disastrous clin- 
ical failures.) 

I feel that it is especially important at this time, when we are 
debating the relevancy of the diagnosis of “homosexuality,” not 
to imply that all wives of homosexuals are also sick or even that 
they have similar dynamics. Rather, I think we must learn from 
Dr. Hatterer’s article that wives of homosexuals (or husbands 
for that matter) may resist change in their spouses to preserve 
marital homeostasis for neurotic reasons and are therefore best 
included in therapeutic planning. What I would add is that there 
are also relatively healthy spouses, whose health can be used to 
enhance the therapeutic result. 


KENNETH M. Berc, M.D. 
New York, N.Y. 


Dr. Hatterer Replies 


Sir: I am most pleased that Dr. Berc concurs with the basic 
point of my article—that wives or husbands of homosexuals 
may resist change in their spouses to preserve marital home- 
ostasis for neurotic reasons and that they are therefore best in- 
cluded in therapeutic planning. In addition, as in any therapeu- 
tic situation, emphasis on the healthy aspects of an individual or 
a marriage makes for the best therapeutic outcome. Obviously 
in both groups of patients the homeostasis of the marriage re- 
lated somewhat to the existence of homosexual orientation and 
behavior. 

One might question the validity of conclusions concerning 
conscious and unconscious motivations and dynamics of a con- 
temporary woman who choses to marry a committed homosex- 
ual based on three single interviews of three patients. The hun- 
dreds of variables in such a case make any final judgment an 
impossible scientific task in such a short time. However, with 
the current changing and blending of sexual and gender role 
playing it is conceivable that homosexual orientations in either 
partner can play a more adaptive role today than in the past. 

I look forward to a more in-depth study by Dr. Berc to en- 
large the sample we gathered from our experience. 


Myra S. HaTTERER, M.D. 
New York, N.Y. 
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Psychogenic Impotence 


Six: I have noticed a rather frequent common denominator in 
cases of psychogenic impotence. In almost all of my patients 
with impotence (who freely discuss their problem) a recurrent 
theme or pattern of behavior constantly recurs. The perform- 
ance of the sex act becomes just that—a performance. The part- 
ner becomes an object (the third person singular if you will) and 
has, in her partner's eyes, lost her intimate “Thou” relationship. 
Even more important, the patient no longer communicates di- 
rectly with his partner but rather looks upon himself as an actor 
upon a stage. He detaches himself from the act and watches his 
performance. When this occurs he may at times succeed but 
most often does not. The patient has thus added a tone of objec- 
tivity to a situation that requires total immersion in subjectivity. 
He kas added a space and time dimension and criteria of per- 
formance. He has become a spectator, more concerned with the 
adequacy of his performance than the act itself. 

All of this is reminiscent of Martin Buber's I-Thou and I-It 
relationships. To quote Buber: 


The world of It is set in the context of space and time. 


The world cf Thou is not set in the context of either of these. 


Its context is in the Centre, where the extended lives of rela- 
tions meet—in the Eternal Thou (1, p. 100). 
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I.J. ADATTO, M.D. 
Park Ridge, Ill. 


A Correction 


Sir: In the editorial by Dr. Samuel Guze on “Hereditary 
Transmission of Psychiatric Illness” (December 1973 issue) on 
page 1378 in the middle of the second paragraph a sentence 
reads: “This suggests that bipolar affective illness may be the 
result of at least two different phenotypes [my italics] or that 
some cases may not be genetically transmitted.” It is my belief 
that Dr. Guze wanted to say genotypes instead. 


ABRAHAM FLEMENBAUM, M.D. 
Lubbock, Tex. 


Dr. Guze Replies 


Sig: Dr. Flemenbaum is correct. Somehow, in the revision of 
the rst draft of the editorial, phenotype was substituted for 
genctype. 


SAMUEL B. Guze, M.D. 
St. Louis, Mo. 
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Suicide and Attempted Suicide, edited by Jan Waldenstrom, 
Tage Larsson, and Nils Liungstedt. Stockholm, Nordiska Bok- 
handelns Forlag, 1972, 320 pp., $11.20. 


It would be most unusual for a life insurance Arm in the 
United States to sponsor high-class international symposia on 
various medical problems. Yet the present volume represents 
the sixth such symposium under the sponsorship of an insurance 
firm, the Skandia Group of Stockholm, Sweden. Leading ex- 
perts in suicide and attempted suicide were assembled from the 
Scandinavian countries, other parts of Europe, England, Scot- 
land, and the United States to discuss these topics for three 
days. The list of participants approximates a Who’s Who in sui- 
cide research, at least for Europe and Scandinavia. A readable 
and informative book would have resulted if these distinguished 
investigators had merely summarized their earlier work. But 
most chose instead to present new findings or fresh conclusions. 
The result is obligatory reading for anvone wishing to be cur- 
rent in his knowledge of this field. 

Kreitman contributes a brief, lucid chapter on the changing 
epidemiology of suicide and attempted suicide. Anne-Marie 
Bolander, of the Swedish National Central Bureau of Statistics, 
presents in 12 detailed tables and 28 figures an almost over- 
whelming abundance of comparative mortality data not hith- 
erto available for Denmark, Finland, Norway, and Sweden. 
The presentation is designed to facilitate comparisons among 
the four countries. Central to this comparison is the provocative 
question of why Norway’s suicide rate is so much lower than 
that of the rest of Scandinavia. The question is not conclusively 
answered, but the discussion is lively, informed, and informa- 
tive. 

One of the most socially enlightening chapters is that titled 
“Suicide and Insurance,” delivered by Tage Larsson, M.D., 
formerly deputy managing director of the Skandia Life In- 
surance Co. He cogently points out that “in the event of suicide 
and in the event of death or injuries due to ... ‘ordinary’ risks 
as well-—someone will have to pay some time. The pecuniary re- 
quirements, which arise as a consequence of the death, or the in- 
jury, arise irrespective of whether insurance protection exists or 
not." With this observation in view, he states, "The Swedish life 
insurance conditions state that the limitation [with respect to 
suicide] shall not apply if it must be assumed that the insurance 
was effected or reinstated without thought of suicide, and that 
the suicide would have occurred even if the insurance had not 
been in effect." In Dr. Larsson's recollection, **There has not 
been a single case during the last 20 years where a Swedish life 
insurance company has not paid in the case of a suicide." Al- 
though no mention is made of it, one assumes the double indem- 
nity clause is not usual in Sweden. Regardless, one zannot fail 
to be struck by the contrast to common insurance practices in 
the United States and to the difference in social philosophy that 
underlies them. 

Ettlinger and Wistrand present some interesting data on the 
high prevalence of "'sick-listing" (absence from work because of 
iliness) among suicide attempters in Sweden over several years 
prior to the suicide attempt, with a decline following the at- 
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tempt. U. Otto, who has probably done more work than anyone 
else on suicide attempts by children and adolescents, reports 
briefly on the results of a just-published 10—-15-year follow-up of 
a large number of young suicide attempters. Compared to a 
control group, their social development was found to be consid- 
erably inferior in many respects. The chapter includes one of 
the least frequently discussed topics relating to attempted sui- 
cide—that of treatment. 

Briefly reported is a 20-30-year follow-up study of drug ad- 
dicts and alcoholics by Sundby and a one-year follow-up of sui- 
cide attempters by McCulloch. Lingens contributes a moving 
chapter titled “Suicide in Extreme Situations," which is derived 
from experiences in Germari concentration camps during the 
Third Reich. 

Although the chapters mentioned above are among those 
found most interesting by this reviewer, it is impossible in this 
brief space to give a clear impression of the breadth and depth 
of the volume. One of the most enjoyable and enlightening as- 
pects is the inclusion of lively discussions following the papers. 
Various participants, including some without a formal part in 
the program, add highly personal viewpoints, and at times data, 
to broaden the topic at hand or to emphasize a point. The result 
is almost one of personal participation on the part of the reader. 

It was an outstanding symposium. The book is by no means 
an introduction to the area of suicide, but rather a high-level 
professional interchange. Yet it is sufficiently clear to be acces- 
sible to the beginning student in the field. Some of the chapters 
will undoubtedly appear eventually in more detail in the period- 
ical press or in monograph form. In the meantime, it is easily 
the freshest serious work available on suicide and attempted 
suicide. 


GEORGE E. Murpuy, M.D. 
St. Louis, Mo. 


Personal Psychopathology: Early Formulations, by Harry Stack 
Sullivan, M.D. New York, W.W. Norton & Co., 1972, 373 pp., 
$12.50. 


Students of Sullivan’s theory of interpersonal relations will 
welcome the publication, after 40 years’ delay, of Personal Psy- 
chopathology, the first comprehensive attempt by Sullivan to 
formulate a dynamic developmental theory of personality func- 
tioning. The composition of this work took place at a critical 
juncture in Sullivan’s life. He had left hospital psychiatry at 
Sheppard and Enoch Pratt Hospital in Towson, Md., and begun 
a teaching and consulting practice in New York City. Personal 
Psychopathology goes beyond Sullivan's early clinical papers 
on schizophrenia and foreshadows the later lectures and writ- 
ings that culminated in Conceptions of Modern Psychiatry (1) 
and The Interpersonal Theory of Psychiatry (2). 

In this work Sullivan first attacks the question of man’s rela- 
tion to himself, to others, and to society. He follows with a de- 
scription of the dynamisms of personality. The body of the 


work takes up the phases of human development and the char- 
acteristic disorders that may result. He concludes with chapters 
on the study of personality and a psychological critique of pub- 
lic and private efforts. toward social welfare. 

This volume, a transitional work, lacks the clinical depth of 
Sullivan’s earlier papers on schizophrenia and the density and 
close reasoning of his later theoretical discussions. However, 
the restless inquiry and broad humanistic vision that character- 
ize all of Sullivan’s work are here set out in comprehensive de- 
tail, the first of several efforts by Sullivan over the two succeed- 
ing decades, Sullivan presents a theory of self and defines its 
relation to the human environment and the dynamisms in its 
ever-widening move toward human society. In rough outline 
one can see many of the concepts vital to Sullivan’s later theory, 
his ideas of self, self-esteem, human relatedness, and anxiety. 

As with any preliminary formulation, Personal Psycho- 
pathology is filled with incomplete and sometimes con- 
tradictory ideas. Sullivan’s developmental schema lacks the de- 
tailed supporting observations that child analysts and child 
development researchers have provided us in the intervening 
years. Still, it remains rich in speculative hypotheses, and the 
reader is aware of a creative thinker at work. 

A valuable addition to this work, as well as to other volumes 
of Sullivan’s writings, is the introduction by Helen Swick Perry. 
She points out for the first time Sullivan’s great indebtedness to 
Edward Kempf and provides the reader with a thoughtful com- 
mentary. 

While this book is not suitable as an introduction to Sulli- 
van’s writing and theory, it will reward the student of Sullivan’s 
work with a plentiful account of his thinking in its seminal 
phase. 
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Child Advocacy: Report of a National Baseline Study, by Alfred 
J. Kahn, Sheila B. Kamerman, and Brenda G. McGowan. New 
York, Child Advocacy Research Project, Columbia University 
School of Social Work, 1972, 184 pp., $2.00 (paper). 


This is a report of a one-year study of child advocacy that ter- 
minated in September 1972. Child advocacy defends and pro- 
motes children's interests, especially in terms of unmet needs. 
This report summarizes the movement from the time it was de- 
fined under the name of child advocacy in the mid-1960s. It also 
discusses previous activities of a more general type such as the 
work of child welfare agencies, which in addition to delivering 
services to children and their families have also acted as advo- 
cates for needy children. The book is remarkably comprehen- 
sive and informative in spite of such limitations as time for the 
study and length of the report. 

The authors report: 


Child advocacy understandably took many forms and 
had many sponsors. It was a banner behind which to rally, 
a funding bandwagon on which to ride and a gimmick to 
exploit. But it also represented a series of efforts to cope 
with children’s unmet needs .. . affirming new concepts of 
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legal entitlements; offering needed services where none ex- 
isted; persisting in the provision of services when other 
more conventional programs dropped cases, assuring ac- 
cess to entitlements and help; mediating between children 
or families and institutions such as schools, health facilities 
and courts; and facilitating self-organization among de- 
prived community groups, adolescents or parents of handi- 
capped children (p. 9). 


Of course there is nothing new in any of this, but the move- 
ment has acquired a new self-awareness and an increased rate 
of organization with its own recognized specific modes of orga- 
nization. The movement is also using other child welfare pro- 
grams, legal groups, educational programs, end parent organi- 
zations for the welfare of children. The authors have attempted 
to identify what was developing under the label “child advo- 
cacy" and to seek some conceptual order in the domain. Advo- 
cacy can be applied at the single-case level, for the individual 
child or family who needs special services, or at the class level, 
where the need is for changing national policies, procedures, 
personnel, rules, laws, and so forth. 


The report is organized into six chapters: “The Background 
of Child Advocacy," “The National Picture,” "A Proposed 
Focus for Child Advocacy,” Advocacy in Action," “Program 
Variable: Search for Results," and “An Overview and Recom- 
mendations.” 


The report calls attention to the use of many service agencies 
such as public schools, hospitai clinics, day-care centers, recre- 
ational facilities, and camps. Child advocacy or monitoring 
units within these services are recommended. Thus many of the 
problems claimed by child advacacy could be resolved by modi- 
fications within the current practice and conceptualization of 
staff roles within established agencies. 


A second value of this report is that it describes and docu- 
ments a movement toward self-awareness and action within a 
specialized area, namely, child advocacy. The movement uses 
people of many levels of education, professionalism, and exper- 
tise to meet the need for workers, both old and new (young), for 
identification and articulation and for action in the community 
toward recognizing and helping the underprivileged, the handi- 
capped, and the many less well-organized and inarticulate 
members of our society. 


This has been a new and accelerating form of the many kinds 
of activities engaged in for the past 5 to 10 years and has a 
history of its own. One can mention as examples the action 
movements of education, religicn, parents of a variety of handi- 
capped children, women’s liberation, politics, ecology, advertis- 
ing, investment, welfare, consumers’ protection, homosexuals, 
and many more. A report like this one on child advocacy could 
be written on each subject. Thus it appears that the organiza- 
tion and articulateness and the use of workers at all levels of 
education and expertise represent a general trend of which child 
advocacy is only a part. 

More things have happened in the field of child advocacy 
since this report left the hands cf the authors and was ready for 
publication in September 1972. At least one book has appeared 
on the legal rights of children (1). Federal District Judge Morris 
E. Lasker has ordered the appointment of an “independent om- 
budsman" to handle grievances in juvenile detention facili- 
ties (2). 

This report can be recommended to all students and workers 
in the fields of social work, social welfare, and social action and 
especially to those who are concerned with the unmet needs of 
children and their families and to those scholars interested in 
social action and organization in our time. 
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Crime and Insanity in England, vol. 2: New Solutions and New 
Problems, by Nigel Walker and Sarah McCabe. Chicago, Al- 
dine-Atherton, 1973, 292 pp., $12.50. 


This is the second volume of a two-volume study concerning 
management of mentally disordered offenders in England, 
viewed both historically (the first volume) and in terms of the 
impact of England’s Mental Health Act of 1959 (the second 
volume). Mentally disordered offenders in England are those 
accused or convicted of a crime who are also diagnosed as men- 
tally ill, subnormal (mentally retarded), and psychopathic (sic). 
This review concerns itself only with -he second volume and, 


frankly, I am glad I have been spared the requirement of read-- 


ing the first, since the authors are exhaustive (and exhausting) 
scholars and very compulsive historians. The historical pre- 
occupations of the second volume are sometimes in point and 
useful but often are not. 

A major thesis in the book is that the 1959 act has quietly 
brought about what the authors call a *utilitarian" revolution. 
By this 1 understand them to mean a shift in focus from the 
frustrating and unrewarding subtleties of the fixing of criminal 
responsibility or competency to stand trial to an orientation fo- 
cused on pragmatic, dispositional concerns by the criminal jus- 
tice and mental health systems as they relate to the mentally 
disordered offender. Thus the English courts now have extraor- 
dinary (at least by American standards) flexibility and author- 
ity over the lives and freedom of the mentally disordered who 
come before them. 

An extreme example is a procedure whereby a court with 
appropriate jurisdiction may commit a defendant under a “re- 
striction order" without conviction to a so-called special hospi- 
tal, ie., a maximum security facility for the mentally disor- 
dered, under conditions that he may never be released except 
with the express permission of the Home Secretary. I would be 
interested in the opinion of a scholar of American constitution- 
al law as to whether such a procedure would meet the “equal 
protection," “due process," or "cruel and unusual" provisions 
of our Constitution. For starters, the recent decisions of the 
U.S. Supreme Court in the cases of Baxstrom v. Herald (1) and 
Jackson v. Indiana (2) (without going into the legal details) 
would appear to render such a procedure unacceptable here. 

But England is another country. Our rate of murder is 15 
times that of England and Wales (3). In those countries the po- 
lice apparently do not need to carry guns, and politeness and or- 
der—exemplified, perhaps, by queuing up for entry onto a 
bus—is expected. I don't know how else to understand the ex- 
traordinary conservatism of the authors. [n the face of the fact 
that only 10 out of 673 released mentally disordered offenders 
were convicted of crimes of serious violence over a one-to-two- 
year follow-up (p. 193), the authors argue for even greater con- 
trols. They argue, for example, for the routine imposition of 
“restriction orders" of indefinite duration by the courts. (This 
procedure is described in the previous paragraph.) From a sci- 
entific viewpoint, the data are in good order in this book. But 
the repetitive accounts of :he handful of dreadful cases in the 
narrative are not scientific. This clearly reflects the "preventive 
detention" bias of the authors. 
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For those few of us who have ventured into the wilds of the 
“criminally insane," this book is an interesting, authoritative, 
and thorough analysis of the impact of the English Mental 
Health Act of 1959 as it applies to the mentally disordered of- 
fender in England. 

In recent years, as we have suggested elsewhere (4), there has 
been extraordinary activity in the courts and legislatures of the 
United States that has brought about accelerated and signifi- 
cant changes in our mental health laws. In particular, these 
changes include appellate decisions with profound implications, 
especially for the mentally disordered offender. What we 
have seen very little of has been the empirical follow-up of the 
impact on people's lives that these changes have brought about. 
We very much need such studies in order to rationally reorder 
our legal procedures and standards of involuntary commitment 
of the mentally ill as well as the mentally disordered. The re- 
viewed book does this kind of a job handsomely for the men- 
tally disordered in England. 
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Our Bodies, Ourselves: A Book By and For Women, by the Bos- 
ton Women's Health Book Collective. New York, Simon and 
Schuster, 1973, 276 pp., $2.95 (paper). 


Our Bodies, Ourselves is a unique book for psychiatric review 
since it covers a wide range of topics related to female sexuality 
and is not specifically psychological in orientation or context. 
The authors, the Boston Women's Health Book Collective, 
have produced an extremely valuable book that includes areas 
not well covered in most textbooks or lay publications. They ac- 
knowledge at the beginning in a thoughtful and considered 
statement that the differences among the women who wrote the 
book are reflected in the varying styles and contents of the 
chapters. They emphasize their unanimous view that there is 
significance, politically and pragmatically, in a book written by 
women (not men) about women. 

The book contains excellent and comprehensive chapters on 
anatomy and physiology, contraception, childbearing, venereal 
disease, and menopause. Informative and sensitive discussions 
of self-image, body concepts, and object relations are integral to 
each chapter. In addition, these areas are also considered in sep- 
arate sections. Despite the differences in point of view and de- 
spite some of the polemics, it is rare to find these complex issues 
presented with such clarity. Each chapter, including those on 
rape and self-defense, abortion, and nutrition, offers something 
of value. The chapter on homosexuality is somewhat disap- 
pointing since it consists primarily of anecdotal material that, 
as presented, is not opened to conceptualization; this chapter 
does not add substantially to our understanding of the problems 
of lesbians. 

The final chapter of the book, “Women and Health Care,” 
considers women as both consumers and providers in the health 
care system. It also elucidates a “nontraditional” view of the 


doctor-patient relationship wherein the active participation of 
the patient is emphasized. The meaning of transference is misin- 
terpreted technically as it is discussed in this chapter, the mes- 
sage, however, is clearly more important, i.e., physicians in any 
specialty must stop patronizing and demeaning their patients 
with statements like “Don’t worry your pretty head, my dear; 
just leave everything to me." This final chapter also includes 
some more pragmatic material on medical problems frequently 
encountered by women (cancer, cystitis, vaginitis, etc.) and 
makes useful suggestions for the recording and communication 
of information. 

Qur Bodies, Ourselves offers the physician the opportunity to 
enlarge his or her perspective and begin to understand the im- 
portant implications of current feminism— beyond the stereo- 
typed views that seem to be so prevalent. For the psychiatrist 
the intensity of its focus on psychological issues may be some- 
what limited, but it offers insights that provide the opportunity 
to reconsider traditional values and expectations. The book is a 
necessary addition to our bibliography and a welcome relief 
from the usual textbook form. 

The book should be expanded and required for all students 
and trainees in psychiatry. I have no doubt that all women from 
high-school age on will want to read this book and will profit 
immeasurably from the experience. 


CAROL NADELSON, M.D. 
Boston, Mass. 


The Analytic Situation: How Patient and Therapist Communi- 
cate, edited by Hendrik M. Ruitenbeek, Ph.D. Chicago, Aldine 
Publishing Co., 1973, 215 pp., $8.50. 


The papers in this compilation are concerned with the com- 
municative significance of various aspects of the therapeutic sit- 
uation that Dr. Ruitenbeek believes some therapists overlook 
because of their concentration on the patient's past. He states 
that observation and exploration of the patient's reaction to the 
therapist and the therapeutic situation can yield valuable infor- 
mation which can be useful in fostering emotional growth. 

The background, experience, and point of view of the contrib- 
utors to this book are varied, as is the quality of the papers. Dr. 
Ruitenbeek has included papers by traditional and neo-Freud- 
ian analysts, existential analysts, and those whose commitment 
is mainly to group or encounter modalities. Such diversity can 
stimulate discussion, but because of the brevity of the papers it 
is not possible to adequately explore the rationale behind the 
opinions and recommendations of the particular author. 

Papers like those which discuss silence, gift giving, fees, ter- 
mination, the use of first names in therapy, the refusal to 
mourn, and the patient's dissatisfaction with progress in ther- 


apy deal with the various meanings of these communications . 


and demonstrate the therapeutic value of exploring their signifi- 
cance. The importance of these issues has long been recognized 
by many therapists and psychoanalysts. Nevertheless, some of 
these papers could serve as a basis for the general review of 
these subjects and could be especially useful to newcomers to 
the field of psychotherapy. 

The group of papers that deal with the direct interaction of 
patient and therapist raise many questions. Some authors urge 
restraint in the expression of feelings to patients because coun- 
tertransference limits the objectivity of the therapist. While 
maintaining that the therapist should constantly scrutinize the 
countertransference, they stress caution and discrimination in 
communicating these considerations to the patient. Other ther- 
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apists openly share not only their reactions to their patients but 
also information about their own life experiences. A few papers 
discuss the issue of physical contact between patient and thera- 
pist. : 

Dr. Ruitenbeek's paper, in which he recommends that the 
therapist include the patient in his world, focuses on a major is- 
sue raised by this book, i.e, the extent to which patient and 
therapist should participate in each other's actual experiences. 
There can be no disagreement with Dr. Ruitenbeek’s statement 
that the therapist is a participant in the therapeutic situation 
and that he should not behave like a robot and rigidly adhere to 
rules. Dr. Ruitenbeek advocates informality and the sharing of 
opinions, experiences, and reactions in order to foster inter- 
action between patient and therapist and to convey the thera- 
pist's humanity to the patient. 

Although limited revelation can be valuable in some circum- 
stances, Dr. Ruitenbeek draws insufficient attention to the diffi- 
culties that can result from inappropriate sharing. Patients may 
be burdened and overwhelmed by too much information about 
therapists, and therapists may exploit patients for their own 
gratification. In addition, Dr. Ruitenbeek fails to recognize that 
the therapist’s humanity can be conveyed without over- 
personalizing the therapeutic situation and that the therapist's 
communications will vary with the therapeutic situation. Thus 
the same therapist will respond differently depending on 
whether the therapist is engaged in psychoanalysis, individual 
psychotherapy, or group therapy. 

Because the material of these papers was derived from a vari- 
ety of therapeutic situations, this book could be more appropri- 
ately called The Therapeutic Situation to avoid the misappre- 
hension that it is concerned with the psychoanalytic situation, 
which is a particular form of therapy. Dr. Ruitenbeek is unduly 
critical of contemporary Freudian psychoanalysts, whom he 
represents as more concerned with their theory than with their 
patients. His criticism is belied by his inclusion of papers by 
Freudian psychoanalysts in the text as well as in the appended 
bibliography. 

Dr. Ruitenbeek does a disservice to the discipline of psycho- 
therapy by his overly enthusiastic advocacy of informality. Ap- 
propriate informality is useful in the therapeutic situation but 
only in the framework of the considered and flexible application 
of knowledge of human psychology to maintain a therapeutic 
situation and interaction that will best promote the mental 
health and emotional growth of the patient. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


The Transforming Self: New Dimensions in Psychoanalytic 
Process, by David Shainberg, M.D. New York, Inter- 
continental Medical Book Corp., 1973, 148 pp., no price listed. 


Dr. Shainberg states the substance of his book in the in- 
troduction: “This book is about the struggle for self-realiza- 
tion." The theoretical structu-e and supporting clinical observa- 
tions are drawn from two diagnostic entities, the obsessional 
character and the schizophrenic. Shainberg underscores the fear 
of uncertainty in the obsessional character that serves to main- 
tain rigidity, which then guarantees subservience to the wishes 
and approval of others. This becomes, therefore, the prototype 
for failure of self-realization. 

The author introduces neurophysiological and neuropsycho- 
logical studies to make clear the biological basis for the func- 
tions of the various perceptual apparatuses in the service of in- 
tegration. It is to be regretted that these are, for the most part, 
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direct extrapolations from animal experiments to human be- 
havior. Much more useful data are available from many studies 
of infant development and behavior. At any rate, biological 
considerations quickly disappear in his clinical observations 
and formulations of therapeutic process. 

Shainberg places particular emphasis on the difficulties of ob- 
sessional patients in coping with novelty. He continues then 
with a lucid description of the existential dilemma that results 
from this incapacity and then shades over into the same prob- 
lem in the schizophrenic patient. The latter is more severely 
crippled in his ability to manage uncertainty and novelty. Both 
types of patients are impelled to cling to a rigid system that has 
been devised for them and to which they are forced to yield by 
their families. In the obsessional, the system precludes self-real- 
ization in the presence of a kind of paralysis of independent 
thought, feeling, and action. However much this kind of adapta- 
tion is despised, it does preserve relationship to reality. In the 
schizophrenic patient, confrontation with novelty overwhelms 
the adaptive capacity of the patient. 

At this point Shainberg takes Laing’s position in viewing the 
psychotic process as a positive step toward establishing a new 
and more suitable contact with reality. There is no argument 
bu: that the psychotic process is an attempt at restitution. The 
argument for psychosis as constructive and as a move toward 
reality (with concomitant autonomy) diminishes Shainberg’s 
otherwise sensitive understanding of the struggles of the psy- 
chotic patient to bring the shattered parts of the self together. 
He views schizophrenia as a revolutionary process toward self- 
realization that is undermined by our culture, with its therapeu- 
tic institutions that simply reinstate the rigidities of the family. 
Here the politics of psychosis, a moot question indeed, is 
touched upon but never elaborated. 

The patient is helped to recognize and appreciate his cogni- 
tive distortions of his environment; that is the beginning of the 
revolution necessary to the patient in making the dogged steps 
toward transforming the self that must be taken on the road to 
self-realization. This is only the beginning, and it is only in 
small hints that the author lets us know that a small but signifi- 
cant gain in a particular patient took place in the sixth year of 
therapy or later. I mention this because there is a world of expe- 
rience concealed in the author's work that does not and prob- 
ably cannot come out in the lines on the page. The descriptions 
of existential dilemmas touch all of us because we can readily 
feel ourselves in so much of what is described. 

It is my impression that the process described is less psycho- 
analytic and more transactional, with the therapist serving as 
the representative and clariüer of reality. Not enough is said of 
the attitude and behavior of the therapist or of the demands 
placed on the therapist that make the therapeutic experience 
and process a testing ground of reality for the patient. It would 
be of considerable help if many of the clinical vignettes were 
less cryptic. There is much to be said for this kind of under- 
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standing and treatment for the serious personality disorders de- 
scribed here in which some modicum of autonomy is made pos- 
sible for the patient. 


JAMES MANN, M.D. 
Boston, Mass. 


Psychopharmacological Agents for the Terminally Ill and Be- 
reaved, edited by Ivan K. Goldberg, Sidney Malitz, and Austin 
H. Kutscher. New York, N.Y., Columbia University Press (dis- 
tributor), 1973, 326 pp., $12.50. 

This is another collection of papers covering an aspect of 
death and dying sponsored by the Foundation of Thanatology 
in collaboration with members of the faculty of Columbia Uni- 
versity. (The papers were originally published in the Journal of 
Thanatology in 1972.) This group of papers resembles previous 
books in the series. Thirty-five papers present a "shotgun" ap- 
proach to the topic of the title. There is consistency in these rap- 
idly produced volumes. Each book presents a symposium; the 
papers vary in style, length, and strength; and there is very little 
in them that one might consider a fresh point of view or a new 
contribution. The phrase ‘‘old wine in new bottles," although 
trite, applies here. 

The early chapters of the book deal with medicating the ter- 
minally ill. There is general agreement that overmedicating and 
overtranquilizing do not substitute for the personal and human 
touch. The use of surgical techniques, drugs, and LSD trips is 
recommended for the alleviation of pain. There is of course no 
disagreement with any of this on the part of this reviewer (nor 
would there be on the part of anyone in the helping professions). 

A.K. Shapiro's chapter on psychochemotherapy is of some 
value in that he specifies particular medications and elaborates 
on such aspects as their effectiveness, indications, con- 
traindications, and side effects. As to the chapters concerned 
with medicating the bereaved, | feel that Schmale's comment 
succinctly sums up the problem and its approach: 


It is inappropriate and unwarranted to propose psycho- 
pharmacologic management of the bereaved in general. 
Consideration of psychopharmacologic management 
should be reserved for those reactions which interfere with 
the progression of the grieving process (p. 258). 


This book will not be of value to the psychiatrist. Nor will it 
be useful to the knowledgeable worker who is already involved 
in the area of death and dying. It might be of some use to those 
in the helping professions who lack sophistication but who are 
curious about the subject. 


NATHAN SCHNAPER, M.D. 
Baltimore, Md. 
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1974, 834 pp., $36.00. 


Narcotic Antagonists. Advances in Biochemical Psycho- 
pharmacology, vol. 8, edited by M.C. Braude, L.S. Harris, E.L. 
May, J.P. Smith, and J.E. Villarreal. New York, Raven Press, 
1973, 581 pp., $29.50. 


Psychoanalysis and Psychotherapy: Selected Papers of Frieda 
Fromm-Reichmann, edited by Dexter Bullard. Chicago, Univer- 
sity of Chicago Press, 1974, 339 pp., $3.95 (paper). 


Management of Emotional Problems of Children and Adoles- 
cents, 2nd ed, by A.H. Chapman, M.D. Philadelphia, J.B. Lip- 
pincott Co., 1974, 400 pp., $15.00. 


The Technique and Practice of Intensive Psychotherapv, by 
Richard D. Chessick, M.D. New York, Jason Aronson, 1974, 
369 pp., $12.50. 


Symbol and Realization: A Contribution to the Study of Magic 
and Healing. Research Monograph No. 12, by Ronald H. Da- 
vidson and Richard Day. Berkeley, Calif.. Center for South and 
Southeast Asia Studies, 1974, 135 pp., no price listed. 


The Infant's Reaction to Strangers, by Thérese Gouin Décarie, 
in collaboration with Jacques Goulet, Martine Darquenne 
Brossard, Sandra Rafman, and Ruth Shaffran, translated by 
Joyce Diamanti. New York, International Universities Press, 
1974, 233 pp., $12.00. 


Science as a Career Choice, edited by Bernice T. Eiduson and 
Linda Beckman. New York, Russell Sage Foundation, 1973, 
700 pp., no price listed. 


Dimensions of a New Identity: The 1973 Jefferson Lectures in 


the Humanities, by Erik H. Erikson. New York, W.W. Norton 
& Co., 1974, 125 pp., $5.95. 
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Psychobiology of Convulsive Therapy, edited by Max Fink, Sey- 
mour Kety, James McGaugh, and Thomas A. Williams. Wash- 
ington, D.C., V.H. Winston & Sons (Halsted Press, John Wiley 
& Sons, distributor), 1974, 294 pp., $11.95. 


Psychofraud and Ethical Therapy, by John David Garcia. Ard- 
more, Pa., Whitmore Publishing Co., 1974, 231 pp., $6.95. 


Clinical Psychology: The Study of Personality and Behavior, by 
Sol L. Garfield. Chicago, Aldine Pubiishing Co., 1974, 448 pp., 
$14.95; $8.95 (paper). 


Individualizing Classroom Instruction. by Norman E. Gronlund. 
New York, Macmillan Publishing Co., 1974, 69 pp., $1.50 (pa- 
per). 


Assessment of Sexual Function: A Guide to Interviewing, by the 
Group for the Advancement of Psych:atry Committee on Medi- 
cal Education. New York, Jason Aronson, 1974, 92 pp., $7.50. 


Mental Disorder and Sexualitv in the Climacteric, by Tore 
Hastrom. Stockholm, Scandinavian University Books, 1973, 
158 pp., no price listed (paper). 


Educational and Psychosocial Aspects of Deafness, edited by 
Richard E. Hardy, Ed.D., and John S. Cull, Ph.D. Springfield, 
Ill., Charles C Thomas, 1974, 190 pp., $12.50. 


Sexual Honesty By Women For Women, compiled and edited 
by Shere Hite. New York, Warner Paperback Library, 1974, 
294 pp., $1.50 (paper). 


The Therapeutic Classroom, by Monica Holmes, Ph.D., Doug- 
las Holmes, Ph.D., and Judith Field, M.A. New York, Jason 
Aronson, 1974, 195 pp., $10.00. 


Wittgenstein’s Vienna, by Allan Janik and Stephen Toulmin. 
New York, Touchstone (Simon ana Schuster), 1973, 301 pp., 
$3.95 (paper). 


Readings in Social Psychology: Focus on Canada, edited by Da- 
vid Koulack and Daniel Perlman. Tcronto, Wiley Publishers of 
Canada, 1973, 187 pp., $3.95 (paper) 


Drug Use by the Young Population of Melbourne, edited by 
Jerzy Krupinski and Alan Stoller. Melbourne, Institute of 
Mental Health Research and Post-Graduate Training, 1973, 
178 pp., no price listed (paper). 


Culture and Personality: Contemporary Readings, edited by 
Robert A. LeVine. Chicago, Aldine Publishing Co., 1974, 452 
pp.. $15.00; 35.95 (paper). 


The Nervous System, by Roger L2win. New York, Anchor 


Press / Doubleday, 1974, 104 pp., $1.95 (paper). 


Home from the War, by Robert Jay Lifton. New Y. ork, Touch- 
stone (Simon and Schuster), 1973, 461 pp., $3.95 (paper). 


Human Development: A Multidisciplinary Approach to the Psy- 
chology of Individual Growth, by James O. Lugo and Gerald L. 


Hershey. New York, Macmillan Publishing Co., 1974, 570 pp., ` 


$9.95. 


The Working Brain: An Introduction to Neuropsychiatry, by 
A.R. Luria, translated by Basil Haigh. New York, Basic Books, 
1974, 371 pp., $12.50. 


Orgone, Reich and Eros: Wilhelm Reich’s Theory of Life En- 
ergy, by W. Edward Mann. New York, Touchstone (Simon and 
Schuster), 1973, 367 pp., $3.95 (paper). 


Learning About Alcohol: A Resource Book for Teachers, edited 
by Samuel A. Miles. Washington, D.C., American Association 
for Health, Physical Education, and Recreation (National Edu- 
cation Association), 1974, 168 pp., $2.95 (paper). 


Medicine and Society, by Henry Miller. New York, Oxford 
University Press, 1974, 85 pp., $8.95; $3.00 (paper). 


Psychoanalysis and Feminism, by Juliet Mitchell. New York, 
Pantheon Books (Random House), 1974, 435 pp., $8.95. 


Conundrum, by Jan Morris. New York, Harcourt Brace Jova- 
novich, 1974, 174 pp., $5.95. 


Psychological Assessment of Suicidal Risk, edited by Charles 
Neuringer, Ph.D. Springfield, Ill., Charles C Thomas, 1974, 229 
pp., $11.75. 


The Semiotics of Human Sound, by Peter F. Ostwald. The 
Hague, Mouton & Co., 1973, 408 pp., 76 Dutch guilders. 


The Meanings of Fear, by Stanley Rachman, 1974, 112 pp., 
$1.75 (paper). 


Anxiety Factors in Comprehensive Patient Care, edited by W. 
Linford Rees, M.D., D.P.M. New York, American Elsevier 
Co., 1974, 99 pp., $9.50 (paper). 


The Hyperactive Child, by Domeena C. Renshaw, M.D. Chi- 
cago, Nelson-Hall Co., 1974, 187 pp., $8.95. 


Modern Hospital Hypnosis: Especially for Anaesthetists, by Da- 


BOOK REVIEWS 


vid L. Scott, D.A. Chicago, Y ear Book Medical Publishers (dis- 
tributor), 1974, 198 pp., no price listed. 


Psychological Aspects of a First Pregnancy and Early Postnatal 
Adaptation, edited by Pauline M. Shereshefsky, M.S.S.W., and 
Leon J. Yarrow, Ph.D. New York, Raven Press, 1973, 368 pp., 
no price listed. 


Psychiatry and Law, by Ralph Slovenko, LL.B., Ph.D. Boston, 
Little, Brown and Co., 1973, 686 pp., $28.50. 


How To Use the Magic of Self-Cybernetics, by Ben B. Smith. 
Totowa, N.J., Littlefield, Adams & Co., 1974, 238 pp., $2.95 
(paper). 


Madness and the Brain, by Sclomon H. Snyder, M.D. New 
York, McGraw-Hill Book Co., 1974, 281 pp., $8.95. 


Basic Structure and Function in the Central Nervous System, by 
Donald G. Stein and Jeffrey J. Rosen. New York, Macmillan 
Publishing Co., 1974, 246 pp., $4.25 (paper). 


Learning and Memory, by Donald G. Stein and Jeffrey J. 
Rosen. New York, Macmillan Publishing Co., 1974, 208 pp., 
$4.25 (paper). 


Social Work Treatment: Interlocking Theoretical Approaches, 
edited by Francis J. Turner. New York, Free Press (Macmillan 
Publishing Co.), 1974, 507 pp., $13.95. 


Family Communication: A Guide to Emotional Health, by Sven 
Wahlroos, Ph.D. New York, Macmillan Publishing Co., 1974, 
308 pp., $8.95. 


Frontiers of Consciousness: The Meeting Ground Between Inner 
and Outer Reality, edited by John White. New York, Julian 
Press, 1974, 366 pp., $8.95. 


Management by Objectives in Mental Health Services, by Ver- 
non R. Wiehe, Ph.D. 1974, 61 pp., $4.50 (paper): available from 
Vernon R. Wiehe, Ph.D., 9301 Cherry Brook Lane, Crestwood, 
Mo. 63126. 


Electroencephalography (EEG) of Human Sleep: Clinical Appli- 
cations, by Robert L. Williams, M.D., Ismet Karacan, M.D., 
D.Sc., and Carolyn J. Hursch, Pk.D. New York, John Wiley & 
Sons, 1974, 164 pp., $15.00. 


How Do You Feel? A Guide to Your Emotions, by John Wood. 
Englewood Cliffs, N.J., Prentice-Hall, 1974, 199 pp., $6.95. 
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Highlights of the 127th Annual Meeting 


THE 127TH ANNUAL MEETING of the American Psychiatric As- 
sociation was held in Detroit, Mich., May 6-10, 1974. The total 
registration was 6,605, including 3,092 members, 1,769 non- 
members, 607 exhibitors, 136 members of the press, and 1,001 
spouses and families of members. 

A special program to honor the retiring Medical Director of 
the Association, Walter E. Barton, M.D., was held Sunday af- 
ternoon, May 5. Ewald W. Busse, M.D., presided over a pro- 
gram that included testimonials by Alfred M. Freedman, M.D., 
102nd President of the Association, and Francis J. Braceland, 
M.D., Past President and Editor of the American Journal of 
Psychiatry. John Alexander McMahon, President of the Amer- 
ican Hospital Association, delivered an address entitled ‘‘Man- 
agerial Behavior in Modern Society.” 

The opening session, on Monday morning, May 6, was 
brought to order by Dr. Freedman. The invocation for the 
meeting was given by James W. Bristah, District Superinten- 
dent, Detroit East, the Michigan Area of the United Methodist 
Church. 

Official greetings were extended by the Honorable Coleman 
Young, Mayor of the City of Detroit. Dr. Freedman then in- 
troduced the distinguished guests, who included: N. Arumuga- 
samy, A.M., M.B., President, Malayan Neuropsychiatric So- 
ciety; Tolani Asuni, M.D., representing the Association of 
Psychiatrists in Africa: Peter J. Banks, M.D., President, Cana- 


dian Medical Association; Professor Michael H. Beaubrun, ` 


M.D., President, World Federation for Mental Health; John H. 
Budd, M.D., representing the American Medical Association; 
John E. Cawte, M.D., and John F.J. Cade, M.D., representing 
the Australian and New Zealand College of Psychiatrists; F.C. 
Rhodes Chalke, M.D., President, Canadian Psychiatric Associ- 
ation; Robert D. Coye, M.D., representing the Association of 
American Medical Colleges; Hamilton Ford, M.D., President, 
American College of Psychiatrists; Jose Roberto Fumero, 
M.D., President, Caribbean Psychiatric Association; Tómas 
Helgason, M.D., representing the Icelandic Psychiatric Associ- 
ation; Hanns Hippitus, M.D., President, German Psychiatric- 
Neurological Association; Tomio Hirai, M.D., President, Japa- 
nese Society of Psychiatry and Neurology; Clovis Martins, 
M.D., representing the Associacao Psiquiatrica Latino Ameri- 
cana; R. Daldiri Mangoendiwirjo, M.D., President, Indonesian 
Society for Neurology, Psychiatry, and Neurosurgery; Scott H. 
Nelson, M.D., representing the American Public Health Asso- 
ciation; Joseph D. Noshpitz, M.D., President, American Acad- 
emy of Child Psychiatry; Professor Pierre Pichot, University of 
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Paris; George H. Pollock, M.D., President, American Psycho- 
analytic Association; Emery L. Rann, M.D., President, Na- 
tional Medical Association; Howard P. Rome, M.D., President, 
Inter-American Council of Psychiatric Associations and of the 
World Psychiatric Association; David Rosen, President, Amer- 
ican Association on Mental Deficiency; Professor Sir Martin 
Roth, President, Royal College of Psychiatrists; Bernice C. 
Sachs, M.D., representing the American Medical Women's As- 
sociation; B.M. Deb Sikdar, M.D., President, Indian Psychiat- 
ric Society; Chaplain John I. Smith, President, Association of 
Mental Health Chaplains; Max Sugar, M.D., President, Ameri- 
can Society for Adolescent Psychiatry; Norman D. Tabach- 
nick, M.D., President, American Academy of Psychoanalysis; 
and Rafael Velasco Fernandez, M.D., President, Associacion 
Psiquiatria Mexicana. 

Dr. Freedman then introduced H. Keith H. Brodie, M.D., 
Chairman of the Program Committee; Benjamin Jeffries, M.D., 
Chairman of the Arrangements Committee; and Mildred 
Mitchell-Bateman, M.D., and Harold M. Visotsky, M.D., Vice- 
Presidents of the Association. 

Vice-President Mitchell-Batemen then introduced Dr. Freed- 
man, who gave the Presidential address. 

Vice-President Visotsky introduced John P. Spiegel, M.D., 
who gave the response of the President-Elect. (The texts of 
these addresses are published elsewhere in this issue of the Jour- 
nal.) 

The opening session was closed with a benediction by the 
Reverend Clement Kern of the Most Holy Trinity Church, De- 
troit. 


SCIENTIFIC SESSIONS 


The scientific sessions began Monday afternoon, May 6. 
There were 234 papers presented in regular sessions as well as 
27 papers on new research that were presented in 3 sessions 
throughout the week. There were 60 morning panels and 50 eve- 
ning panels, 3 videotaped special sessions concerning continuing 
education for psychiatrists, 13 live learning demonstrations, 
and 9 films. 

The Benjamin Rush Lecture, What Became of the 1960s?” 
was presented by C. Vann Woodward, Ph.D., Sterling Profes- 
sor of History, Yale University, New Haven, Conn. Pierre Pi- 
chot, Professor of Psychiatry of the University of Paris and 
Professor, Centre Psychiatrique, Saint-Anne, Paris, gave the 
Adolf Meyer Lecture, “Critics of Psychiatry." Eight special 


lectures were given: “PSROs: 1974” by the Honorable Wallace 
F. Bennett, U.S. Senator from Utah; “The Adversary Process 
or Who Questions the Questioner?" by the Honorable David L. 
Bazelon, Chief Judge of the U.S. Court of Appeals for the Dis- 
trict of Columbia; *A Mayor's Challenge to Psychiatrists” by 
the Honorable Coleman Young, Mayor of the City of Detroit; 
“Humans in the Universe” by R. Buckminster Fuller, World 
Fellow in Residence at the University City Science Center, 
Philadelphia, Pa.; "Population Policy and the Theory of Repro- 
ductive Motivation" by Kingsley Davis, Ph.D., Ford Professor 
of Sociology and Comparative Studies and Director, Inter- 
national Population and Urban Research, Institute of Inter- 
national Studies, University of California, Berkeley; ‘‘Physi- 
ology and Social Rhythms: A Study of Human Cyclicity" by 
Alice S. Rossi, Ph.D., Professor of Sociology, Goucher College, 
Towson, Md.; *From Rationalization to Reason" by Seymour 
S. Kety, M.D., Professor of Psychiatry and Director, Psychiat- 
ric Research Laboratories, Massachusetts General Hospital, 
Boston, Mass.; and “Work and Leisure in the Future Society” 
by Alvin Toffler, Visiting Scholar at the Russell Sage Founda- 
tion, New York, N.Y. 


CONVOCATION 


The 18th Convocation of Fellows was held in the Henry and 
Edsel Ford Auditorium of Detroit on Monday evening, May 6. 
Dr. Freedman presided. The Grand Marshal was Raymond W. 
Waggoner, M.D., and the Marshal was Kenneth E. Pitts, M.D. 
After the processional march of Fellows, Dr. Freedman called 
the Convocation to order. The Life Fellows and Fellows were 
inducted by John P. Spiegel, M.D., President-Elect. 

The following were made Honorary Fellows: the Reverend 
Ernest E. Bruder, Washington, D.C.; Mr. Robert L. Robinson, 
Washington, D.C.; Mr. Joseph Smolian, Hollywood, Fla.; and 
Mrs. Joseph Smolian (Bertha P. Smolian), Hollywood, Fla. 

Professor Sir Martin Roth, of London, England, was desig- 
nated Distinguished Fellow of the Association. Those desig- 
nated Corresponding Fellows were: Dr. Kalle A. Achte, Hel- 
sinki, Finland; Dr. Jules Angst, Zurich, Switzerland; Dr. 
Kamala Ranjan Banerjee, Bangalore, India; Dr. Warren Jack- 
son Barker, Pe Da Serra Colares, Portugal; Dr. Borje Cron- 
holm, Stockholm, Sweden; Dr. Paul Kielholz, Basel, Switzer- 
land; Dr. Shailendra Kumar, Ranchi, India; Dr. Roshen S. 
Master, Poona, India; Dr. Suresh Bahadur Mathur, New Delhi, 
India; Dr. Ghulam Mustafa, Nairobi, Kenya; Dr. Melitta 
Schmideberg, London, England; Dr. Brij Bhusan Sethi, Luck- 
now, India; Dr. Anvil Vasanlal Shah, Ahmedabad, India; Dr. 
Lalit Purshottamdas Shah, Bombay, India; Dr. Asser Imman- 
uel Stenback, Helsinki, Finland; Dr. George Vassiliou, Athens, 
Greece; Dr. Felix von Mendelssohn, Munich, Germany; and Dr. 
Narendra N. Wig, Chandigarh, India. 

Life Fellows and Life Members who have been in the Associ- 
ation for 50 years (1924-1974) were introduced by Dr. Freed- 
man. They are: Elizabeth Ingram Adamson, M.D., White 
Plains, N.Y.; Arthur Berk, M.D., Brookline, Mass; Herbert 
Ezra Chamberlain, M.D., Sacramento, Calif.; Laurent Feinier, 
M.D., Brooklyn, N.Y.; John B. Ferran, Jr., M.D., New York, 
N.Y., Abraham Kardiner, M.D., New York, N.Y.; Samuel 
Leopold, M.D., Albany, N.Y.; Irville Herbert MacKinnon, 
M.D., Myrtle Beach, S.C.; Archie McCausland, M.D., London, 
Ont., Canada; Richard T. O'Neil, M.D., Daytona Beach, Fla.; 
Evelyn B. Reichenbach, M.D., Washington, D.C.; Mesrop A. 
Tarumianz, M.D., Milford, Del.; and Claude R. Young, M.D., 
Binghamton, N.Y. 


The presentation. of awards followed. Dr. Freedman 
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presented the Distinguished Service Award—given to APA 
members “‘whose distinguished careers have ennobled the pro- 
fession of psychiatry"—to Robert Hanna Felix, M.D., Profes- 
sor of Psychiatry and Dean of the Medical School, St. Louis 
University, St. Louis, Mo. 

The Lester N. Hofheimer Prize for Research, presented by 
Donald F. Klein, M.D., was given to Jeanne Humphrey Block, 
Ph.D., Institute of Human Development, University of Califor- 
nia, Berkeley, for her study ‘“‘Conceptions of Sex Role: Some 
Cross-Cultural and Longitudinal Perspectives" and to Paul H. 
Wender, M.D., Professor of Psychiatry, University of Utah 
Medical Center, Salt Lake City, Utah, for his studies using the 
strategy of adoption to separate the roles of nurture and nature 
in the etiology of the schizophrenias. This award is given to 
"honor U.S. research investigators for outstanding accom- 
plishment in psychiatry and mental hygiene." 

Norbert B. Enzer, M.D.. presented the Agnes Purcell 
McGavin Award to Reginald Spencer Lourie, M.D., Professor 
of Child Health and Human Development and Psychiatry, 
George Washington University, Director, Department of Psy- 
chiatry, Children's Hospital, and Medical Director, Hillcrest 
Children’s Center, Washington, D.C., for his “outstanding con- 
tributions to the prevention of mental disorders in children." 

The Robert T. Morse Writers Award was presented by 
James P. Cattell, M.D., to Ms. Judith Randal, a science writer 
who specializes in medical and biological sciences for the Wash- 
ington Star-News, Washington, D.C., and a syndicated colum- 
nist on scientific affairs and public policy, for “major contribu- 
tions to the public understanding of psychiatry over an extended 
period of time." 

Ralph Slovenko, LL.B., M.A., Ph.D., Professor of Law and 
Psychiatry, Wayne State University, Detroit, Mich., received 
the Manfred S. Guttmacher Award for his monumental text- 
book entitled Psychiatry and Law. The award, which was 
presented by Jonas R. Rappeport, M.D., is given “for an out- 
standing contribution to forensic psychiatry in the form of a 
book, monograph, or paper." 

The Seymour D. Vestermark Prize Award, given for ‘“‘out- 
standing contributions to undergraduate and postgraduate 
medical education, to continuing education, and to the educa- 
tion of behavioral scientists for research," was presented by a 
representative of Bertram S. Brown, M.D., to George Edward 
Gardner, M.D., Ph.D., Professor of Psychiatry Emeritus, Har- 
vard Medical School, and Director Emeritus of the Judge 
Baker Guidance Center, Boston, Mass. 

The District Branch Newsletter of the Year Award was 
presented by Robert J. Campbell III, M.D., to the Bulletin of 
the New York State District Branches, James P. Cattell, M.D., 
editor. This award recognizes “the overall excellence of out- 
standing newsletters published by the District Branches of the 
Association from the standpoint of editorial content, attractive- 
ness of format, and usefulness in furthering communication 
within the profession." 

Following presentation of the awards, Wilson C. 
McWilliams, Ph.D., Professor of Political Science, Livingston 
College, Rutgers University, New Brunswick, N.J., gave the 
William C. Menninger Memorial Convocation Lecture. Dr. 
McWilliams spoke on “The State of Morality in the United 
States." The Convocation then recessed. 


BUSINESS SESSION 
The business session was convened as a meeting of the As- 


sembly of District Branches, acting for the membership in re- 
ceiving reports of the officers and actions of the Board of 
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Trustees. The meeting was held on Tuesday, May 7. in the ball- 
room of Cobo Hall. Dr. Freedman presided. After a memorial 
to deceased members and fellows, Henry W. Brosin, M.D., gave 
a memorial to Past President John C. Whitehorn, M.D. 

Morris Kleinerman, M.D., Chairperson, Committee of Tell- 
ers, then announced the results of the election of officers and 
trustees and of the vote on the proposed amendments to the 
Constitution and By-Laws. The new President-Elect is Judd 
Marmor, M.D.; the Vice-Presidents are June Jackson Christ- 
mas, M.D., and Jules H. Masserman, M.D.; the Secretary is 
Robert W. Gibson, M.D.; and the Trezsurer is Jack Weinberg, 
M.D. Charles Pinderhughes, M.D., is Trustee-at-Large and Ir- 
ving Philips, M.D., is Area VI Trustee. Ballots for the runoff 
election for Area III Trustee were mailed in late April 1974. It 
was expected that the results of that election would he known by 
May 24. Harry Brunt, M.D., and E. James Lieberman, M.D., 
are the candidates. John Nardini, M.D., will continue in office 
until the new trustee has been chosen. 

The reports of the officers to the membership followed. Rob- 
ert W. Gibson, M.D., gave the Secretary's report, which in- 
cluded actions of the Board of Trustees and of the Executive 
Committee. Jack Weinberg, M.D., gave the Treasurer's report. 
Warren S. Williams, M.D., gave the report of the Speaker of 
the Assembly of District Branches, and Robert B. Neu, M.D., 
gave the report of the Speaker-Elect. The. Medical Director, 
Walter E. Barton, M.D., gave his report, followed by the report 
of the Chairman of the Committee on Constitution and By- 
Laws, Winfred E. Overholser, Jr., M.D. 

‘Dr. Gibson presented one amendment to the Constitution 
and three amendments to the By-Laws that the Board of 
Trustees had approved. These amendments will be published in 


the American Journal of Psychiatry in October 1974 and will be ` 


voted on by mail ballot in 1975. 

A forum followed the reception of reports. Topics brought to 
the attention of the Board of Trustees and of the general mem- 
bership in attendance included the Equal Rights Amendment to 
the U.S. Constitution, psychosurgery, the salaries of psychiatric 
residents, and open-ended commitment to mental institutions. 


MEETINGS OF THE BOARD OF TRUSTEES 


The Board of Trustees met in regular sessions on Saturday 
and Sunday, May 4 and 5, and on Thursday, May 9. At its May 
4 meeting the Board approved one amendment to the Constitu- 
tion and three amendments to the By-Laws. 


844 Am J Psychiatry 131:7, July 1974 


ANNUAL BANQUET 


The annual banquet and dance was held on Wednesday eve- 
ning, May 8, in the ballroom of Cobo Hall. Dr. Freedman in- 
troduced distinguished guests and presented Past Vice-Presi- 
dents’ badges to Dr. Mitchell-Bateman and Dr. Visotsky. He 
also presented the Past Speaker's plaque to Dr. Warren S. Wil- 
liams. Howard P. Rome, M.D., Past President (1965-1966), 
presented Dr. Freedman with the Past President's badge, and 
Dr. Freedman presented the President's Medallion to the in- 
coming President, John P. Spiegel, M.D. Entertainment for the 
evening was provided by the De Santis Singing Strings and by 
Bob Du Rant and his orchestra. 


SPOUSES' ACTIVITIES, ENTERTAINMENT 





The Local Arrangements| Committee, chaired by Benjamin 
Jeffries, M.D., and the Leisure Time Activities Committee, 
chaired by Mrs. Nancy Ishaé, planned a schedule of stimulating 
and entertaining events. A special luncheon was held in the ball- 
room of the Sheraton Cadillac Hotel to honor Mrs. Alfred 
Freedman and Mrs. John Spiegel. Herma Hill Kay, J.D., Pro- 
fessor of Law, University of California, Berkeley, School of 
Law, spoke on “Sex-Based Discrimination in Marriage By and 
Between Professionals." 

Other activities included à tour of the Ford Motor Plant, a 
visit to Greenfield Village and the Henry Ford Museum, an eve- 
ning in Canada, a visit to the Detroii Institute of Arts, and 
other events. ‘ 


ALLIED MEETINGS 


The following professional associations also held meetings in 
Detroit during the week May 6~10: the American Academy of 
Child Psychiatry, the American Academy of Psychiatry and the 
Law, the American Association of Chairmen of Departments of 
Psychiatry, the American Association of Directors of Resi- 
dency Training, the American Association for Social Psychia- 
try, the American College of Psychoanalysts, the American So- 
ciety for Adolescent Psychiatry, the American Society for 
Phenomenological Psychotherapy, the Association of Mental 
Health Chaplains, the Behavior Therapy and Research Society, 
and the Black Psychiatrists of America. 


RoBERT W. Gipson, M.D. 
Secretary, American Psychiatrie Association 


CHARLES € THOMAS * PUBLISHER 


HORMONE THERAPY OF THE MENOPAUSE AND AGING: A Woman-Doctor, With the Cooperation of Her Patients, Focuses 
Attention on Misconceptions, Indications, Contraindications and Methods of Hormone Therapy by Helen Z. Jern, New York 
Infirmary, New York City. Foreword by Locke L. Mackenzie. Written for the enlightenment of the medical profession and 
innumerable women affected by the menopausal syndrome, this book is the result of fifteen years of research on the effectiveness 
of hormone therapy upon thousands of menopausal and aging women. A description of the functions of ovarian hormones and 
the often disastrous consequences of their deficiency in women is clearly demonstrated, and the success of adequate hormone 
therapy with estrogen and progestogen is exemplified by the consistent and often dramatic results, frequently transforming 
mentaland physical invalids into attractive, vital, productive people. ’73, 196 pp., 6 il. (4 in full color), 6 tables, $11.50 











DISEASES OF THE NERVOUS SYSTEM: In Infancy, Childhood and Adolescence (6th Ed.) by Frank R. Ford, Johns Hopkins 
Hospital, Baltimore. * . . . there is currently no book in pediatric neurology which so ably and comprehensively covers this 
subject . . . an essential library tool to all neurologists and to pediatricians interested in the neurological disorders of infants and 
children." —American Journal of Psychiatry. In this enlarged and revised sixth edition, 66 new illustrations, 1,921 new references 
and approximately 80 new pages of text have been added to this already extensive volume. Included are new sections covering 
Congenital Bulbar Palsy; Agenesis of the White Matter with Idiocy; Syndrome of Hypotonia; Hypomentia, Hypogonadism 


and Obesity; and Syndrome of Rud. ’73, 1584 pp. (6 3/4 x 9 3/4), 335 il. (3 in full color), 7 tables, $39.50 color), $39.50 


ACCIDENT OR SUICIDE? Destruction by Automobile. Edited by Norman Tabachnick and his colleagues John Gussen, 
Robert E. Litman, Michael L. Peck, Norman Tiber and Carl I. Wold, Suicide Prevention Center, Los Angeles. This volume 
explores suicidal and self-destructive trends in drivers who become involved in automobile accidents. A broad review of 
psychoanalytic observations, psychiatric and biochemical data and statistical résearches relevant to the theme from the 
foundation for the authors' research. Their multifaceted study focuses on drivers involved in near-fatal one-car automobile 
accidents. Suicide and other self-destructive factors, psychological determinants and the roles of alcohol and mental illness in 
accident drivers are evaluated. '75, 288 pp., 24 tables, $11.95 


A PRACTICAL HANDBOOK OF PSYCHIATRY. Edited by Joseph R. Novello, Univ. of Michigan, Ann Arbor. (17 
Contributors) This concise guide to current psychiatric practice is designed for use on the clinical “firing line.” The 
information is summarized in tables and outlined in the tradition of the popular handbooks available in medicine, surgery and 
other specialties. For the first time, information on continuing education for psychiatrists and a compendium of training 
programs, referral hospitals and professional organizations is brought together in one book. '74, 648 pp., 10 il., 47 tables, $16.75 


ABORTION TODAY by Jules Saltman, National Tuberculosis and Respiratory Disease Association, and Stanley Zimering, 
State Univ. of New York, Stony Brook. Foreword by Edwin M. Gold. Abortion is discussed as a social problem from both 
religious and medical viewpoints; the past and present United States laws are examined as are arguments on both sides of the 
dangers, and the rights of doctors as they affect the availability of abortions and costs. The authors offer their suggestions for 
women seeking abortions as to how and where legal abortions can be obtained and their costs met. 73, 192 pp., cloth-$7.95, 
paper-$4. 75 


SLEEP RESEARCH: A Critical Review by Frank R. Freemon, Vanderbilt Univ., Nashville. A collection of the literature and 
research from the many disciplines examining the surprisingly complex behavior, sleep. The author, deleting unnecessary 
jargon, reviews the greater part of the field of research by criticizing certain experimental approaches, identifying important 
findings, and bringing the research together so that its results can be incorporated into other sciences. 72, 220 pp., 17 iL, 14 
tables, $14.50 


LIVING OR DYING: Adaptation to Hemodialysis. Edited by Norman B. Levy, State Univ. of New York, Brooklyn. 
Introduction by Belding H. Scribner. (13 Contributors) Written primarily for psychiatrists, psychologists, nephrologists and 
internists, this book would also be of interest to patients suffering from renal failure and their families. It covers the stresses 
of life of those dependent upon hemodialysis, how patients adapt to it and why some fail to adapt to these stresses. 74, 
164 pp., 34 tables, $10.75 
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ELAVIL 


(AMITRIPT YLINE HCI/MSD) 
useful in many 
therapeutic settings 


In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 
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In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 


In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardialinfarction, in patients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. T'he drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per m! 


ELAVIL 
(AMITRIPTYLINE HCILMSD) 


For a brief summary of prescribing information, please see following page. 
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ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 
Ə This tablet may prove useful for most 
outpatients, who generally do well on 
] 25 mg three times a day. This dosage may 
be increased to a total of 150 mg a day. Dosage in- 
creases are made preferably in the late afternoon or 
at bedtime. The sedative effect may be apparent be- 
fore the antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 days to 
develop. 


50 mg (beige) 
The 50-mg tablet may be indicated when- 
ever higher dosages are required, as for 
example when increases are necessary in 
the late afternoon or bedtime doses. It may also be 
convenient for many hospitalized patients who may 
need 100 mg a day initially. In these patients, dosage 
may be increased gradually to 200 mg a day if nec- 
essary. A small number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 
Because lower doses are generally recom- 
ai mended for adolescents and elderly pa- 
. tients, the 10-mg tablets may be most 
serviceable. Ten mg three times a day with 20 mg 
at bedtime may be satisfactory in adolescent and 
elderly patients who do not tolerate higher dosages. 


INJECTION 
10 mg per ml 





For patients unable or unwilling to take 
tablets, the injectable form may be suit- 
able initially.Thetablets should replace the 
injection as soon as possible. Initial intra- 
muscular dosage is 20 to 30 mg (2 to 3 ml) 
. four times a day. When Injection ELAVIL 
is administered intramuscularly, the effects may ap- 
pear more rapidly than with oral administration. 





Usage in Children: In view of the lack of experience in 


children, this drug is not recommended at the pres- 
ent time for patients under 12 years of age. 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure. 
Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration-of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge: 
ment and galactorrhea in the female, increased or decreased libido, elevation anc 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weigh! 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro: 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Treatment is symptomatic and supportive. However, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of amitriptyline poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unil 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; foi 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, anc 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 1948t 


in the treatment of clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCI! MSD) 
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A shot 


One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body's 
defense to fight off a disease natu- 
rally. 

Dramatic research in this di- 









rection is going on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn't you feel good knowing 


American Cancer Society 


THIS SPACE CONTRIBUTED BY THE PUBLISHER AS A PUBLIC SERVICE. 





9 


gainst ca 








ncer? 


you contributed to the research ? 

Feel good. 

Please contribute. Your dollars 
will help further all our cancer 
research. 

We want to wipe out cancer in 
your lifetime. 
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A CHANGE 
FOR THE BETTER 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
That's because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that’s not all. Its incidence of 
cardiovascular effects is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine 
and similarly acting compounds at 
usual clinical doses (75-150 mg. per day). aea 


sinequan —it could mean a change m= m 
for the better. Nos 


25-mg., 50-mg. and new 100-mg. capsules 













(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 









SINEQU 


DOXEPIN HCI 


(RB) 


25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HC!) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention, 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should aiso be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind, 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes} are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. in addition, 
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Sinequan (doxepin HCI) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with iliness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg/day. 

in more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity Is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg.. and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed profess:onal information available on request. 
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A new publication from 
THE JOINT INFORMATION SERVICE 


of the American Psychiatric Association 
and the National Association for Mental Health 


MENTAL HEALTH 
ON THE CAMPUS 





By Raymond M. Glasscote Floyd D. Turner 
Michael E. Fishman Bernard L. Bloom 
Clifford B. Reifler Samuel Pearlman 
James Raybin E. Robert Sinnett 


".. . A most significant, objective explication of campus mental health. | endorse it wholeheartedly.” 


—Dana Farnsworth 





In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various aoproaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in detailed individual descriptions of the schools 
with their impressive range of supporting services. 
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In the treatment 
of middle-age depression, 
there may be one thing to add 


Although the causes of depression in middle-aged 
women are varied, estrogen depletion is believed 
by many to be a significant contributing factor in 
depressions arising in the menopausal years" 

In the absence of a history of overt psychosis, 
estrogen replacement therapy alone, or in conjunc- 
tion with antidepressants and counseling, may 
| provide physiological and, in turn, psychological 
effect to enhance the total therapy.’ Estrogen 
replacement has been noted to relieve the symp- 
toms of estrogen-related depression in a relatively 
short time® When used with antidepressants, 

: "i E estrogens may help bring about a generalized 
emotional improvement in patients, while waiting for initial response to slower acting 
antidepressants. 

In many estrogen deficient patients, PREMARIN* (Conjugated Estrogens Tablets, 
U.S.P) imparts a renewed sense of well-being. It helps alleviate depressive symptoms 
related to menopausal estrogen deficiency, while helping to identify those that aren't. 

Crying spells, insomnia, fatigue, headache, feelings of weakness and other such 
symptoms may be relieved by estrogen replacement At the same time, the classic 
autonomic and metabolic symptoms of the climacteric may be controlled? ? 





PREMARI IN satura estrocens 
(CONJUGATED ESTROGENS 
TABLETS, USP) 


for estrogen-related 
depression 


See last page of advertisement for prescribing information. 
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PREMARIN 


BRAND OF 


CONJUGATED 


ESTROGENS 
TABLETS, USP 


or 
estrogen-related 
depression 








contains 
natural estrogens 
exclusively 
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BRIEF SUMMARY (For full prescribing information, see package circular} 
PREMARIN® (CONJUGATED ESTROGENS TABLETS, U.S.P.) 














Indications: Based on o review of PREMARI biets by the Notionol Academy es — National Re 
Council and/or other information, FDA has clossified the indications for use os follows 

Effective: As replacement therapy for naturally occurring or surgically induced ogen deficiency states asso | 
ciated with, fhe climacteric, including the menopouso! syndrome and post menopause, sende vaginitis and krauro i 
sis vulvae, with or without pruritus 
“Probably effective: For estrogen de 
other important therapeutic measures suc 
sssificats mdi 





















ciency- induced osteoporosis, and only when used inc 
as diet, calcium. physiotherapy. ond good 


stiqation 


onpunction wath: 





eral health-promoting 











measures. Fs 
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Contraindications:Short acting estrogens are controimdicated in potients with (11 marked! 
(2) known or suspected carcinoma of the breast. except those cases of progressing disease sof amenable to s 
«trodiation occur cing in women who are at least 5 years postmenopausal. (3) known or suspected estrogen-dependen! 
neoplasia. suchas corcinoma of the endometrium. (4) thromboembal« disorders. bophlebitis, cerebral e. 
or in pahents with a past history of these conditions: (5) undiagnosed abnormal genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mammograms 
except, ifan the opinion of the physician, it is warranted despite the possibility of ¢ 
ulotion of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest manifestation thrombotic disorders, (rhrombophlebitis: retinal 
thrombosis, cerebral embolism and pulmonary embolism). if these occur or are suspected. estrogen therapy shouid 
be discontinued immediately 

Estrogens may be excreted in the mother s milk and an estrogen effect! upon the infant hos been described. The 
the nursing infant cannot be determined gt this time 
may occur in as many as 15 percert of breast cancer patients with metastases, and this usually 

5 of bone metastases. This occurrence depends neither on dose n d 

presence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A stotisticoEy sigaificant association has been reported between maternal ingestion of diethylstilbestro! during 
pregnancy and the occurrence of vag carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatme eatened abortion or high risk pregnancies. Whether or not such an ossoogtion is applicable 
to oll estrogens is not known at this time. In view of this finding. however, the use af any estrogen in pregnancy is 
not recommended 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettoge 
Precautions: As with oli short ac estrogens, the following precoutions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 

















ravation of the mastitis or stim 































mmobilization. in the 
























examinations 

lo avoid p! 
should be adminis. 
rest period) 

Because of individual variation in endogenous estrogen prod 
cause undesiranie effects such as abnormal or excessive uterin 

Because of salt and water retention associated with estrogeni anabolic activity, estrogi 
tion in potients with epilepsy, migrame. asthma, cardiac, or renal disease 

if unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology. 

Pre-existing uterine fibromyomate may increase in size while using estrogens, therefore, patients should be examined 
ot regulor intervals while receiving estrogenic therapy. 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom bone 
growth i$ incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating pofients in whom fertility 1s desired 

The oge of the patient constitutes no absolute limiting factor although treatment with estrogens moy mask the 
onse! of the climacteric 

Certain liver and endocrine function tests may be offected by exogenous estrogen administration. tf test results 
ore abnormal in a patent taking estrogen, they should be repeated after estrogen hos teen withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen 










s in climocteric or hypogonodol women, estrogens 
est period — withdrawal bleeding may occur during 


ged stimulation of the endometrium and br 
ed cyclically (3 week regimen with } week 





. relative overdosage may occur which could 
ing, mastodynia and edema 
ns should be used with cau 


























administration. 
nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 

cramps and bloating joss of libido and gynecomastia in males 
breakthro oleeding, spotting, unusually heavy 





g (See DOSAGE AND 





withdrawal bleed saravation of migraine headaches 








ADMINISTRATION] change «n body weight (increase, decrease) 
breost tenderness and enlargement headache 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming manifest 


Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and ! week 
off) for all indications except selected cases of carcinoma and preveation of postpartum breast engorgement 
Menopausa! Syndrome — 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms ond response of the patient. For maintenance, adjust dosage to lowest level that will provide effective control 
ff the patent has not menstruated within the last two m hs or more, cyclic admirustration is started arbi 
s menstruating, cyclic administration is started on doy 5 of bleeding. If breakthrough bleeding 


















bleed 
ing or spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 





if the patien 





estrogen dosage is grodually reduced to the lowest level which will morntam the pane ymptom-free. 

Post menopause — as a protective measure against estrogen definency-induced degenerative changes (eg osteo 
porosis, atrophic vaginitis, kraurosis vulvae] — 0.3 mg. to 1.25 mg. daily and cyclically, Adjust dosage to lowest effec 
tive level 

Osteoporosis (to retard progress 

Senile Vaginitis. Kraurosis Vulvae with 
the tissue response of the individual patent. Administer cyclicaliy 
How Supplied: PREMARIN (Conjugated Estrogens Tablets. U S P) No. B65 — Each purple tablet contains 2 5 mg an 
bottles of 100 and 1.000. No. 866 — Each yellow tablet contains 1.25 mg.. in bottles of 100 and 1.000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.625 mg.. :0 bottles of 100 and 1.000. No. 868 — Each green 
tablet contains 0.3 mg.. in bottles of 100 and 1,000 
References: l. Kaufman, S.A.: Obstet. Gynecol. 30 399 (Sept.) 1967. 2. McEwen, D.C.. Can. Nurse 63:34 (Feb. 1967. 
3. Kaufman, SA., in Olds, S. Today s Health 48:48 (Moy) 1970. 4. Klaiber, EL. ef aL. Am. J. Psychiatry 1281492 
(June) 1972. 5. Rhoades, F.P.. Mich. Med. 64:410 (June) 1965. 6. Rhoades, FP. J. Am, Geriatr. Soc, 15:346 (Apr.) 1967. 
7. Kerr, M.D: Mod. Treat. 5:587 (Moy) 1968. B. Tromont, CB. Geriatrics 21212 (Nov) 1966. 9. Kupperman, HS 
Med. Aspects Hum. Sexuality 1:64 {Sept} 1967. 10. Astwood, EB. in 
Goodman, L5, and Gilman, A. (Eds. The Pharmacologica! Basis of 
Therapeutics, ed. 4, New York, The Macmillan Company, 1970, chap. 
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usual dosage 1.25 mg. daily and cyclically 


Dor without Pruritus — 0.3 mg. to 1.25 mg. or more daily, depending upon 

















7406 New York, N. Y. 10017 
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THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 








2. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


3. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and whot they do. 


4. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 

5. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


38 pages single copy $3.25 


Please send me |... — copy(ies) of order #233, The Nation's Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (1096 discount for 10 copies or more, and 2096 for 50 or more). 
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(Please Print) 
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Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
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The psychiatric setting... 
and the role of TRIAVIL- 


The TRIAVIL Potential 


Treatment with TRIAVIL 
-a balanced view. 


a tranquilizer — 
antidepressant 


Iriavil 


Change, growth, and insight can flourish in this private and protected 
place, for seldom is the doctor-patient relationship more meaningful than 
in this psychotherapeutic setting. There are situations and stages, 
however, when time and talk are not enough... when the careful use of a 
psychotropic agent such as TRIAVIL can help accelerate recovery. 
Specifically, when TRIAVIL is part of the treatment program, you may 
anticipate these important therapeutic benefits: 


1. By relieving moderate to severe anxiety or agitation with depression, 
the patient may become more accessible and cooperative. 

2. Assomatic manifestations of anxiety and depression are controlled, atten- 
tion may be focused on the underlying factors of the condition. 

3. While the psychotherapeutic process proceeds, symptomatic relief may 
enable the patient to function more effectively in his daily activities. 

In addition, since TRIAVIL combines a tranquilizer with an antidepressant, 

confused and troubled patients need remember to take only one type 

of tablet, rather than two. And patients are offered economical therapy 

compared to a tranquilizer and an antidepressant prescribed separately. 


Tablets TRIAVIL are available in four different combinations affording 
flexibility and individualized dosage adjustment. Close supervision of 
patients is essential, particularly until satisfactory remission has taken place. 
Suicide is inherent in any depressive illness so patients should not have 
easy access to large quantities of the drug. The drug may impair alertness 
and potentiate the response to alcohol. It should not be used during 

the acute recovery phase following myocardial infarction or given to 
patients who have received an MAOI within two weeks. TRIAVIL should 
be used with caution in glaucoma and in patients prone to urinary 
retention. Itis contraindicated in CNS depression and in the presence of 
evidence of bone marrow depression. 


a potential aid in the psychotherapeutic process 
when patients exhibit moderate to marked anxiety 
or agitation with depression 


containing perphenazine and amitriptyline HCl 


MSD 


SD 
m K For additional prescribing information, 


Nit please turn to the following page. 
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when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-25 


Each tablet contains 
4 mg. perphenazine and 
25 mg. amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL* 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCI, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatoiogy may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HCI is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
aly treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCl. 

Amitriptyline HCI may enhance the response to alcohol and the ef- 
fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 
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Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine 

Tardive dyskinesia may appear in some patients on long-term ther: 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in el. 
derly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g.. protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move: 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub: 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi 
cation is stopped when lingual vermiculation appears 

Other side effects are skin disorders (photosensitivity, itching 
erythema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac: 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef. 
fect); reactivation of psychotic processes; catatonic-like states; au 
tonomic reactions, such as dry mouth or salivation, headache 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor. 
neal and lenticular pigmentation; occasional lassitude, muscle weak 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions, 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation 
Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; hy 
pertension; tachycardia; palpitation; myocardial infarction, 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con 
fusional states; disturbed concentration; disorientation; delusions; 
hallucinations; excitement; anxiety; restlessness; insomnia; night 
mares; numbness, tingling, and paresthesias of the extremities, 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alter 
ation in EEG patterns; extrapyramidal symptoms; tinnitus. An 
ticholinergic: Dry mouth; blurred vision; disturbance of 
accommodation; constipation; paralytic ileus; urinary retention; dilata 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization; 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia; purpura; throm 
bocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting; 
anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female; increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz 
ziness, weakness; fatigue; headache; weight gain or loss; increased 
perspiration; urinary frequency; mydriasis; drowsiness, jaundice; alo 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 
OVERDOSAGE: Treatment is symptomatic and supportive. However 
the intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poison 
ing. On this basis, in severe overdosage with perphenazine-ami 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be con 
sidered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 


MSD 





THE WORST HANDICAP OF ALL? 


e 
M There are seven million handicapped children in America 
eing £o rive They need special education to develop their full potential 
e l t as people. And they have a right to that education 


of the ri Yet less than half the children who need special education 
are getting it 
fo education For information about special education for handicapped 
children —or for help — write 


CLOSER LGDK, BOX 1492, WASHINGTON, DC. 20013 


U.S. Department of Health, Education & Welfare. U.S. Office of Education, Bureau of Edu on for the Handicapped 
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NORPRAMIN 


(desipramine hydrochloride; 











when . 
" depression is 
primary 


HELPS PROVIDE 


EARLY CONTROL 
OF DEPRESSIVE 
SYMPTOMS... 


nxiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment, Anxiety as a symptom secondary to 
ion may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves. 











IN BRIEF: 


Indications: Norpramin* (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility. 

Warnings: !. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication, 
(d) with a history of seizure disorder. 2 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly actinc compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin" 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly 

Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 
verse effects occur. Norpramin® 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects. Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke. Psychi 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurological 
paresthesias of extremities; incoordina 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis 
black tongue. Endocrine: gynecomastia; 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea 
headache and malaise 

Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers 
If heart failure is imminent, digitalize 
promptly 


\ Manufactured by LAKESIDE LABORATORIES 
Dwsion ol Co 
SA 








Distributed by 
LAKESIDE LABORATORIES, INC. 
LE] NW miwaukee wisconsin 53201 
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A new way 


to look at insomnia 


“I have trouble sleeping" means different things in different insomnia 
patients. If the patient is a young adult, he probably means he has 
trouble falling asleep. If he's over 50, chances are his complaint refers 
to early morning awakenings, or frequent wake periods during the night! 

Physiologic tracings in the sleep research laboratory can 
objectify these patient complaints. Illustrated is a composite “land- 
scape" of the sleep problems most typical among young and 
older adults. 

In this new technique of graphing wake periods and sleep stages, 
the width of each pyramid base shows duration; position of pyramid 
shows hour of occurrence; and height indicates percent-of-the-night 
occupied by each distinct period. The first pyramid on the left shows 
difficulty falling asleep and the middle pyramids, frequent awakenings. 
The large pyramid at the end of the "landscape" illustrates early 
morning awakening. 

When your patient's complaint of "trouble sleeping" is confirmed 
by a diagnosis of insomnia — transient or recurring — the need for a 
sleep medication may be answered by Dalmane (flurazepam HCl). 


Dalmane (flurazepam HCl) is useful 
in the patient with trouble falling asleep, 
staying asleep, sleeping long enough... 


In sleep research laboratory” and other clinical studies’ Dalmane has 

been proven effective in both inducing and maintaining sleep. It induces 

sleep rapidly, within 17 minutes, on average; decreases number of nocturnal 

awakenings and total time awake; and provides 7 to 8 hours of sleep, on " 
average, without repeating dosage during the night? 6 9 7 






It's consistently effective over 
multiple nights of therapy.. ^^'^" 


Dalmane has been shown to be consistently e 
effective even during consecutive nights of 


administration. Thus, there is little likelihood for 


e restful sleep 
seldom 1S indicated 


9911-13 


10,11 


y e 
It’s relatively safe, 
resulting in “hang-over 
A benzodiazepine, Dalmane (flurazepam HCl) is Dalma Í le 
generally well tolerated; morning “hang-over” has 
been relatively infrequent. In elderly and debilitated fl HCI 
patients, initial dosage should be limited to 15 mg ( urazeparm 
to preclude oversedation, dizziness and/or ataxia. 
An added benefit: Dalmane and warfarin may be One 30-nig capsule &.a.— usual adult dosage 

(15 mg may suffice in some patients). 


used concurrently without risk of unacceptable One 15-mg capsule h.s. — initial dosage for 
fluctuation in prothrombin time. ' elderly or debilitated patients. 


C ROCHE Please see following page for summary of 
Complete Product Information. 
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when 
restful slee 
Is Indicate 


Dalmane 
(tlurazepam HCl) 





@ induces sleep within 17 
minutes, on average 

@ reduces nighttime 
awakenings 

€ provides 7 to 8 hours 
of sleep, on average, 
without repeating dosage 
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Before prescribing Dalmane (flurazepam 
HCI), please consult Complete Product 
Information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits: and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
vears of age. Though phvsical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eves, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 


salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e. g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 
Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 
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BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 
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STAFF PSYCHIATRISTS 


Young Adult Institute, Detroit, Michigan, a 
multi-disciplined psychiatric program for 
youths between 16-21 years of age has 
openings for staff psychiatrists. 


Clinical teaching position might be available 
at University level. 


Program has in-patient facility and com- 
munity centers covering Northwest and 
Northeast Detroit and some surrounding 
cities. 

Salary from $25,640 to $33,500 per year for 


full time position with an increase in July, 
1974. Excellent fringe benefits. 


Call (313) 224-6882 or write: M. Kemal 
Goknar, M.D., Director Young Adult 
Institute, 1151 Taylor, 4th Floor, Detroit, 
Michigan 48202. 


AN EQUAL OPPORTUNITY EMPLOYER 





The University of Western Ontario 
and 


University Hospital 
London, Ontario 


The Department of Psychiatry, Forensic 
Services, has an opening for a consulting psy- 
chiatrist. 


The applicant selected will have a major respon- 
sibility for the development of consultant psy- 
chiatric services to the facilities for adults of the 
Ministry of Corrections, Ontario, located in the 
local and surrounding region. These services will 
include consultations to staff of correctional 
facilities, halfway homes, and probation and 
aftercare services. 


Provision of teaching at the undergraduate and 
postgraduate level are included in the terms of 
reference. 


Applications with curriculum vitae attached are 
to be directed to: 


Dr. G. F. D. Heseltine 
Chairman, Department of Psychiatry 
University Hospital, London, Ontario 

Canada 





ASS 





un 


Atte AL t m P RD aeg, 


a ITE uuu tu 





Home 


Home...with 


Prolixin 
Decanoate: 
(Fluphenazine 
Decanoate 
[njection) 


When you control the schizophrenic's medication, he has 
a better chance of staying home. Prolixin Decanoate* 
(Fluphenazine Decanoate Injection) puts drug control in 
your hands with injections at one to three week intervals.* 


Homecoming for a schizophrenic patient may well be the 
beginning of one of the most critical times in his illness. Readapt- 
ing himself to the community, to family and friends, may impose 
a strain unlike anything experienced in the protective environ- 
ment of the hospital. 


Yet, this is a time when too many such patients abandon the 
very drug therapy that brought them to the point of discharge. 
"Approximately 50% of all discharged psychotic patients fail to 
take even the first dose of their outpatient medication: 


Prolixin Decanoate, a long-acting drug, enables you to monitor 
the patient’s medication to a degree not possible with oral 
therapy. 


Moreover, you can be assured of good absorption with Prolixin 
Decanoate (Fluphenazine Decanoate Injection). Contrast 

this with the findings of Adamson, et al. who determined that 
39 of 97 patients who were considered non-responders to oral 
chlorpromazine had significantly lower plasma levels of un- 
metabolized chlorpromazine following oral administration of 
the drug, compared with the levels obtained on the day of a 
single i.m. dose of the same drug. 


Should Prolixin Decanoate ( Fluphenazine Decanoate Injection) 
replace oral chlorpromazine routinely? Obviously, your own 
experience and judgment will dictate the answer. But it may 
prove very worthwhile to consider the way in which Prolixin 
Decanoate can eliminate two critical variables of therapy: the 
unreliability of many patients with respect to daily dose-taking, 
and the unpredictability of absorption patterns in patients 
taking chlorpromazine and similar compounds by the oral route. 


Home is where they want to be. Help them get there, help 
them stay there with Prolixin Decanoate. 


*The interval between doses ranges from one to three 
weeks or longer, with an average duration of effect of 
about two weeks. 


1. Goldberg. H.L., et al.: Psychosomatics 11:173, May-June, 1970. 
2. Adamson, L.. et al.: Diseases of the Nervous System, April-May 1973. p. 181. 


For brief summary, see following page. 
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Fluphenazine Decanoate Injection 


Prolixin Decanoate (Fluphenazine Decanoate Injection) pro- 
vides 25 mg. fluphenazine decanoate per cc. in a sesame oil 
vehicle with 1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: in presence of suspected or estab- 
lished subcortical brain damage. In patients who have a blood 
dyscrasia, liver damage or renal insufficiency, or who are re- 
ceiving large doses of hypnotics, or who are comatose or se- 
verely depressed. In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to phenothiazine derivatives 
may occur. 
Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving 
a car or operating heavy machinery may be impaired by use of 
this drug. Physicians should be alert to the possibility that se- 
vere adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. 
Safety for use during pregnancy has not been established; 
weigh possible hazards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy in children have 
not been established because of inadequate experience in use 
in children. 


PRECAUTIONS: Caution must be exercised if another pheno- 
thiazine compound caused cholestatic jaundice, dermatoses 
or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or central nervous sys- 
tem depressants may be required. Because of added anti- 
cholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed 
to extreme heat or phosphorus insecticides; in patients with 
ulcer disease history since aggravation of peptic ulcer has oc- 
curred; in patients with history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with 
special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind 
that with prolonged therapy there is the possibility of liver dam- 
age, pigmentary retinopathy, lenticular and corneal deposits, 
and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the 

direction of a physician experienced in the clinical use of psy- 
chotropic drugs. Periodic checking of hepatic and renal func- 
tions and blood picture should be done. Renal function of 
patients on long-term therapy should be monitored; if BUN be- 
comes abnormal, treatment should be discontinued. ''Silent 
pneumonias” are possible. 
ADVERSE REACTIONS: Central! Nervous System—Extrapyra- 
midal symptoms are most frequently reported. These include 
pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogy- 
ric crises, opisthotonos, and hyperreflexia; most often these are 
reversible, but they may be persistent. One can expect a higher 
incidence of such reactions with fluphenazine decanoate than 
with less potent piperazine derivatives or straight-chain pheno- 
thiazines, The incidence and severity will depend more on indi- 
vidual patient sensitivity, but dosage level and patient age are 
also determinants. As these reactions may be alarming, the pa- 
tient should be forewarned and reassured. These reactions can 
usually be controlled by administration of antiparkinsonian 
drugs such as benztropine mesylate or intravenous Caffeine 
and Sodium Benzoate Injection U.S.P., and by subsequent re- 
duction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents, persistent and sometimes irreversible tardive dyskine- 
sia may appear in some patients on long-term therapy or may 
occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females, on high dosages. The syn- 
drome is characterized by rhythmical involuntary movements 
of tongue, face, mouth, or jaw (e.g., protrusion of tongue, puff- 
ing of cheeks, puckering of mouth, chewing movements) and 
may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usu- 
ally the symptoms are not alleviated by antiparkinsonism 
agents. If the symptoms appear, discontinuation of all antipsy- 
chotic agents is suggested. The syndrome may be masked if 
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treatment is reinstituted, or drug dosage increased, or a differ- 
ent antipsychotic agent used. Reports are that fine vermicular 
movements of the tongue may be an early sign of the syndrome 
which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause rest- 
lessness, excitement, or bizarre dreams and reactivation or ag- 
gravation of psychotic processes may be encountered. If drow- 
siness or lethargy occur, the dosage may have to be reduced. 
Dosages, far in excess of the recommended amounts, may in- 
duce a Catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations 
in blood pressure have been reported. Although hypotension is 
rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve de- 
ficiency such as mitral insufficiency appear to be particularly 
prone to this reaction and should be observed carefully. Sup- 
portive measures including intravenous vasopressor drugs 
should be instituted immediately should severe hypotension 
occur; Levarterenol Bitartrate Injection U.S.P. is the most suit- 
able drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea, loss 
of appetite, salivation, polyuria, perspiration, dry mouth, head- 
ache and constipation may occur. Reducing or temporarily dis- 
continuing the dosage will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal impaction, paralytic 
ileus, tachycardia, or nasal congestion have occurred in some 
patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, 
abnormal lactation, gynecomastia, menstrual irregularities, false 
results on pregnancy tests, impotency in men and increased 
libido in women have occurred in some patients on phenothia- 
zine therapy. 

Allergic Reactions—itching, erythema, urticaria, seborrhea, 
photosensitivity, eczema and exfoliative dermatitis have been 
reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agran- 
ulocytosis, thrombocytopenic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been observed with phe- 
nothiazines. If soreness of the mouth, gums or throat or any 
symptoms of upper respiratory infection occur and confirmatory 
leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, 
particularly during the first months of therapy, may occur; treat- 
ment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no clinical 
evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized 
patients on phenothiazines. Previous brain damage or seizures 
may be predisposing factors. High doses should be avoided in 
known seizure patients. Shortly before death, several patients 
showed flare-ups of psychotic behavior patterns. Autopsy find- 
ings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial 
lesions, Although not a general feature of fluphenazine, poten- 
tiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension 
severe enough to cause fatal cardiac arrest, altered electrocar- 
diographic and electroencephalographic tracings, altered cere- 
brospinal fluid proteins, cerebral edema, asthma, laryngeal 
edema, and angioneurotic edema; with long-term use, skin pig- 
mentation and lenticular and corneal opacities have occurred 
with phenothiazines. Local tissue reactions occur only rarely 
with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 
HOW SUPPLIED: 1 cc. Unimatic® single dose preassembied 
syringes and cartridge-needle units, and 5 cc. vials. 
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PSYCHIATRIST — BOARD ELIGIBLE 


56-bed inpatient acute treatment facility 
— day hospital program in community. 
Located in heart of the Fox Valley — 
Home of Lawrence University — Recrea- 
tion, cultural activities, educational 
facilities readily available. 


Salary open — Excellent fringe benefits. 


JOINT COMMISSION APPROVED 


Contact: Administrator 
Outagamie County Health Center 
3300 West Wisconsin Avenue, Appleton, WI 
or call collect — 414-739-3644 








PSYCHIATRIST DIRECTOR — of active Mental 


Health Program to replace psychiatrist 
promoted to Regional Director. Board certified 
or eligible. Five years experience. Must be able 
to coordinate Mental Health Clinic and related 
services. Serves population 45,000. 


Attractive upstate New York community. Ex- 
cellent public schools, college in town, year 
round recreational area, excellent skiing, water 
sports, and fishing. Salary competitive. 


SUPERVISING PSYCHIATRIST — community 


mental health center requires second psy- 
chiatrist to expand services. Board eligible. 
Small college community in Fingerlakes area of 
New York State. Salary open. 


Forward resume to: 
Dr. T. |. Jacobus 
Chairman, Mental Health Board 
15 Court St. 
Cortland, New York 13045 































VA CENTER 
MARTINSBURG, WV 
HAS OPENING FOR 


PSYCHIATRIST, Board Certified or Board Eligible, to 
establish a 40-bed Psychiatry Service. 


This Center has 690 hospital beds and 550 domiciliary beds. 
Complete staff of Allied Medical Services includes 
laboratory, radiology, social work, psychology, rehabilitation 
medicine, etc. Scheduled tour of duty 40 hours per week; 
limited emergency duty. All programs of the medical staff are 
approved by AMA for Continuing Medical Education; affilia- 
tion with three Washington, DC, Medical Schools. Active par- 
ticipation in clinical research is encouraged. Living quarters 
available. 30 days annual leave and 15 days sick leave per 
year. Liberal health and life insurance benefits. Salary 
depends on qualifications but generally ranges from $27,429 
to $32,031. Current license and registration in a State, 
Territory or Commonwealth of the United States or the 
District of Columbia is required. Nondiscrimination in 
employment. 





The community of Martinsburg has a population of ap- 
proximately 15,000, and is located 75 miles west of both 
Washington and Baltimore at the northern entrance to the 
Shenandoah Valley. Local school system is good and several 
colleges are within commuting distance. Medical schools in 
Washington, Baltimore and Morgantown provide additional 
opportunity for continuing professional education. Mild 
climate and abundant sports, Potomac River and other 
recreational activities, If interested, write Henry Lee Butler, 
MD, Chief of Staff, VA Center, Martinsburg, WV 25401, or call 
collect to 304-263-0811, Ext. 288. All inquiries kept in strict 
confidence. Pre-employment interview and allowable mov- 
ing expense paid. 

















PSYCHIATRISTS 
$37,848 









New and expanding community mental health program 
offering a large range of innovative and comprehensive ser- 
vices, needs highly qualified PSYCHIATRISTS. 










The central unit with departments for 55 bed inpatient, out- 
patient day care, alcohol, drug abuse, children-adolescent 
aftercare. consulting, minorities and 18 satellite clinics, is 
located in San Bernardino County just one hour from 
Metropolitan Los Angeles amidst the recreational center of 
Southern California. 












LIBERAL FRINGE BENEFITS: including group health and 
dental insurances. retirement, paid vacation and holidays 
and sick leave. 









For details, 





call (714) 383-2061 or write: 






ee COUNTY 


Employment PERSONNEL 


157 W. 5th Street 
SAN BERNARDING 
CA 92415 
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Before prescribing, please consult complete 
product information, a summary of which 
follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other CNS 
depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations 
requiring complete mental alertness (e.g., 


During the entry phase: 
Librium (chlordiazepoxide HCI) 
helps reduce “anxiety block” 
usually without impairing 


Heightened levels of obstructive anxiety are often 
encountered during the initial stages of psychotherapy. At 
such times, the antianxiety action of Librium can facilitate 
verbal communication and development of productive 
rapport between physician and patient. Since Librium, in 
recommended dosage, does not usually impair the patient’s 
mental acuity, it enables him to respond during the vitally 
important introductory sessions. 







P 
During the probe phase: 


Librium (chlordiazepoxide HCI) 
helps relieve excessive anxiety 


without loss of affect 


As treatment progresses, the psychoneurotic patient 
can often discuss his problems freely up to a certain point. 
But as more disturbing psychic material comes under exami- 
nation, anxiety may again rise sharply, creating resistance 
to further exploration. During this phase, adjunctive use 
of Librium can relieve the excessive anxiety and thus help the 
patient to handle the emotional impact of emerging insights. 
Librium may be administered to reduce anxiety without 
completely extinguishing emotional response. 


operating machinery, driving). Though physical 
and psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction-prone 
individuals or those who might increase dos- 
age; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug 
and similar to those seen with barbiturates, 
have been reported. Use of any drug in preg- 
nancy, lactation or in women of childbearing 
age requires that its potential benefits be 
weighed against its possible hazards. 
Precautions: In the elderly and debilitated, 


and in children over six, limit to smallest effec- 
tive dosage (initially 10 mg or less per day) to 
preclude ataxia or oversedation, increasing 
gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally 
not recommended, if combination therapy with 
other psychotropics seems indicated, carefully 
consider individual pharmacologic effects, 
particularly in use of potentiating drugs such 
as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal 
or hepatic function. Paradoxical reactions (e.g., 
excitement, stimulation and acute rage) have 
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deen reported in psychiatric patients and 
wperactive aggressive children. Employ usual 
»recautions in treatment of anxiety states with 
»vidence of impending depression; suicidal 
iendencies may be present and protective 
measures necessary. Variable effects on blood 
zoagulation have been reported very rarely in 
patients receiving the drug and oral anticoagu- 
lants; causal relationship has not been estab- 
lished clinically. 

* Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especially in the elderly 
and debilitated. These are reversible in most 


During the termination phase: 


The knowledge that he will soon be essentially “on his 
own" may cause a resurgence of the patient's original 
excessive anxiety. If indicated, Librium may be a valuable 
adjunct for a limited period. Its antianxiety effect may help 
the patient to become better able to act constructively, 

to apply his hard-won insights. In all stages of psychotherapy, 
once anxiety has been reduced to manageable levels, Librium 
should be discontinued. 


Librium (chlordiazepoxide HCI) helps 
ease separation anxiety 


instances by proper dosage adjustment, but 
are also occasionally observed at the lower 
dosage ranges. In a few instances syncope has 
been reported. Also encountered are isolated 
instances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipa- 
tion, extrapyramidal symptoms, increased and 
decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in 
EEG patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), jaun- 












secon) 
ibrium:»:.... 


(chlordiazepoxide HCI) 


up to 100 mg daily in severe anxiety 


occasionally, making periodic blood counts and 
liver function tests advisable during protracted 
therapy. 

Supplied: Librium® Capsules containing 
5 mg, 10 mg or 25 mg chlordiazepoxide HCI. 
Libritabs® Tablets containing 5 mg, 10 mg or 
25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


dice and hepatic dysfunction have been reported 





to sleep, perchance to dream 





TRICLOS 


(triclofos sodium) 


POSSIBLY THE CLOSEST THING TO NORMAL SLEEP 
l nor Í j i a y Triclos® (triclofos sodium) is the newest member of a class 

of hypnotics with over a 100 year record of safety and usefulness. 
Recent clinical studies show that patients on Triclos fall asleep 
rapidly and that sleep is well-maintained. Because sleep induction 
is rapid and of moderate duration there is little hangover. 
Side effects are minimal. In these studies it was observed that tolerance 
did not develop. Triclos is not a barbiturate or methaqualone. 


DOES NOT DISTURB NORMAL SLEEP STAGES 


Normal periods of dreaming sleep (REM) and deep sleep (Stage 4), 
as measured by electroencephalographic studies, are altered by 

many drugs.’ The exact clinical significance of these changes is unknown. 
However, it is thought that REM sleep and Stage 4 deep sleep are 

of special importance to sleep’s restorative value — since REM sleep 
has been related to restorative functions in the brain and Stage 4 

deep sleep to processes of tissue renewal and repair.* 


MANY HYPNOTICS REDUCE THE DURATION OF 
DREAMING AND/OR DEEP SLEEP:* 


flurazepam reduces Deep Sleep 

methyprylon reduces REM sleep 
glutethimide reduces REM and Deep Sleep 
barbiturates reduce REM and/or Deep Sleep 
methaqualone reduces REM sleep 


- TRICLOS DOES NOT DISTURB THESE STAGES OF SLEEP 
i vd providing a closer approximation of normal sleep. 





















ices: 1. Data on file at Lakeside Laboratories. 
n, E., Biological Psychiatry; 1:243-258 (1969). 
, L; British Med. J.; 3:318-322; My 9) 1970. 
Suelo and Pathology; p. 333-335; J. B. Lippincott; 1969. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 


PASTELABEL HERE 








NEW ADDRESS and/or NAME: 





NAME 





DEPARTMENT 





ORGANIZATION 





STREET 





CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 

Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 

Washington, D.C. 20009 





MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


m 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 
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The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC Il—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
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dividual or organization wishes to reprint material published in 
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Editor or Managing Editor. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal’s Editorial Board. 


SPECIFICATIONS FOR MANUSCRIPTS 
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side only of letter-size bond (or other opaque) paper. All parts 
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number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 
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may make any necessary changes on the galley proofs. 
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separate sheet of paper, to be attached at the end of the manu- 
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appearance in the text, where they should be indicated by 
numbers in parentheses. Reference citations should be re- 
stricted to closely pertinent papers; a complete review of the 
literature is rareiy desirable, except in the case of review articles 
for which a special arrangement has been made with the Editor. 
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shown below for books and journal articles; chapters in books 
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Up to three authors should be listed; one or more authors past 
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Tables and figures. Titles and headings of any tables and fig- 
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understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3's inches in 
width, the column width of the Journal; all elements of a figure 
should be prepared to withstand this reduction. Graphs should 
be finished drawings not requiring further artwork. Authors 
are urged to engage the services of a professional in the prepa- 
ration of figures. Authors may be required to meet the costs of 
any further artwork that must be done in the editorial office. 
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Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication; 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
thors are urged to keep changes on galleys to a minimum. 
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proofs submitted to authors for correction. Reprints are usually 
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senior author and a brief statement of the intended use of the 
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and 75 mg. 


Provides the therapeutic 
effectiveness of divided daily 
doses with no loss of safety. 


*Each capsule contains imipramine pamoate equivalent to 


150, 125, 100 or 75 mg. of imipramine hydrochloride. 


One dose lasts from bedtime to bedtime. 


For single-dose therapy in depression 
when the dosage is established. 


for many patients, the 150-mg. capsule 
may be the most effective single 
daily dose. 
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of missed doses. 
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assures greater patient cooperation. 


becomes part of the regular bedtime 
routine — making it easier to establish 
a more reliable pattern of self-med- 
ication. 


offers the therapeutic equivalency of 
divided daily doses of Tofranil’, 
imipramine hydrochloride, with no 
loss of efficacy or safety. 


has the convenience and flexibility 
of a full range of single daily dosage 
strengths. 


saves time and cost of dosage admin- 
istration in the hospital. 


Please read the prescribing information 
for details of usage, precautions, warn- 

ings, contraindications, adverse experi- 
ences, and dosage recommendations. A 


summary appears on the following page. 


A7 





imipramine pamoate 


Tofranil-PM Geigy 


Capsules of 150, 
125,100 and 75 mg. 


*Each capsule contains imipramine pamoate 


equivalent to 150, 125, 100 or 75 mg. of imipra- 
mine hydrochloride. 


One dose lasts from bedtime to bedtime. 


Totranil-PM® 

brand of imipramine pamoate 

Tofranil® 

brand of imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
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contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 


situation will allow, with a minimum of 14 days. 


Initial dosage should be low and increases 
Should be gradual and cautiously prescribed. 
The drug is contraindicated during the acute 
recovery period after a myocardial infarction. 
Patients with a known hypersensitivity to this 
compound should not be given the drug. The 
possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 
Warnings: Usage in Pregnancy: Safe use of 
imipramine during pregnancy and lactation 
has not been established; therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

--patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia; 

patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

—patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold; 
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pharmacologic effects of these drugs. 
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brand of imipramine hydrochloride, is not 
recommended for treatment of depression in 
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because of the increased potential for acute 
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Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
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patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs. 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

In occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
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vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias. heart block, stroke, falls. 
Psychiatric: Confusional states (especially in 
the elderly) with hallucinations, disorienta- 
tion, delusions; anxiety, restiessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxía, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 


delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid sweiling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication, The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochtoride: Round tablets of 25 and 

50 mg.; triangular tablets of 10 mg.; and am- 
puis, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals - 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 


TO 10044 


Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activity therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today’s emotionally disturbed youth. Patients attend ac- 
credited Kradwell High School on the grounds... excel- 
lent teaching staff...credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


Units oi MILWAUKEE SANITARIUM FOUNDATION 


For information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 


























































































ist Annual 
TEMPLE CONFERENCE 
on 
BEHAVIOR THERAPY 
AND 
BEHAVIOR MODIFICATION: 
50 Years of Progress. 
November 14-17, 1974. 


Lectures and workshops at introductory and advanced 
levels. Sponsored by the Behavior Therapy Unit, Department 
of Psychiatry, Temple University School of Medicine. Partial 
list of lecturers and workshop leaders: 


TEODORO AYLLON, L. MICHAEL ASCHER, NATHAN 
AZRIN, DONALD BAER, DAVID BARLOW, JOHN P. BRADY, 
PAULA BRAM, JOSEPH R. CAUTELA, EDNA FOA, MARTIN 
GITTELMAN, ISRAEL GOLDIAMOND, ALAN GOLDSTEIN, 
IRIS G. FODOR, MARY COVER JONES, OGDEN LINDSLEY, 
RICHARD W. MALOTT, NEIL E. MILLER, PETER NATHAN, 
DEBORAH PHILLIPS, LEO J. RAYNA, THOMAS STAMPFL, 
JOHANN STOYVA, JOSEPH WOLPE. 


Fees; Pre-registration: $35.00 ($40.00 after Oct. 20, 1974) for 
the general sessions. There will be an additional fee for 
workshops and conversation hours. The number of par- 
ticipants for each workshop and the conversation hour will 
be limited. For addition information please write or call: Dr. 
Edna Foa, Behavior Therapy Unit, Temple Department of 
Psychiatry, Room 702 Care of EPPI, Henry Avenue and Ab- 
bottsford Road, Philadelphia, Pa. 19129. Phone number is 
215-GE8-4298. 





The October 1974 issue of 


The American Journal of Psychiatry 


will feature 


e Paul Chodoff on The Diagnosis of Hysteria: 


An Overview 


e Official APA Reports 








The TRIAVIL Potential 
in the management of 
moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 
There are three important benefits you 

. may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 
to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 
on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his doily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple doily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone-to urinary retention. It is 
contraindicated in CNS depression and in the 


presence of evidence of bone marrow depression. 


MSD 
ME AN For a brief summary of prescribing 





DOHME information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


; ® 
] RIAVI [ perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 


when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-25 


Each tablet contains 
4 mg. perphenazine and 
25 mg. amitriptyline HCI 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HC! 


TRIAVIL® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAO! drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCI, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestina! obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HCI is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
ware treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 


L 

Amitriptyline HCI may enhance the response to alcohol and the ef- 
fects of barbiturates and other CNS depressants, 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment shouid be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 
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Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in el- 
derly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movernents). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycie); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycarcia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes; catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; hy- 
pertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation; delusions; 
hallucinations; excitement; anxiety; restlessness; insomnia; night- 
mares; numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy: incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns; extrapyramidal symptoms; tinnitus. An- 
ticholinergic: Dry mouth; blurred vision; disturbance of 
accommodation; constipation; paralytic ileus; urinary retention; dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization; 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia; purpura; throm- 
bocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting; 
anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female; increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz- 
ziness, weakness; fatigue; headache; weight gain or loss; increased 
perspiration; urinary frequency; mydriasis; drowsiness; jaundice; alo- 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

OVERDOSAGE: Treatment is symptomatic and supportive. However, 
the intravenous administration of 1-8 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be con- 
sidered. 


For more detailed information, consult your MSD MSD 

Representative or see full Prescribing Information. MERCK 

Merck Sharp & Dohme, Division of Merck & Co., INC., E A 
BORME 


West Point, Pa. 19486. 
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PSYCHOBIOLOGY OF CONVULSIVE THERAPY 
By M. Fink, S. Kety, J. McGaugh, and T. A. Williams. 
ISBN 0-470-25901-9 1974 312 pp. 
(A V. H. Winston & Sons publication) 

The first hard, scientific look at twenty years of accumu- 
lated evidence on the basic mechanisms of action, the 
broad psychological and biological effects, and the 
specific clinical efficacy of electroconvulsive therapy. 
This collection of papers should serve as a primary 
sourcebook in the field for years to come. 


$11.95 


THE DEVELOPMENT OF A CHILD PSYCHIATRIC 
TREATMENT PROGRAM 

By Helen K. Grace, University of Illinois. 
ISBN 0-470-32084-2 1974 

(A Schenkman publication) 

Describes the development of a treatment program with- 
in the context of a large-scale state bureaucracy. Ex- 
amines five important aspects of the process whereby 
the goal of the program becomes its survival rather than 
the treatment of emotionally disturbed children. 


380 pp. $11.25 


ISBN 0-470-17740-3 1974 

170 pp. $8.95 

(Not available in Canada) 
Psychopharmacology: An Intro- 


duction to Experimental and 
Clinical Principles 


Also of interest... 

Clinical Neuropsychology: Current 
Status and Application 

Edited by R. M. Reitan and 

L. A, Davison. 

ISBN 0-470-71623-1 1974 


417pp. $17.50 
(A V. H. Winston & Sons 
publication) 


Depression: Theory and Research 
By Joseph Becker. 

ISBN 0-470-06147-2 1974 

238 pp. $12.50 

(A V. H. Winston & Sons 
publication) 


The Psychology of Depression: 
Contemporary Theory and 
Research 

Edited by R. J. Friedman and 
M. M. Katz. 

ISBN 0-470-28084-0 1974 

359 pp. $15.95 

(A. V. H. Winston & Sons 
publication) 


Approaches to Insanity: A Philo- 
sophical and Sociological Study 
By Jeff Coulter. 


By Luigi Valzelli. 

ISBN 0-470-89783-X 1973 

271 pp. $14.95 

(A Spectrum publication) 
Forthcoming... 

Barker: The Residential Psychiat- 
ric Treatment of Children 
January, 1975 approx. 350 pp. 
$22.50 

{Not available in Canada) 


Mendelson: Psychoanalytic 
Concepts of Depression 

Fail, 1974 approx. 300 pp. 
$15.00 

(A Spectrum publication) 
Mendels: Recent Biological 
Studies of Depressive Hiness 
Fall, 1974 approx. 300 pp. 
$15.00 

(A Spectrum publication) 
Request your approval copy now! 





PROBLEMS IN PSYCHOTHERAPY: 

AN ECLECTIC APPROACH 

Edited by W. G. Klopfer and M. R. Reed, both of Portland State 
University. 

ISBN 0-470-49350-X 

(A Hemisphere publication) 
Presents the therapist with a wide variety of possibilities 
for dealing with certain, specified issues in psycho- 
therapy. This eclecticism gives the psychotherapist a 
broader choice of options, so that he will find in one 
book a technique that remedies the particular difficulty 
being encountered. 


1974 260 pp. $11.95 


A GUIDE TO ADDICTION AND ITS TREATMENT 
By M. M. Glatt, Consultant Psychiatrist, UK. 
ISBN 0-470-30322-0 1974 300 pp. 
(Not available in Canada) 

Emphasizes the idea that effective treatment of addicts 
in general depends not only on physical treatment, but 
also on understanding the three factors which make up 
the addictive environment: the individual addict, the 
society in which he lives, and the particular agent to 
which he is addicted. 


$15.95 


OPIATE ADDICTION: ORIGINS AND TREATMENT 
Edited by Seymour Fisher, Boston University School of 
Medicine, and A. M. Freedman, New York Medical College. 


ISBN 0-470-26153-6 1974 247 pp. $11.95 
(A V. H. Winston & Sons publication) 

Makes clear the complexity of the field and the necessity 
for major research endeavors. This is of particular im- 
portance today, when there are frequent demands for 
instant results, with some even urging the virtual aban- 
donment of all investigation and development in favor 
of hyperpunitive law enforcement approaches. 


Dept. AJP, Halsted Press 
805 Third Avenue, New York, N.Y. 10016 


PRESS 


O Please send me the book(s) listed on approval for 30 
days. | understand that if the book is returned within 
the 30 day period, the bill will be cancelled. There will 
be a small charge for postage and handling. 

(1 Please send me the book(s) listed below. My check 
(money order) for $ in enclosed. Halsted Press 
will pay all postage and handling charges, 

CTY. AUTHOR/TITLE 








Prices are subject to change without notice. Add state and 
local tax where applicable. 


NAME 





ADDRESS 


CITY ——____________ STATE __._______. ZIP 


in Canada order from: John Wiley & Sons Canada, Ltd. 
22 Worcester Road, Rexdale, Ontario 





Assaultive and belligerent? 
= _ 





Cooperation often begins with 


HALDO 
(haloperidol) 





a first choice for starting therapy 


Acts promptly to 
control aggressive, 
assaultive behavior 


Several studies have reported the 
special effectiveness of HALDOL 
(haloperidol) in controlling 
disruptive and dangerously 
assaultive behavior!“ Even the 
number of violent assaults 
committed by a group of criminal 
psychotics “resistant to maximal 
doses of phenothiazines’ was 
reduced substantially during 
reatment with HALDOL! 
Symptom control can be achieved 
rapidly, frequently within a few 
hours when the intramuscular form 
is used for initial control of acutely 
agitated psychotic states?’ 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
(haloperidol) is rare. In a report on 
a study with criminal psychatics 

the investigator states, “The 
patients remained alert and more 
amenable to psychotherapeutic 
intervention. Another investigator 
reports that HALDOL “normalizes” 
behavior and produces a sensitivity 
to the environment that allows 
more effective use of the social milieu 
and the therapeutic community? 


Reduces risk of 


serious adverse 
reactions 


HALDOL thaloperidol), 

a butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 


The most frequent side effects of 
HALDOL (haloperidol) - 
extrapyramidal symptoms — are 
usually dose-related and readily 
controlled, 


References: 1. Darling, H.F.: Dis. Nerv. Syst. 32:31 (Jan.) 1971. 2. Man, P.L., and Chen, C.H.: Psychosomatics 14:59 (Jan.-Feb.) 1973. 
3. Palestine, M.L.. and Alatorre, E: Paper presented Amer. Ass. Family Practitioners Annual Meeting, N.Y., Sept. 25-28, 1972 


4, Reschke, R.W.: Dis. Nerv. Syst. 35:112 (Mar.) 1974. 5. Haward, L.R.C 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


© McNeil Laboratories, Inc., 1974 


edic 


: Clin. Trials ]. 2:135 (May11965. 
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HALDO 
(haloperidol 











a first choice for starting therapy 


A Dosage Form for Every Need: 





e 5 tablet strengths for convenience in individualizing dosage v mg.. 1 mg. 2 mg. 5mg and 10 mg 


ee An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc 


— o 


Summary of Directions for Use 


Indications: HALDOL (haloperidol!) is indicated for use in the man- 


agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome 
Contraindications: HALDOL (haloperido!) is contraindicated in pa- 
tients who are severely depressed. comatose. have CNS depression 
due to alcohol or other centrally-acting depressants. have Parkin- 
son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperidol) 
in pregnancy and lactation has not been established; therefore. its 
use in pregnancy, in nursing mothers. or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperido! along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a Causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption. reduced fertility. delayed delivery. dose-related pup mor- 
tality (presumably due to lack of maternal care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established; therefore. this drug is not recommended for use in 
the pediatric age group. 

General: Cases of bronchopneumonia. some fatal. have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear. especially in the elderly. the 
physician should institute remedial therapy promptly. Although not 

reported with HALDOL (haloperidol), decreased serum cholesterol 

and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 

menta! and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be wamed accordingly. The use of 
alcohol should be avoided due to possible additive effects and 

hypotension. 

Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)— with severe cardiovascular disorders. be- 
cause of the possibility of transient hypotension and/or precipitation 

of angina! pain. Should hypotension occur and a vasopressor be 

required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxical further lowering of blood 

pressure may occur. (2)— receiving anticonvulsant medication. be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3) — with 

known allergies. or with a history of allergic reactions to drugs. (4)— 

receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required. it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously. 
extrapyramidai symptoms may occur. Intraocular pressure may 
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A rapid-acting Injection for psychiatric emergencies: 5 mg. per cc, with 0.5 mg. methylparaben and 
0.05 mg. propylparaben per cc., and lactic acid for pH adjustment to 34:0 2. 


increase when anticholinergic drugs, including anti-Parkinson 
agents, are administered concomitantly with HALDOL When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for contro! of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy. espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage. or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness. anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy. headache, confusion. vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis. minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported. although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia. menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia. constipation, diarrhea, hypersalivation. dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm. bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 674 


McNeil Laboratories, inc 
McNEIL Fort Wachingion. Pa 19034 
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LIFE STRESS AND ILLNESS. Edited by E. K. Eric 
Gunderson, Univ. of California, San Diego, and Richard 
H. Rahe, Univ. of California, Los Angeles. {19 Contribu- 
tors) This book is based upon contributions to the 
NATO-sponsored Symposium on “Life Stress and Ill- 
ness" held in Beito, Norway, in June, 1972, where 
investigators from Finland, Great Britain, Greece, Nor- 
wav, Sweden, Switzerland and the United States pre- 
sented research. findings on psychosocial stresses that 
precipitate illness. This volume critically examines rela- 
tionships between stressful life events and various types 
of illness, including mental illness and heart diseases. 
Major emphasis is placed upon the development of 
quantitative techniques for the measurement of life 
stress and the scaling of specific life events which have 
Special significance for the onset of disease. Careful 
attention is given to current concepts of psychosocial 
stress and disease etiology, and a conceptual model for 
viewing the interrelationships of stress, physiological 
mechanisms and disease is presented. The physiological 
and psychological effects of severe stresses such as 
prisoner of war confinement are described, but the 
effects of milder stresses of everyday living are con- 
sidered as well. The importance of cultural differences in 
determining the kinds of social stresses typically en- 
countered in an individual's life is illustrated. '74, 276 
pp., 25 il., 27 tables, $19.50 


SOCIETAL STRUCTURES OF THE MIND by Uriel G. 
Foa, Temple Univ., Philadelphia, and Edna B. Foa, 
Temple Medical School, Philadelphia. The authors, a 
psychiatrist and a psychologist, provide a comprehen- 
sive description of the mechanisms regulating interper- 
sonal behavior, their development and their function in 
social encounters. The social cognitive structures of the 
individual are related to the structure of society to 
provide a basis for classifying differences among per- 
sons and cultures. The theoretical framework devel- 
oped by the authors reveals the interrelationships 
between cognitive dissonance, alienation, attraction, 
psychotherapy, social roles, delinquency, leadership, 
crosscultural training, need, power, aggression, family, 
communication and psychopathology. The book con- 
siders the present state of knowledge in several major 
areas of research, theoretical issues and empirical find- 
ings; their application to the solution of social and 
individual problems is considered. The three major 
parts of the book are preceded by an introductory 
chapter on the nature of cognition and concluded by a 
discussion on the relationship between man and 
society. Parts I, II and III describe respectively, the 
developmental sequence of interpersonal cognition in 
the child and its influence on the formation of the 
adult’s structures; the functions of these structures in 
the dynamics of interpersonal exchanges, both emo- 
tional and economic; and miscommunication and 
impaired performance resulting from cognitive differ- 
ences and remedial techniques. '74, 468 pp. (6 3/4 x 9 
3/4), 13 iL, 67 tables, $21.50 


A PRACTICAL HANDBOOK OF PSYCHIATRY. 
Edited by Joseph R. Novello, Univ. of Michigan, Ann 
Arbor. {17 Contributors) This concise guide to psychi- 
atric practice is designed for use on the clinical firing 
line. Tables and outlines summarize the essential mate- 
rial in the tradition of the popular handbooks available 
in medicine, surgery and other specialties. This book, 
for the first time, brings together information on 
continuing education for psychiatrists, a compendium 
of training programs, referral hospitals and professional 
organizations. Part I, “A Guide to Clinical Practice,” 
includes diagnosis and classification; history-taking and 
evaluation; psychological testing and rating scales; 
special evaluations; evaluation of patients for various 
forms of psychotherapy; a guide to hospital psychiatry; 
problem-solving record systems; consultation to 
medical-surgical units; normal laboratory values in 
medicine; neurology for psychiatrists; somatic treat- 
ments; and the psychiatrist’s role in the diagnosis and 
treatment of drug abuse. Part II, “A Guide to Con- 
tinuing Education,” includes basic reading lists in 
psychiatry; journals in psychiatry; training opportu- 
nities in psychiatry; and preparing for board examina- 
tions. Part III, “The Psychiatrists Address Book,” 
contains a compendium of over 700 mailing addresses 
including all approved psychiatric residency programs, 
member organizations of American Association of 
Psychiatric Services for Children, member hospitals, 
National Association of Private Psychiatric Hospitals, 
and professional organizations (APA, AMA, etc.). '74, 
648 pp., 10 il, 47 tables, $16.75 


PSYCHOLOGICAL ASSESSMENT OF SUICIDAL 
RISK. Edited by Charles Neuringer, Univ. of Kansas, 
Lawrence. (15 Contributors) This text reflects an 
attempt to gather all the available information and 
techniques of assessing suicidal risk. An attempt is 
made to evaluate such methods and their validity. 
Three general approaches are described and discussed. 
The first involves assessment via lethality scales which 
are behavioral and demographic in origin. The use of 
these scales in suicide assessment is relatively new and 
shows great promise of allowing for stable and valid 
predictions of suicidal behavior. The second approach 
deals with traditional risk assessment evaluations 
through the use of psychological tests. The third 
approach to assessment has developed out of the 
information gleaned from intensive survey researches of 
the characteristics of suicidal individuals. There is an 
evaluation of the data and conclusions about the 
validity of suicidal risk methods drawn. Suggestions for 
efficient assessment of suicidal risk are made. The 
contributors to the book, all experts in the area of 
suicidal risk assessment, have directed their writings 
primarily toward those involved in the delivery of 
mental health services (psychiatrists, psychologists, 
social workers, physicians, counselors, etc.). 74, 256 
pp., 3 il, 33 tables, $11.75 
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Before prescribing, please consult complete 
product information, a summary of which 
follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other CNS 
depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations 
requiring complete mental alertness (e.g., 


During the entry phase: 
Librium (chlordiazepoxide HCI) 
helps reduce “anxiety block” 
usually without impairing 


Heightened levels of obstructive anxiety are often 
encountered during the initial stages of psychotherapy. At 
such times, the antianxiety action of Librium can facilitate 
verbal communication and development of productive 
rapport between physician and patient. Since Librium, in 
recommended dosage, does not usually impair the patient's 
mental acuity, it enables him to respond during the vitally 
important introductory sessions. 


p: 
During the probe phase: 


without loss of affect 






operating machinery, driving). Though physical 
and psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction-prone 
individuals or those who might increase dos- 
age; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug 
and similar to those seen with barbiturates, 
have been reported. Use of any drug in preg- 
nancy, lactation or in women of childbearing 
age requires that its potential benefits be 
weighed against its possible hazards. 
Precautions: In the elderly and debilitated, 


Librium (chlordiazepoxide HCI) 


helps relieve excessive anxiety 


As treatment progresses, the psychoneurotic patient 
can often discuss his problems freely up to a certain point. 
But as more disturbing psychic material comes under exami- 
nation, anxiety may again rise sharply, creating resistance 

to further exploration. During this phase, adjunctive use 

of Librium can relieve the excessive anxiety and thus help the 
patient to handle the emotional impact of emerging insights. 
Librium may be administered to reduce anxiety without 
completely extinguishing emotional response. 




























and in children over six, limit to smallest effec- 
tive dosage (initially 10 mg or less per day) to 
preclude ataxia or oversedation, increasing 
gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally 
not recommended, if combination therapy with 
other psychotropics seems indicated, carefully 
consider individual pharmacologic effects, 
particularly in use of potentiating drugs such 
as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal 
or hepatic function. Paradoxical reactions (e.g., 
excitement, stimulation and acute rage) have 








During termination phase: 











been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual 
precautions in treatment of anxiety states with 
evidence of impending depression; suicidal 
tendencies may be present and protective 
measures necessary. Variable effects on blood 
coagulation have been reported very rarely in 
patients receiving the drug and oral anticoagu- 
lants; causal relationship has not been estab- 
lished clinically. 

` Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especially in the elderly 
and debilitated. These are reversible in most 


The knowledge that he will soon be essentially “on his 
own" may cause a resurgence of the patient's original 
excessive anxiety. If indicated, Librium may be a valuable 
adjunct for a limited period. Its antianxiety effect may help 
the patient to become better able to act constructively, 

to apply his hard-won insights. In all stages of psychotherapy, 
once anxiety has been reduced to manageable levels, Librium 
should be discontinued. 


Librium (chlordiazepoxide HCI) helps 
ease separation anxiety 


instances by proper dosage adjustment, but 
are also occasionaily observed at the lower 
dosage ranges. In a few instances syncope has 
been reported. Also encountered are isolated 
instances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipa- 
tion, extrapyramidal symptoms, increased and 
decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in 
EEG patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), jaun- 
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ibri um 3 me capsules 
(chlordiazepoxide HCl) 


up to 100 mg daily in severe anxiety 


occasionally, making periodic blood counts and 
liver function tests advisable during protracted 
therapy. 

Supplied: Librium® Capsules containing 
5 mg, 10 mg or 25 mg chlordiazepoxide HCI. 
Libritabs® Tablets containing 5 mg, 10 mg or 
25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


dice and hepatic dysfunction have been reported 


EXCESSIVE 


NEUROTIC 
ANXIETY 


*'Stelazine' has been evaluated as possibly effective for this indication. See Brief Summary. 





Anxiety is a constant factor in her life 
She repeatedly requests refills 


or different medication 
ic basis can be found 


No organ 


for her somatic complaints 


'Stelazine' may be the appropriate medication for this patient. It acts to control her 
anxiety without excessive sedation and with no problem of dependence. Although 
adverse reactions, particularly extrapyramidal symptoms, do occur at high doses, 
in the low doses recommended for this indication (2-4 mg. a day) a low incidence of 


side effects has been reported. 


bing, see complete prescribing information, 
je and symptoms and treatment of over- 
.&F literature or PDR. 
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Indications 

Based on a review of this drug by the National Academy 
of Sci National Research Council and/or other 
information, FDA has classified the indications as follows 


* 





nces 


Effective: For the management of the manifestations of 

psychotic disorders 

Possibly effective: To control excessive anxiety, tension 
agitation as seen in neuroses or associated with 








Contraindications: Comatose or greatly depressed states 


due to C.N.S. d s; blood dyscrasias; bone marrow 


er damage 









aution patients about activities requiring 
alertness (e.g., operating vehicles or machinery), especially 
during the first few days’ therapy. 

Use in pregnancy only when necessary for patient's welfare 
Precautions: Use cautiously in angina. Avoid high doses 
and parenteral administration when cardiovascular system 
is impaired. Antiemetic effect may mask signs of toxic drug 
overdosage or physical disorders. Additive effect is possible 
with other C.N.S. depressants. Prolonged administration of 
high doses may result in cumulative effects with severe 
C.N.S. or vasomotor symptoms. If retinal changes occur, 
discontinue drug. Agranulocytosis, thrombocytopenia, 
pancytopenia, anemia, cholestatic jaundice, liver damage 
have been reported 


















Adverse Reactions: Drowsiness, dizziness, skin reactions, 
rash, dry mouth, insomnia, amenorrhea, fatigue, muscular 
weakness, anorexia, lactation, blurred vision. Neuromuscular 











brand of 





TRIFLUOPERAZINE HCL 


(extrapyramidal) reactions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive dyskinesia 





Other adverse reactions reported with Stelazine (trifluopera- 
zine HCI, SK&F) or other phenothiazines: Some adverse 
effects are more frequent or intense in specific disorders 
(e.g., mitral insufficiency or pheochromocytoma) 








Grand mal convulsions; altered cerebrospinal fluid proteins; 
cerebral edema; prolongation and intensification of the action 
of C.N.S. depressants, atropine, heat, and organophos 
insecticides; nasal congestion, headache, nausea, cons 
tion, obstipation, adynamic ileus, inhibition of ejaculation; 
reactivation of psychotic processes, catatonic-like states; 
hypotension (sometimes fatal); cardiac arrest; leukopenia 
eosinophilia, pancytopenia, agranulocytosis, thron 
penic purpura; jaundice, biliary stasis; menstrual irr 
galactorrhea, gynecomastia, false positive pregnancy 
photosensitivity, itching, erythema, urticaria, eczerr 
exfoliative dermatitis; asthma, laryngeal edema, angioneurotic 
edema, anaphylactoid reactions; peripheral edema; reversed 
epinephrine effect; hyperpyrexia; a systemic lupus ery- 
thematosus-like syndrome; pigmentary retinopathy; with 
prolonged administration of substantial doses, skin pig- 
mentation, epithelial keratopathy, and lenticular and corneal 
deposits. EKG changes have been reported, but relation- 
ship to myocardial damage is not confirmed. Discontinue 
long-term, high-dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines (apparently due to 
cardiac arrest or asphyxia due to failure of cough reflex) has 
been reported, butno causal relationship has been established 








































Supplied: Tablets, 1 mg., 2 mg., 5 mg. and 10 mg., in 
bottles and Single Unit Packages of 100; Injection, 
2 mg./ml.; and Concentrate, 10 mg./ml. 


Manufactured and distributed by SK&F Co., 
Carolina, PR. 00630, under Stelazine® trademark 
license from SmithKline Corporation, Philadelphia, Pa 


STELAZINE 


*'Stelazine' has been evaluated as possibly effective for this indication. See Brief Summary. 
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In the treatment of clinically significant depression... 
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* An important alternative in fitting the 
medication to the patient's needs 
Once-a-day dosage at bedtime is an appropriate way 
to start—and maintain—many patients on therapy. 
Of course, ELAVIL may be administered two, three, 
or four times as well as once a day. This dosage 
versatility allows prescribing precisely for the 
patient's needs. 


Once-a-day dosage schedule for adult 
outpatients 

Therapy should be initiated with 50 mg to 100 mg at 
bedtime. This may be increased by 25 or 50 mg 
added to the bedtime dose as necessary to a maxi- 
mum daily dose of 150 mg. The usual maintenance 
dose is 50 to 100 mg a day given at bedtime, 

though in some patients, 40 mg per day is sufficient. 


* Greater patient compliance 


The simplicity of once-a-day dosage at bedtime 
makes it easier for patients to adhere to a regimen— 
an especially important consideration in depressed 
patients whose self-motivation may be at a low ebb. 


ELAVIL should not be used during the acute recovery 
phase following myocardial infarction, in patients 
hypersensitive to it, or in those who have received an 
MAOI within two weeks. Since suicide is a possibility 
in any depressive illness, patients should not have 
access to large quantities of the drug. Concurrent 
electroshock therapy may increase hazards associ- 
ated with such therapy. Patients with cardiovascular 
disorders should be watched closely. The drug may 
impair mental or physical abilities required in 
hazardous tasks and may potentiate the effects 

of alcohol. 


once a day at bedtime 


Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 
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For a brief summary of prescribing information, please see following page. 
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ELAVIL 


(AMITRIPTYLINE HCI] MSD) 


added dosage versatility 
in clinically significant depression 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HC] may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful. adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Vote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CAS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/fergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as.possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-m! vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 











ELAVIL 


(AMITRIPTYLINE HCl | MSD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


'The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
(e) generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per mi 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible, 

È Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 





THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 


. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 


. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


single copy $3.25 
Please send me ——— copy(ies) of order #233, The Nation's Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 
LI Bill Me O Check Enclosed 
(Please Print) 
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City State 





Send Coupon to: American Psychiatric Association 
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NORPRAMIN 


(desipramine hydrochloride) 





NORPRAMIN 


desipramine hydrochloride 





naiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
depression may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves. 














IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility 

Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication 
(d) with a history of seizure disorder. 2 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin* 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly 

Precautions: This drug should be dis 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished h drugs of 
this class. If possible, dispense in child 








resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 


verse effects occur. Norpramin® 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects. Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy 
potension hypertension tachycardia 
palpitation, arrhythmias, heart block 
myocardial infarction, stroke. Psychi 
atric: contusional states (especially in 
the elderly), hallucinations, disorienta 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurological 
paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 
skin rash, petechiae, urticaria, itching 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic agranulocytosis, eosinophilia 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis 
black tongue. Endocrine: gynecomastia 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea 
headache and malaise 

Dosage and Administration: The usua! 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers 
If heart failure is imminent, digitalize 
promptly 
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“nervous - "anxious; nm | ia 
“irritable NT as 
‘fatigued / 


While 
youre calming V 

her down 

with a Ag 
tranquilizer. “3s 








treat what may be 
her real problem with 


PREMARIN... 


CONJUGATED ESTROGENS 
TABLETS, U.S.P 


She's come to you in a highly 
emotional state, with complaints 
of anxiety, nervousness, insom- 
nia, and depression. And treat- 
ment with a psychotherapeutic 
agent may be appropriate for 
immediate relief of symptoms. 
But considering her age, and 
her irregular menses, such 
symptoms may indicate an 
underlying estrogen deficiency... 
and the need for additional, more 
comprehensive therapy. 
PREMARIN, by offering sound 
specific natural estrogen replace- 
ment, can provide such therapy 
...relieve estrogen-related emo- 
tional symptoms of the meno- 
pause by treating their cause. 
Anxiety and depression related to 
estrogen deficiency usually re- 
spond to replacement therapy in 
a relatively short time!* Other 
"psychogenic" symptoms such 
as headaches, crying spells, in- 
somnia, feelings of weakness and 
fatigue may also be relieved ?*? 


*Conjugated Estrogens Tablets have been evaluated 
as "probably" effective for postmenopausal 
Osteoporosis 


Andinalarge majority of patients, 
PREMARIN imparts a renewed 
sense of well-being? Atthe same 
time, PREMARIN helps control 
hot flushes, sweats, genital tissue 
atrophy, and, in selected cases, 
helps retard postmenopausal 
osteoporotic bone degenera- 
tion* 

When there is uncertainty as to 
theorigin of emotional symptoms 
in the menopausal woman, a 
therapeutic trial with PREMARIN 
helps relieve those complaints 
that are estrogen-related...while 
helping to identify those that 
aren't’ 





for 
estrogen- 
related 
emotional 
symptoms 
of the 
menopause 


See last page 

of advertisement 
for prescribing 
information 


when her real problem is estrogen deficiency 


PREMARIN 


TABLETS,USP) 


for Sense -related 
emotional symptoms 





BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


PREMARIN" 
(Conjugated Estrogens Tablets, U.S.P.) 


Indications: Based on a review of PREMARIN 
Tablets by the National Academy of Sci- 
ences— National Research Council and/or 
other information, FDA has classified the indi- 
cations for use as follows 

Effective: As replacement therapy for 
naturally occurring or surgically induced es- 
trogen deficiency states associated with: the 
climacteric, including the menopausal syn- 
drome and postmenopause; senile vaginitis 
and kraurosis vulvae, with or without pruritus 
"Probably" effective: For estrogen deficien- 
cy-inducedosteoporosis, and only when used 
in conjunction with other important therapeu- 
tic measures such as diet, calcium, physio- 
therapy, and good general health-promoting 
measures. Finalclassification of this indication 
requires further investigation 


Contraindications: Short acting estrogens are 
contraindicated in patients with (1) markedly im- 
paired liver function; (2) known or suspected 
carcinoma of the breast, except those cases of 
progressing disease not amenable to surgery or 
irradiation occurring in women who are at least 5 
years postmenopausal; (3) known or suspected 
estrogen-dependent neoplasia, such as carci- 
noma of the endometrium: (4) thromboembolic 
disorders, thrombophlebitis, cerebral embolism, 
or in patients with a past history of these condi- 
tions; (5) undiagnosed abnormal genital 
bleeding 
Warnings: Estrogen therapy should not be given 
to women with recurrent chronic mastitis or ab- 
normal mammograms except, if in the opinion of 
the physician, it is warranted despite the possi- 
bility of aggravation of the mastitis or stimulation 
of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest 
manifestations of thrombotic disorders (throm- 
bophlebitis, retinal thrombosis, cerebral embo- 
lismand pulmonary embolism). If these occur or 
are suspected, estrogen therapy should be dis- 
continued immediately 

Estrogens may be excreted in the mother's milk 
andan estrogenic effect upon the infant has been 
described. The long range effect on the nursing 
infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 
percent of breast cancer patients with metastases, 
and this usually indicates progression of bone 
metastases. This occurrence depends neither on 
dose nor on immobilization. In the presence of 
progression of the cancer or hypercalcemia, es- 
trogen administration should be stopped 

A statistically significant association has been 
reported between maternal ingestion of diethyl- 
stilbestrol during pregnancy and the occurrence 
of vaginal carcinoma in the offspring. This occur- 
red with the use of diethylstilbestrol for the treat- 
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ment of threatened abortion or high risk 
pregnancies. Whether or not such an association 
is applicable to all estrogens is not known at this 
time. In view of this finding, however, the use of 
any estrogen in pregnancy is not recommended 

Failure to control abnormal uterine bleeding or 
unexpected recurrence is an indication for 
curettage 
Precautions: As with all short acting estrogens, 
the following precautions should be observed 

A complete pretreatment physical examination 
should be performed with special reference to 
pelvic and breast examinations 

Toavoid prolonged stimulation of the endome- 
trium and breasts in climacteric or hypogonadal 
women, estrogens should be administered cycli- 
cally (3 week regimen with 1 week rest period — 
withdrawal bleeding may occur during rest 
period) 

Because of individual variation in endogenous 
estrogen production, relative overdosage may 
occur whichcouldcause undesirable effects such 
as abnormal or excessive uterine bleeding, mas- 
todynia and edema 

Because of salt and water retention associated 
with estrogenic anabolic activity, estrogens 
should be used with caution in patients with epi- 
lepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding 
should occur, reexamination should be made for 
organic pathology. 

Pre-existing uterine fibromyomata may 
increase in size while using estrogens; therefore, 
patients should be examined at regular intervals 
while receiving estrogenic therapy. 

The pathologist should be advised of estrogen 
therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, 
estrogens should be used judiciously in young 
patients in whom bone growth is incomplete 

Prolonged high dosages of estrogens will in- 
hibit anterior pituitary functions. This should be 
borne in mind when treating patients in whom 
fertility is desired 

The age of the patient constitutes no absolute 
limiting factor, although treatment with estrogens 
may mask the onset of the climacteric 

Certain liver and endocrine function tests may 
be affected by exogenous estrogen administra- 
tion. If test results are abnormal in a patient taking 
estrogen, they should be repeated after estrogen 
has been withdrawn for one cycle. 

Adverse Reactions: The following adverse reac- 

tions have been reported associated with short 

acting estrogen administration 

nausea, vomiting, anorexia 

gastrointestinal symptoms such as abdominal 
cramps and bloating 

breakthrough bleeding, spotting, unusually heavy 
withdrawal bleeding 

(See DOSAGE AND ADMINISTRATION) 

breast tenderness and enlargement 

reactivation of endometriosis 

possible diminution of lactation when given im- 
mediately postpartum 

loss of libido and gynecomastia in males 


(CONJUGATED ESTROGENS 


contains only natural estrogens 


edema 

aggravation of migraine headaches 

change in body weight (increase, decrease) 
headache 

allergic rash 

hepatic cutaneous porphyria becoming manifest 
Dosage and Administration: PREMARIN should 
be administered cyclically (3 weeks of daily estro- 
gen and 1 week off) for all indications ex- 
cept selected cases of carcinoma and prevention 
of postpartum breast engorgement. 

Menopausal Syndrome—1.25 mg. daily, cycli- 
cally. Adjust dosage upward or downward 
according to severity of symptoms and response 
of the patient. For maintenance, adjust dosage to 
lowest level that will provide effective control 

If the patient has not menstruated within the 
last two months or more, cyclic administration is 
started arbitrarily. If the patient is menstruating, 
cyclic administration is started on day 5 of bleed- 
ing. If breakthrough bleeding (bleeding or spot- 
ting during estrogen therapy) occurs, increase 
estrogen dosage as needed to stop bleeding. In 
the following cycle, employ the dosage level used 
to stop breakthrough bleeding in the previous 
cycle. In subsequent cycles, the estrogen dosage 
is gradually reduced to the lowest level which will 
maintain the patient symptom-free. 

Postmenopause—as a protective measure 
against estrogen deficiency-induced degenera- 
tive changes (e.g. osteoporosis, atrophic vagi- 
nitis, kraurosis vulvae) — 0.3 mg. to 1.25 mg. daily 
and cyclically. Adjust dosage to lowest effective 
level 

Osteoporosis (to retard progression) — usual 
dosage 1.25 mg. daily and cyclically. 

Senile Vaginitis, Kraurosis Vulvae with or with- 
out Pruritus — 0.3 mg. to 1.25 mg. or more daily, 
depending upon the tissue response of the indi- 
vidual patient. Administer cyclically. 

How Supplied: PREMARIN (Conjugated Estro- 
gens Tablets, U.S.P.) No. 865— Each purple tablet 
contains 2.5 mg., in bottles of 100 and 1,000 
No. 866— Each yellow tablet contains 1.25 mg., 
in bottles of 100 and 1,000. Also in unit dose pack- 
age of 100. No. 867 — Each red tablet contains 
0.625 mg., in bottles of 100 and 1,000. No. 868 — 
Each green tablet contains 0.3 mg., in bottles of 
100 and 1,000 

References: 1. Kerr, M.D.: Mod. Treatm. 5:587 
(May) 1968. 2. Penningroth, R.P., and Tourney, 
G.: Postgrad. Med. 46:118 (July) 1969. 3 
Rhoades, F.P.: J. Amer. Geriat. Soc. 15:346 (Apr.) 
1967. 4. Astwood, E.B., in Goodman, L.S., and 
Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Macmillan 
Company, 1970, chap: 69, p. 1538 ff. 5. Kupper- 
man, H.S.: Med. Aspects of Hum. Sexuality 1:64 
(Sept.) 1967. 6. Tramont, C.B.: Geriatrics 21:212 
(Nov.) 1966. 7. Kaufman, S.A., in Sturgis, 
S.H., and Taymore, M. (Eds.): Progress in Gyne- 
cology, New York, Grune & Stratton, Inc., 1970, 
vol. 5, p. 179 
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New APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 


























Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 
Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vital role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
"balanced mix” of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 












Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D 


Report No. 7 54 pages, June 1973 Single copy $3.00 
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copy—Order #191 
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Publications Sales $3.00 per copy—Order #193 
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In controlled studies, Serentil was found to... 
substantially reduce the severity of thought 
disorder core symptoms (conceptual disorganiza- 
tion, hallucinatory behavior) 
substantially reduce the severity of associated 
symptoms (emotional withdrawal, blunted affect, 
suspiciousness) 
substantially reduce the severity of anxiety and 
tension 
- be effective in both acute and chronic schizophrenics 
‘ benefit many chronic patients refractory to previous 
medication 


Tablets, Concentrate and I.M. forms for dosage 
flexibility: Serentil is available in IM. and liquid 
concentrate forms as well as four tablet strengths. 
Serentil offers the appropriate dosage form for 
acute as well as routine administration. 


Versatile in practice: Wide dosage range and 
availability in three dosage forms make Serentil 
useful for hospital administration through outpatient 
follow-up. 





« .Remarkably low 
incidence of 
adverse reactions 
when compared 
with other 
phenothiazine 
compounds: * 


Adverse reactions are less likely with Serentil than 
with other phenothiazines. However, in prescribing 
Serentil, please observe the same precautions as 
with other phenothiazines, including awareness of 
all adverse reactions observed with them. 


e Side effects are usually mild or moderate 

e Except for tremor and rigidity, adverse reactions 
are usually found in patients receiving high doses 
early in treatment 

* Low incidence of Parkinson's Syndrome 

e Drowsiness and hypotension are the most prevalent 
side effects encountered 


Serentil 


(mesoridazine) 


as the besylate 


K Please see last page of ad for brief summary of full prescribing information, including 
contraindications, precautions and adverse reactions 
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Get through to the 
core of schizophrenia 


Indication: Schizophrenia. 


Contraindications: Severe central nervous system depression, 
comatose states and hypersensitivity to the drug. 


Warnings: Administer cautiously and increase dosage gradually 
to patients participating in activities requiring complete mental 
alertness (e.g., driving). The safety of this drug in pregnancy has not 
been established; hence it should be given only when the antici- 
pated benefits exceed the possible risk to mother and fetus. Not 
recommended for use in children under 12 years of age since safe 
conditions for this use have not been established Phenothiazines 
are Capable of potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc ) as well as atropine and 
phosphorus insecticides. 


Precautions: Ocular changes have been seen with other pheno- 
thiazines but, to date, have not been related to mesoridazine. Because 
of possible hypotensive effects, reserve parenteral administration for 
bedfast patients or acute ambulatory cases, and keep patient lying 
down for at least one-half hour after injection. Leukopenia and/or 
agranulocytosis have been attributed to phenothiazine therapy. A 
single case of transient granulocytopenia has been associated with 
mesoridazine. Patients receiving anticonvulsant medication should 
be continued on that regimen while receiving mesoridazine to 
prevent possible convulsive seizures. As with most medications, 

the dosage of mesoridazine should be adjusted to the needs of 

the individual and the lowest effective dosage should always be used 


Adverse Reactions: Mesoridazine has demonstrated a remarkably 
low incidence of adverse reactions compared with other 
phenothiazine compounds. Drowsiness, Parkinson's syndrome, 
dizziness, weakness, tremor, restlessness, ataxia, dystonia, rigidity, 
slurring, akathisia, motoric reactions (opisthotonos). Dry mouth, 
nausea and vomiting, fainting, stuffy nose, photophobia, constipa- 
tion and blurred vision have occurred. Inhibition of ejaculation, 
impotence, enuresis, incontinence. Itching, rash, hypertrophic 
papillae of the tongue and angioneurotic edema. Hypotension, 
tachycardia, EKG changes. The following reactions have occurred 
with phenothiazines and should be considered: miosis, obstipation, 
anorexia, paralytic ileus. Erythema, exfoliative dermatitis, contact 
dermatitis. Agranulocytosis, leukopenia, eosinophilia, thrombocyto- 
penia, anemia, aplastic anemia, pancytopenia. Fever, laryngeal 
edema, angioneurotic edema, asthma. Jaundice, biliary stasis 
Changes in terminal portion of the EKG, including prolongation of 
the Q-T interval, lowering and inversion of the T wave and appear- 
ance of a wave tentatively identified as a bifid T or aU wave have 
been observed with phenothiazines, including mesoridazine. These 


Serentil 


mesoridazine 


as the besylate 


Now Available Only 
From Boehringer Ingelheim Ltd. 
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appear to be reversible and due to altered repolarization, not myo- 
cardial damage. While there is no evidence that these changes are 
in any way precursors of any significant disturbance of cardiac 
rhythm, several sudden and unexpected deaths apparently due to 
Cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While pro- 
posed, periodic electrocardiograms would appear to be of ques- 
tionable value as a predictive device. Hypotension, rarely resulting 
in cardiac arrest has also been noted. Akathisia, agitation, motor 
restlessness, dystonic reactions, trismus, torticollis, opisthotonos, 
oculogyric crises, tremor, muscular rigidity, akinesia 


AS with all antipsychotics, tardive dyskinesia may appear on long- 
term therapy or after long-term therapy is discontinued. Risks seem 
to be greater in elderly patients on high dose therapy, especially 
females. Discontinue al! antipsychotic agents if the symptoms 

of tardive dyskinesia syndrome appear. (See full prescribing 
information for description of the symptoms of the tardive 
dyskinesia syndrome.) 


Menstrual irregularities, altered libido, gynecomastia, lactation, 
weight gain, edema, false positive pregnancy tests. Retention, 
Incontinence. Hyperpyrexia, behavioral effects suggestive of a 
paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses and toxic confusional states. Following 
long-term therapy, a peculiar skin-eye syndrome marked by 
progressive pigmentation of areas of the skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and cornea 
Systemic lupus erythematosus-like syndrome 


How Supplied: Tablets: 10 mg., 25 mg., 50 mg. and 100 mg 
mesoridazine (as the besylate); bottles of 100 Ampuls: 1 cc.[25 

mg. mesoridazine (as the besylate).] Inactive ingredients: disodium 
edetate, U.S P., 0.5 mg.; sodium chloride, U.S.P.. 7.2 mg.; carbon 
dioxide gas (bone dry) q.s.; water for injection, U.S.P., q.s. to 

1 cc.; boxes of 20 and 100. Concentrate: 25 mg. mesoridazine 

(as the besylate) per cc. Amber glass bottles of 4 fl. oz (163A 1/74) 


For complete details, please see the full prescribing information. 
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THE WORST HANDICAP OF ALL? 


M - There are seven million handicapped children in America 
eing e rve They need special education to develop their full potential 


as people. And they have a right to that education. 


e 
of the ri | f Yet less than half the children who need special education 
are getting it. 
fo educatior ) For information about special education for handicapped 
children —or for help — write: 


CLOSER LGDK, BOX 1492, WASHINGTON, DC. 20019 


U.S. Department of Health, Education & Welfare, U.S. Office of Education, Bureau of Education for the Handicapped 


VALIUM 


(diazepam) 


IN THE CONTEXT OF 
REEDUCATIVE 
PSYCHOTHERAPY 


To relieve counterproductive psychic tension and anxiety 



























I, reeducative therapy, 
where the goals are extensive in 
terms of modifying behavior 
patterns and attitudes toward a 
healthier adaptation, the patient 
may experience increasing 
tension and anxiety. As 
awareness of conflicts and 
destructive patterns of behavior 
develop, the importance of 
relinquishing the security of 
familiar but maladaptive 
behavior also becomes evident. 
In moderate degrees, anxiety and 
psychic tension can act as 

«constructive and productive 
forces, serving to increase 
„alertness and effort. Excessive 
'amounts, however, can be 
deleterious. This may be the time 
to consider Valium (diazepam), 
along with your other modes 
of nondrug therapy. 





VALIUM’ 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


It may play a small role. But it can be an important one. 


Vus prompt | 
effectiveness is valuable for the 
'symptomatic relief of anxiety |] 
and tension states. The dosage is 
easily titratable so that you can 
tailor your prescription to the 
individual needs of the patient. 
Once the symptoms are reduced 
to a managcable level, Valium 
may be adjusted or discontinued 
entirely. 
























Viam (diazepam) 
isgenerally well tolerated in the 
usual dosage range. Side effects 
most frequently encountered are 
drowsiness, fatigue and ataxia. 
As with all CNS-acting agents, 
patients should be cautioned 
against engaging in hazardous 
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First day in the hospital and 
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For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 
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_ From Rationalization to Reason 


BY SEYMOUR S. KETY, M.D. 





The author reminds the profession that psychiatry is a 
branch of medicine, that psychiatrists are physicians es- 
pecially equipped to treat mental illness, and that the 
medical model of mental illness is valid, heuristic, and 
humanitarian. He presents new data bearing on the reli- 
ability of the diagnosis of schizophrenic illness and the . 
importance of genetic factors in the transmission of that 
syndrome, arguing that the medical model is as appro- 
priate for the major psychoses as it is for diabetes. 


THE ATTITUDE of the public toward the insane through- 
out all of recorded history has rarely been marked by 
sympathy and understanding. Rather, it has fluctuated 
among fear, revulsion, violent hostility, or simply isola- 
tion and neglect. Among physicians, however, for the 
past 2,500 years insanity has been thought of as a form of 
illness with mental, rather than somatic, symptoms. 

Hippocrates (c. 460-377 B.C.) argued in a compelling 
way against the prevailing attribution of insanity to su- 
pernatural causes: 


And men ought to know that from nothing else but thence 
[from the brain] come joys, delights, laughter and sports, and 
sorrows, griefs, despondency, and lamentations. And by this, 
in an especial manner, we acquire wisdom and knowledge, 
and see and hear and know what are foul and what are fair, 
what are bad and what are good, what are sweet, and what 
unsavory. ... And by the same organ we become mad and 
delirious, and fears and terrors assail us, some by night, and 
some by day, and dreams and untimely wanderings, and 
cares that are not suitable, and ignorance of present circum- 
stances, desuetude and unskilfulness. All these things we en- 
dure from the brain, when it is not healthy, but is more hot, 
more cold, more moist, or more dry than natural, or when it 
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suffers from any other preternatural and unusual affec- 
tion (1, p 357). 


Throughout the Dark Ages in Europe that concept was 
largely forgotten. It did not reappear until well after the 
Renaissance. Johann Weyer, early in the 16th century, 
believed that the insane were sick and could be treated. 
He was slandered and vilified by the public and the 
church. Pinel's humanitarian thrust against the atrocious 
treatment of the insane in 18th-century France was based 
upon his belief that these patients were suffering from 
mental illness. He contributed not only to more enlight- 
ened attitudes toward the mentally ill but also to the 
characterization and diagnosis of merital illness. Follow- 
ing the French Revolution and through the age of ratio- 
nalism that accompanied the 19th century in Europe, sci- 
ence blossomed and permeated all of medicine. It 
brought knowledge and understanding of the infectious 
diseases that had plagued the world and paved the way 
toward their eventual treatment and prevention. The 
medical model of mental illness was generally accepted 
by physicians and psychiatrists, becoming the basis for 
differentiating one form of insanity from another, provid- 
ing the opportunity to characterize two mental disorders 
that were widespread at that time, pellagrous psychosis 
and general paresis, and stimulating research to elucidate 
their causes and eventually to develop rational and effec- 
tive methods for their treatment and prevention. 

Other forms of insanity remained with us, however, 
and, despite the gratifying and remarkable progress that 
has been made in the treatment of schizophrenia and the 
affective disorders, they still affect five to ten percent of 
the people in this and every country in the world. 


CHALLENGES TO THE MEDICAL MODEL 


The medical model of mental illness has, in recent 
times, been seriously challenged. Psychiatric diagnosis 
has been described as a political judgment, and. mental 
iliness has been said to be either a myth or an adaptive 
and creative response to a hopeless social situation. 
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Szasz has taken the position that “mental illness is a 
myth whose function it is to disguise and thus render 
more palatable the bitter pill of moral conflicts in human 
relations” (2, p. 53). His arguments to advance that posi- 
tion have been addressed more to the social sequelae of 
some kinds of psychiatric diagnosis in some places than 
to the validity of the concept. 

Albert Deutsch, a great journalist who worked harder 
and accomplished more to change the conditions of the 
mentally ill in the United States than has the whole 
"antipsychiatry" movement, never found it necessary in 
doing so to attack psychiatry, science, or the concept of 
mental illness. 

Peter Breggin has undertaken a crusade against bio- 
logical psychiatry, institutional psychiatry, and behav- 
ioral psychiatry, which he likens to Hitler's treatment of 
the mentally ill. He defined biological psychiatry as: 
“Both the theory that so-called mental illness is biologic 
and genetic, and the treatment approach which involves 
drugs, electroshock and psychosurgery, as well as eu- 
genics" (3). He went on to state: “Clearly, the ‘political- 
ization’ of psychiatry is not the responsibility of recent 
activists, but of traditional biologic, behavioral and insti- 
tutional psychiatry with their totalitarian politics" (3). I 
would not previously have believed that admitting a sui- 
cidal patient to a mental hospital and prescribing antide- 
pressant drugs or that conducting research on the bio- 
chemistry of the brain with the hope of elucidating some 
of the causes of mental illness could be labeled “‘total- 
itarian politics." Dr. Breggin, who seems to be particu- 
larly sensitive to criticism against himself, is quite cav- 
alier in his denunciation of entire areas of sober and 
sincere psychiatric and scientific effort. 

The writing of many of the antipsychiatrists is charac- 
terized by the broad brushstrokes of diatribe that places 
blame indiscriminately and inappropriately, by rhetoric 
and by rationalization rather than by reason. One can ap- 
parently do without reason simply by being antiscience. 
There are valid issues—legal, moral, and public—that 
are involved in the institutionalization of the mentally ill 
and that deserve thoughtful discussion and sober adjudi- 
cation. The complex question of preventive detention is 
being thoughtfully examined by legal authorities (4), and 
a distinguished jurist, Judge David Bazelon, has given 
much thought and substance to the civil rights of the 
mentally ill as well as their right to treatment (5-7). Each 
of the drugs that are now highly regarded for the treat- 
ment of schizophrenia, mania, or depression has been 
subjected to the most rigorous kind of critical evaluation 
in terms of therapeutic benefit and possible risk. Such 
evidence has not been adduced in support of psychosur- 
gery or megavitamin treatment in the therapy of serious 
mental illness. The scientific and psychiatric communi- 
ties have shown themselves sensitive and competent to 
make such discriminations and are likely to continue to 
do so without throwing out the baby with the bath water. 

What is the nature of the evidence and what are the 
ethical considerations that permit a physician and psychi- 
atrist to deny to his patients those benefits of medical sci- 
ence which have been critically examined and widely ac- 
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cepted, or to promulgate to the public at large their 
abandonment in favor of alternatives that are poorly 
spelled out, untested, or illusory? Those who argue most 
vehemently for the regulation of clinical trials and re- 
strictions on therapeutic drugs apparently see little need 
for the evaluation or control of their social panaceas. 

Among the antipsychiatry movements that Martin 
Roth has described as "improbable alliances between 
groups of sociologists, psychologists, psychoanalysts and 
Marxist critics of contemporary Western society" (8) are 
those which make sufficient use of stereotyped revolu- 
tionary clichés so as to suggest that the state of psychia- 
try and the plight of the mentally ill are not their major 
concern. 

I appreciate the opportunity I had last June to visit the 
People's Republic of China, which afforded me an illumi- 
nating and refreshing insight into psychiatry there. ] was 
impressed, as every visitor has been, with the important 
social changes that have taken place—the equalization of 
wealth and living standards and the great strides that 
have been made in the relief of poverty and the eradica- 
tion of major epidemic disease. I also learned something 
about mental illness in China and the sensible approach 
to its treatment taken there. 

After a few encounters with a doctrinaire denial of the 
existence of mental illness on the part of those unfamiliar 
with the problem, I visited the psychiatric department of 
a large general hospital and a large psychiatric hospital in 
two of the largest cities. These were very much like their 
counterparts in the United States. I saw schizophrenic 
patients humanely and effectively treated with group 
therapy and phenothiazine drugs, and I learned that the 
tricyclic antidepressant drugs were highly regarded in the 
treatment of depression. Schizophrenia was thought of as 
a mental illness that has both biological and psychologi- 
cal components. For that reason, its most effective treat- 
ment depended upon drugs, which could ameliorate the 
biological disturbances, and reeducation, which might 
correct the effects of untoward experience. There were 
fewer hospital beds devoted to mental illness in the large 
cities of China than in cities of similar size in the West, 
but it was not felt that the explanation lay in a reduced in- 
cidence of mental illness. Instead, it was suggested that 
Chinese society is more tolerant of mental illness so that 
patients can be treated in the community and by periodic 
visits to an outpatient department. 

Laing argued against the medical model of schizophre- 
nia in the following way: “There are no pathological ana- 
tomical findings post mortem. There are no organic 
structural changes noted in [the] course of the ‘illness.’ 
There are no physiological-pathological changes that can 
be correlated with these illnesses ...” (9, p. 352). What 
he could have said is that none of these has yet been 
found. 

Neither Szasz nor Laing denied the reality and validity 
of general paresis as a disease of the brain. That raises 
the interesting question of what it was before that was es- 
tablished. Was it a myth, a political judgment, a creative 
adaptation to an evil society, or simply a mental illness of 
unknown origin? 


THE MEDICAL MODEL AS A PROCESS 


It should be pointed out that according to the medical 
model, a human illness does not become a specific disease 
all at once and is not equivalent to it. The medical model 
is an evolving intellectual process, consonant with the sci- 
entific method, which involves long periods of observa- 
tion and description, increasingly sharper differentiation, 
and research rather than wishful thinking. 

The medical model of an illness is a process that moves 
from the recognition and palliation of symptoms to the 
characterization of a specific disease in which the etiol- 
ogy and pathogenesis are known and the treatment is ra- 
tional and specific. That progress depends upon the ac- 
quisition of knowledge and may often take many years 
or centuries. Numerous medical disorders and one or 
two mental illnesses have moved to the final stages of 
understanding, but many are still at various points along 
the way. After the recognition of symptoms, there comes 
the realization that some symptoms occur in fairly 
regular clusters, which are then described as syndromes. 
These may ultimately turn out to represent one or 
several etiological and pathogenetic components, the 
nature of which may be obscure at earlier stages of 
knowledge. 

The syndromes that are described as schizophrenia, 
manic-depressive psychosis, or unipolar depression have 
persisted through several generations of psychiatric expe- 
rience. Their particular designation may change with 
time or place, but psychiatrists with different types of 
training will usually recognize and can agree upon the 
phenomenologic cluster. The reliability of independent 
diagnoses, once a standard nosology has been agreed 
upon, is reasonably high. When we realize that these syn- 
dromes have no objective features but are based on sub- 
jective evaluation, the reliability becomes even more im- 
pressive. 

The syndrome too evolves, sometimes breaking up into 
various subtypes on the basis of new clinical or labora- 
tory information. These may eventually be designated 
“diseases” when a common pathogenesis or underlying 
pathology is discovered. Hodgkin's disease and multiple 
sclerosis are examples of diagnoses based upon recogniz- 
able pathology, even though their etiology is obscure, 
while Parkinson's disease has two quite distinct etiolo- 
gies. Psychiatrists do not like the term ‘‘disease,”’ since it 
improperly assumes something internal. Instead, they 
prefer the term “reaction” (which unwarrantedly as- 
sumes something external). Of this, Gruenberg wrote: 


The routinizing of the word “reaction” in our standard no- 
menclature has accomplished little that is positive—it has 
given many psychiatrists the false notion that mental dis- 
orders are reactions of the organism to circumstances, but 
that tuberculosis and diabetes and nephritis and measles and 
mumps are “things” independent of the patient's nature. For 
all medical diseases are also reactions ofthe organism to cer- 
tain life circumstances and do not exist independently of the 
people who are sick (10, p. 368). 


The evolution of a medical model from symptoms 
through syndromes to diseases with specific pathology 
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and, ultimately, with definitive etiologies and rational 
treatment is an excellent example of the scientific method 
applied to the alleviation of human suffering. It involves 
careful observation and study, the generation, sharp- 
ening, and testing of hypotheses, and the elucidation of 
underlying mechanisms, all pointing toward prevention 
and effective treatment. In many instances throughout 
medicine, this process has been successful, and there is 
justifiable concern that the fruits of this knowledge are 
not available to all the population. 

Sometimes the suffering is so great, our understanding 
so fragile, and the delays in the acquisition of new knowl- 
edge so long that we become impatient. Then, not only do 
we treat with what seems plausible or what we feel offers 
relief, but we attribute to the treatment more effec- 
tiveness and value than we can rigorously demonstrate. 
Instead of developing hypotheses we adopt doctrines, and 
instead of testing them we rationalize them. Both psycho- 
analysis and community psychiatry were thus given more 
confidence than they have been able to justify and per- 
mitted more complacency than was reasonable for their 
ability to treat or prevent serious mental illness. The ex- 
travagant claims of those who treat schizophrenia with 
extraordinary doses of vitamins do not stand up to criti- 
cal evaluation. Mental illness is indeed different from in- 
fectious disease, and the important need is not in the de- 
livery or promulgation of our ignorance regarding its 
causes, specific treatment, or prevention. Nor does 
denying the reality of mental illness or calling it a cre- 
ative and adaptive experience make it disappear. Insofar 
as any of these beliefs diminish our perception of the 
problem and placate our need to understand it better, 
they retard progress. f 

The medical model of mental illness has been attacked 
not only on the basis that the underlying mechanisms of 
mental illness have not been discovered but also that 
even the syndromes are jllusory. Rosenhan (11) felt that 
he demonstrated this by having eight normal individuals 
feign hallucinations and thus gain admission to mental 
hospitals, where they then behaved “normally” (like tak- 
ing notes on the ward and not insisting on discharge). 
He also described a follow-up study in which the threat of 
sending other pseudopatients to various mental hospitals 
resulted in ten percent of the actual patients admitted 
being suspected by a psychiatrist of feigning symptoms. 
There is no indication that any of these suspicions was 
strong enough to prevent the admission of an actual 
patient. Although Rosenhan drew many conclusions 
from his experiment, this one stands out: “The facts of 
the matter are that we have known for a long time that 
diagnoses are often not useful or reliable, but we have 
nevertheless continued to use them. We now know that 
we cannot distinguish insanity from sanity" (11). 

If I were to drink a quart of blood and, concealing 
what I had done, come to the emergency room of any 
hospital vomiting blood, the behavior of the staff would 
be quite predictable. If they labeled and treated me as 
having a bleeding peptic ulcer, I doubt that I could argue 
convincingly that medical science does not know how to 
diagnose that condition. Rosenhan's pseudopatients re- 
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ceived a diagnosis of schizophrenia on admission and 
schizophrenia in remission on discharge, although we are 
not told the qualifications that must have accompanied 
those diagnoses in at least some of the cases. Although 
that may not justify his rather far-flung conclusions, it 
could be used to support a statement made some years 
earlier by another psychologist, Paul Meehl, who has 
spent many years studying schizophrenia: "Rather than 
decrying nosology, we should become masters of it, rec- 
ognizing that some of our psychiatric colleagues have in 
recent times become careless, and even unskilled in the 
art of formal diagnosis" (12). 


SCHIZOPHRENIA: MYTH OR ILLNESS? 


My colleagues David Rosenthal, Paul Wender, Fini 
Schulsinger, Bjørn Jacobsen, and I have recently ob- 
tained some results (13) that bear rather directly on the 
claims of Szasz, Laing, and Rosenhan that schizophrenia 
is a myth, that it has no biological substrate, and that it 
cannot be diagnosed reliably. Interestingly enough, we 
did not carry out the work in order to refute those argu- 
ments, since when it began we were either unaware of 
them or did not take them seriously. Our purpose was to 
obtain evidence, as free from selective and subjective bias 
as we could make it, regarding the operation of genetic 
and environmental factors in the transmission of schizo- 
phrenia. 

We had surveyed a sample of nearly 5,500-adults who 
had been adopted early in life by people not biologically 
related to them and then identified 33 among them who 
had been admitted to mental hospitals and on whom we 
could agree in a diagnosis of definite schizophrenia: se- 
vere and chronic, mild or latent, or acute schizophrenic 
reaction. We then picked matching controls for each 
schizophrenic index patient from adopted individuals 
who had never been admitted to a mental hospital. The 
biological and adoptive relatives were then identified: 
parents, siblings, and half-siblings of the schizophrenic 
index cases and of their controls—a total of 512 relatives. 
Of these, 119 had died and 29 had emigrated or dis- 
appeared. Of the remainder, more than 90 percent partic- 
ipated in an exhaustive psychiatric interview conducted 
by Dr. Jacobsen, who had not known the relationship of 
any subject to a proband. In practically all of the biologi- 
cal relatives, the subject himself did not know of that re- 
lationship or did not inform Dr. Jacobsen. 

Extensive summaries of these interviews were then pre- 
pared, edited to remove any clues that would permit a 
guess of the relationship of the subject to a proband, and 
then read independently by each of three raters who were, 
by training, a clinical psychologist, a psychiatrist, and a 
physician who had spent a number of years in psychiatric 
research. Each rater independently recorded his best psy- 
chiatric diagnosis for each subject from the transcribed 
interview. The possible diagnoses covered the entire 
range listed in the APA diagnostic manual (DSM- 
II) (14) and ranged from no mental disorder to chronic 
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schizophrenia. Since the subject of the study was schizo- 
phrenia, the three raters had previously discussed and 
reached some agreement on the criteria for a diagnosis of 
the three types of definite schizophrenia employed in the 
selection of the index cases as well as a diagnosis of un- 
certain schizophrenia when schizophrenia seemed to be 
the most likely diagnosis although some doubt existed. A 
diagnosis of schizoid or inadequate personality, with 
some schizoid features, was included in what we termed 
the "schizophrenia spectrum" as being possibly related 
to schizophrenia. 

In all, 365 interviews! on as many subjects were inde- 
pendently read and diagnosed by the three raters with the 
following results: 

1. In 324 subjects (89 percent) no rater made a primary 
diagnosis of schizophrenia or uncertain schizophrenia. 

2. On the other hand, in 7 subjects (2 percent), at least 
one rater made a primary diagnosis of chronic schizo- 
phrenia and, in every instance, each of the other raters 
made a primary diagnosis of definite schizophrenia, usu- 
ally chronic, sometimes latent, and, in one instance, 
acute. It is not difficult to recognize independently and re- 
liably the syndrome that Kraepelin described 80 years 
ago, although there may be disagreement on the severity 
of the symptoms and the degree of incapacity. 

3. In 17 subjects (5 percent), at least one rater made a 
primary diagnosis of definite schizophrenia, but latent or 
acute rather than chronic. In all but one of these, the two 
other raters made diagnoses within the schizophrenia 
spectrum. 

The kappa value for agreement by all three raters on 
definite schizophrenia in this study was 0.67 and shows a 
high degree of reliability even when compared with the 
interrater reliability of only two diagnosticians (15). The 
kappa values are somewhat lower (0.61 and 0.58, respec- 
tively) for definite and uncertain schizophrenia or for the 
total schizophrenia spectrum. Although the values in- 
dicate a satisfactory degree of agreement among these 
more recent accretions to the original schizophrenia syn- 
drome, there is clearly a need and a basis for sharp- 
ening these concepts. The results, however, do indicate 
that it is possible to distinguish insanity quite readily 
from sanity, and, in fact, to distinguish a particular form 
of insanity called schizophrenia. 

One could argue that the ability of three raters to agree 
upon a diagnosis does not give it validity, which can only 
be derived by reference to some independent criterion. 
The subjects who have been lumped together thus far are 
actually divisible into four different populations: the bio- 
logical and adoptive relatives of schizophrenic adoptees 
and the biological and adoptive relatives of control 
adoptees. Of these four populations, one is different from 
the rest in being genetically related to a person with 
Schizophrenia (with whom they have not lived), i.e., the 
biological relatives of the index cases. With regard to 
mental illness other than schizophrenia, these relatives do 
not differ from the rest (see table 1). f 


'This included 26 interviews with control adoptees which had been 
randomly distributed among the pool of relatives. 


In the case of the schizophrenia spectrum of disorders 
and for chronic, latent, and uncertain schizophrenia, 
however, there is a significant concentration in the bio- 
logical relatives of index cases in contrast to the persons 
who are not genetically related to a schizophrenic. For 
chronic schizophrenia, the prevalence in the biological 
relatives of index cases is 2.9 percent, compared with 0.6 
percent in the others; for latent schizophrenia it is 3.5 per- 
cent compared with 1.2 percent; and for uncertain schizo- 
phrenia it is 7.5 percent compared with 2 percent. For 
any of these diagnoses of schizophrenic illness, the preva- 
lence in those genetically related to the schizophrenic in- 
dex cases is 13.9 percent compared to 2.7 percent in their 
adoptive relatives or 3.8 percent in all subjects not genet- 
ically related to an index case (see table 2). These differ- 
ences between the group genetically related to the schizo- 
phrenic index cases and those not so related are highly 
significant statistically and speak for the operation of ge- 
netic factors in the transmission of schizophrenia. 


TABLE | 
Consensus Diagnoses Outside the Schizophrenia Spectrum in 
Biological and Adoptive Relatives 


Interviewed Relatives, in Percents* 





Index Group Control Group 
Biological Adoptive Biological Adoptive 

Diagnosis (N=81) (N=31) (N=121) (N=41) 
Psychiatrically 

normal 37 36 4l 27 
Organic illness 9 16 5 15 
Neurotic illness 5 10 5 5 
Affective illness 2 3 9 7 
Personality disorder 33 26 32 37 
All nonschizophrenic 

diagnoses „ 49 55 5] 63 





*The Ns represent interviewed relatives whose consensus diagnoses were outside 
the schizophrenia spectrum. 


TABLE 2 
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The evidence presented thus far is compatible with a 
genetic transmission in schizophrenia, but it is not en- 
tirely conclusive, since there are possible environmental 
factors such as in utero influences, birth trauma, and 
early mothering experiences; these have not been ruled 
out. However, there are 127 biological paternal half-sib- 
lings of index cases and controls among these relatives 
who can help to settle that question, since the biological 
paternal half-siblings did not share the same mother, neo- 
natal mothering experience, or postnatal environment 
with their adopted half-sibling. The only thing they 
shared was the same father and a certain amount of 
genetic overlap. The number of paternal half-siblings is 
almost identical for index cases and the controls, but the 
number of those who were diagnosed as having definite 
or uncertain schizophrenia is markedly different, with 14 
among the half-siblings of the index cases and only 2 
among the controls (p = .001). There is a similar concen- 
tration if we restrict the diagnosis to definite schizo- 
phrenia (see table 3). We regard this as compelling evi- 
dence that genetic factors operate significantly in the 
transmission of schizophrenia. 

These data do not permit the conclusion that schizo- 
phrenia is a unitary disorder, since they are equally com- 
patible with a syndrome of multiple etiologies and differ- 
ent modes of genetic transmission. They make it difficult, 
however, to deny the existence of a syndrome that inde- 
pendent raters can agree upon quite reliably and that 
each rater without knowledge of the relationship finds 
significantly concentrated only in the biological relatives 
of schizophrenics. If schizophrenia is a myth, it is a myth 
with a strong genetic component! 

These data do not imply, nor do I believe, that genetic 
factors and the biological processes involved in their ex- 
pression are the only important influences in the etiology 
and pathogenesis of schizophrenia; in fact, we are cur- 
rently engaged in analyzing these interviews with respect 
to how experiential factors and their interaction with bio- 
logical vulnerability make possible or prevent the devel- 
opment of schizophrenia. Environmental factors have al- 


Prevalence of Schizophrenia Spectrum Disorders in the Biological and Adoptive Relatives of Schizophrenic Index and Control Subjects, 


from Consensus Diagnosis on Interview 








Diagnosis of Schizophrenia in Relatives 





\ Number of 











Relatives Chronic Latent Uncertain Total 

Type of Relative Identified | Number Percent Number Percent Number Percent Number Percent 
Biological relatives of 

schizophrenic adoptees 173 5* 2.9 6 3.5 13** 7.5 24*** 13.9 
Biological relatives'of 

control adoptees 174 0 — 3 1.7 3 1.7 6 3.4 
Adoptive relatives of 

schizophrenic adoptees - 74 i 14 0 — i 1.4 2 2.7 
Adoptive relatives of 

control adoptees 91 1 1.1 l 1.1 3 3.3 5 5.5 








*p « .05 (significances apply to differences between biological relatives of schizophrenic adoptees and controls; other differences were not significant). 


p< Ol. 
- RED < O01. 
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FROM RATIONALIZATION TO REASON 


TABLE 3 
Schizophrenic Illness in the Biological Paternal Half-Siblings of 
Index and Control Groups 


Biological Paternal Half-Siblings of 











Index Group Control Group 
(N = 63) (N = 64) 
Diagnosis Number Percent Number Percent 
Definite schizophrenia 8 13* l 1.6 
Definite or uncertain 
schizophrenia 14 22** 2 3.0 











*p = .015 (significances apply to differences between index and control groups, 
by Fisher’s exact probability test). 
**p = 001. 


ways been an important part of medical models of illness, 
and, in the case of disorders of thought, mood, and be- 
havior, one recognizes the operation of psychological 
processes and social influences that cannot be described 
or examined in physicochemical terms (16). They can still 
be studied scientifically, however, and there are impor- 
tant scientific disciplines devoted to that pursuit. 

Diabetes mellitus is analogous to schizophrenia in 
many ways. Both are symptom clusters or syndromes, 
one described by somatic and biochemical abnormalities, 
the other by psychological. Each may have many etiolo- 
gies and shows a range of intensity from severe and de- 
bilitating to latent or borderline. There is also evidence 
that genetic and environmental influences operate in the 
development of both. The medical model seems to be 
quite as appropriate for the one as for the other. 


CONCLUSIONS 


The medical model of mental illness has been criticized 
for the unnecessary and unfortunate social consequences 
that sometimes accrue to the mentally ill (and that have 
occurred throughout history, long before there was ever a 
concept of mental illness). Good sense and logic would 
require that we address ourselves to the problem of social 
attitudes. Meanwhile, let us not forget the salutary con- 
sequences that are an inherent part of the medical model: 
the requirements to relieve suffering; to observe, to study, 
to try to understand the underlying mechanisms of the 
disorder; to carry out research so that someday we will be 
able to prevent it and treat it effectively. 

The psychiatrist is best equipped to carry out these re- 
sponsibilities toward the mentally ill on the basis of his 
broad background in medicine, in clinical psychology and 
psychopathology, and in the scientific method as it is ap- 
plied to medicine. Yet psychiatry is in an identity crisis 
precisely because it has branched out well beyond mental 
illness into problems it is not especially qualified to 
handle—community, national, and international affairs; 
poverty, politics, and criminality. In each of these areas, 
we have responsibilities as citizens and human beings; we 
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have yet to demonstrate any special competence as psy- 
chiatrists. Sir Aubrey Lewis commented on the state of 
psychiatry thus, “It may be that there is no form of social 
deviation in an individual which psychiatrists will not 
claim to treat or prevent—the pretentions of some psy- 
chiatrists are extreme” (17, p. 189). I am also reminded 
of a little poem for which I am indebted to Dana Farns- 
worth: 


There was a man named Dr. Peck, 

Who fell in a well and broke his neck. 
People said he should have known, 

To treat the sick and leave the well alone. 


The medical model led in another era to the conquest 
of the psychoses of paresis and pellagra, which were ma- 
jor mental illnesses of their time; for these disorders our 
efforts today must be applied to the delivery and utiliza- 
tion of the knowledge we have. But there are several mil- 
lion people in our society, and a comparable fraction in 
every human society that has been examined, who suffer 
from various forms of serious mental illness that we do 
not yet understand. The mentally ill do not disappear un- 
der the most drastic of social changes; their number re- 
mains unhappily large under democracy or monarchy, 
fascism or communism, tyranny or benevolence. Psychi- 
atry has learned to describe their illnesses and to differ- 
entiate them into diagnostic categories for the purpose of 
treatment, which it can sometimes carry out effectively. 
They suffer from illnesses whose etiology and pathogene- 
sis at the biological, psychological, and sociological levels 
are still obscure and we have only unsubstantiated hy- 
potheses of how to prevent them. Only research can give 
us these answers (18). Rationalizations that retard re- 
search can only make that goal more difficult to attain. 
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Utilization of Care for Mental Disorders Under the Blue Cross and 
Blue Shield Plan for Federal Employees, 1972 


BY LOUIS S. REED, PH.D. 





The author examines in detail the utilization experience 
under the Blue Cross and Blue Shield plan for federal 
employees, especially its high option program, which pro- 
vides virtually equal benefits for mental as for other con- 
ditions. Under this option total benefits paid for the care 
of mental conditions in 1972 amounted to $11.92 per per- 
son covered, which was 7.3 percent of the total benefits 
for all conditions. Comparison with previous years shows 
that utilization of care for mental conditions is increasing 
absolutely and in relation to utilization for all conditions, 
a trend manifest since the beginning of the program. 
Some explanations of this trend are offered. 





PSYCHIATRISTS AND HEALTH INSURANCE organizations 
have shown much interest in recent years in the utiliza- 
tion of care for mental conditions under health insurance. 
Psychiatrists hope that such data will show that it is fea- 
sible to cover mental conditions under health insurance— 
that the costs will be only moderate. Health insurance or- 
ganizations desire such data to help them determine pol- 
icy with respect to coverage of mental conditions. 

In 1970 the American Psychiatric Association began 
an extensive project, with financial aid from the National 
Institute of Mental Health, to bring together available 
data on the benefits for and utilization of care for mental 
conditions under various private health insurance and 
public programs. I was the director of that project, which 
resulted in the publication by the Association in 1972 of a 
sizable volume titled Health Insurance and Psychiatric 
Care: Utilization and Cost (1). 

Of primary interest among the 40-odd private health 
insurance plans Mor which data were provided was the 
Blue Cross and Blue Shield plan for federal employees. 
This plan offers exiensive benefits for mental conditions 
(virtually equal to those provided for other conditions), 
covers a large population (over five million people), and 
supplied a wealth of utilization and cost data. 

The present article updates the salient utilization data 
for this plan; the former data were for 1969. It summa- 
rizes the results of a study that the Association commis- 
sioned because it felt that in view of possible consid- 
eration of national health insurance by Congress, up-to- 
date figures on this program would be useful. 


Dr. Reed is a Consultant in Health Economics. Address any inquiries 
to him at 1232 Somerset Dr., McLean, Va. 22101; address reprint re- 
quests to Publication Services, American Psychiatric Association, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. 
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POPULATION COVERED 


The plan offers two levels of benefits—a high and a low 
option. As of June 30, 1972, 4,339,931 persons were cov- 
ered under the high option (of these, 1,156,216 were em- 
ployees, 278,936 annuitants, and 2,964,799 dependents), 
and 643,274 were covered under the low option (159,225 
employees, 51,130 annuitants, and 437,919 dependents). 

As for the general characteristics of the covered popu- 
lation, based on what is known of federal employees (of 
whom the Blue Cross and Blue Shield group constitutes 
over 50 percent) one may note that they are distributed 
throughout the United States, with about 12 percent of 
the total in the Washington, D.C., metropolitan area, 
and that the group includes large numbers of blue-collar 
workers—mainly Postal Service and Department of De- 
fense employees—but probably has a somewhat higher 
percentage of white-collar workers and a higher average 
income level than the general working population. 


BENEFITS PROVIDED 


Benefits under both options consist of basic hospital 
benefits, basic surgical-medical benefits, maternity bene- 
fits, and supplemental benefits. There were no changes in 
benefits for mental conditions between 1969 and 1972, 
and only a few minor changes in those for other condi- 
tions. Benefits in 1972 may be summarized as follows: 


High Option 


Basic hospital benefits. Inpatient care includes care in 
semiprivate accommodations for up to 365 days for each 
confinement. All hospital services (operating room, anes- 
thesia, drugs, X ray, laboratory, etc.) are covered in full. 
The same benefits are provided for mental conditions, but 
only in general hospitals and in mental hospitals that are 
member hospitals of Blue Cross plans. Care in non- 
member mental hospitals is covered under supplemental 
benefits. Outpatient care includes services in connection 
with, and within 72 hours after, an accidental bodily in- 
jury or onset of a medical emergency; services in con- 
nection with surgery performed in a hospital outpatient 
department or physician's office; X-ray and laboratory 
services, EKGs, and other tests; radiation therapy; casts; 
and suture removal. The same benefits prevail for mental 
disorders as for other disorders. 


Basic surgical-medical benefits. These include surgery 
(wherever performed); physician assistant at surgery; in- 
hospital medical care (including in-hospital psychother- 
apy); intensive medical care; consultations; anesthesia 
service; X-ray and laboratory service (for a bed patient or 
when performed in a hospital outpatient department or 
physician’s office); emergency treatment in connection 
with, and within 72 hours after, an accidental bodily in- 
jury or the onset of a medical emergency; electroconvul- 
sive therapy; radiation therapy; physiatrics; and removal 
of casts or sutures. 

In 1972 the plan paid physicians their usual, custom- 
ary, and reasonable charges for these services in all areas 
of the country, except that in three areas (Rochester and 
Jamestown, N.Y., and Connecticut) physicians were paid 
scheduled fees that were accepted by participating physi- 
cians as full payment of their charges to patients with in- 
comes under specified levels. For all practical purposes, it 
may be said that physicians’ charges for the services 
listed were paid in full. Any charges not paid were cov- 
ered under supplemental benefits. 

Maternity benefits. Hospital care was the same as for 
other conditions. An allowance was made for physicians’ 
services including prenatal and postnatal care up to 
specified amounts, varying by plan areas. 

Supplemental benefits. These cover charges for medi- 
cally necessary covered services and supplies in or out of 
hospital to the extent that such charges are not covered 
under basic benefits. The plan pays 80 percent of covered 
charges in excess of a deductible of $100 for each person 
for each calendar year; not more than two deductibles 
need be satisfied by a family. Covered services and sup- 
plies include hospital and physician services, X-ray and 
laboratory services, orthopedic equipment, prescribed 
drugs, private duty nursing service, and rental of durable 
medical equipment. 

The same benefits are provided for mental disorders. 
They include— when performed at the direction of and 
under supervision of the attending physician—day and 
night hospital care, group therapy, collateral visits with 
family members, and services of a mental health team 
(physician, psychologist, psychiatric nurse, and psychiat- 
ric social worker). 


Low Option 


Basic hospital benefits cover the same services as under 
the high option but are limited to 30 days per con- 
finement. 

Basic surgical-medical benefits cover the same serv- 
ices, but the benefits consist of scheduled indemnities or 
allowances against physicians' charges. 

Basic maternity benefits cover the same services, but 
the plan will pay no more than $150 for hospital care 
(plus up to $20 for administration of anesthesia), and 
physician benefits are limited to $125. 

Supplemental benefits are similar to those under the 
high option, but the plan pays 75 percent of covered 
charges in excess of a deductible of $150 for each person 
each year. 


LOUIS S. REED 


UTILIZATION EXPERIENCE, 1972 


Utilization experience for all conditions and for mental 
disorders for the high option is shown in tables 1-4.! 


Basic Hospital Benefits 


Under the high option, admissions for mental dis- 
orders were 5.1 per 1,000 covered population, equal to 3.9 
percent of admissions (131.7) for all conditions, including 
maternities. Days for mental conditions numbered 89.2 
per 1,000 population and constituted 9.0 percent of days 
(995) for all conditions. Average length of stay was 17.6 
days as against 7.6 days for all conditions. Total covered 
charges (in effect, benefits paid) for mental conditions 
amounted to $5.68 per person of the covered population, 
equal to 6.2 percent of total covered charges ($91.28) for 
all conditions. 

Outpatient cases of mental conditions numbered 0.6 
per 1,000 population, or 0.2 percent of those for all condi- 
tions, and total covered charges amounted to one-tenth of 
a cent per covered person—0.2 percent of the amount 
($5.97) for all conditions. 

Total inpatient and outpatient hospital covered 
charges (benefits) for mental disorders amounted to $5.70 
per covered person, or 5.9 percent of covered charges for 
all conditions. In considering these figures one should re- 
member that basic hospital benefits do not cover charges 
in nonmember mental hospitals.? 

Under the low option, admissions for mental condi- 
tions numbered 2.4 per 1,000 population—2.9 percent of 
admissions (83.3) for all conditions. Average length of 
stay was 10.7 days, as against 6.6 days for all conditions, 
and total days covered were 26.1 per 1,000 population, 
equal to 4.8 percent of the total days (546 per 1,000) for 
all conditions. Total covered charges amounted to $1.58 
per person covered, compared with $40.68 for all condi- 
tions (3.9 percent). As under the high option, outpatient 
cases and covered charges for mental conditions were 
minuscule compared with those for all conditions. 

The much lower hospital admission rate under the low 
option, both for mental and for all conditions, is probably 
due to the fact that relatively more persons who are 
healthy and know of no conditions for which they might 
need care have selected this option. 


Basic Surgical-M edical Benefits 


It was necessary, in part, to estimate utilization of care 
for mental conditions since beginning in 1972 the plan 
ceased to code in-hospital visit days and consultations by 
cause. However, the plan initiated the practice of obtain- 
ing precise data on certain procedures that in the case of 
mental conditions had previously been included with in- 


! Tables showing data for the low option are available from the Ameri- 
can Psychiatric Association on request. 


? As of April 1971, 85 of 170 private mental hospitals with 55 percent of 
the total number of beds were Blue Cross member hospitals, and 34 of 
384 government mental hospitals, with less than 10 percent of the total 
beds, were Blue Cross member hospitals (1, p. 53). 
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UTILIZATION OF CARE FOR MENTAL DISORDERS 


TABLE | 


Utilization of Basic Hospital Benefits, High Option, for Average Covered Population of 4.399.931 in 1972 


Inpatient 


Outpatient 





Average 
Length 
of Stay 

(in Days) 


Number of Number of 


Item Admissions Days 


Covered 
Charges 
(Benefits) 


Covered 
Charges 
(Benefits) 


Charges 
Per Case 


Charges 
Per Day 


Charges 


Per Case Cases 





All nonmaternity 
conditions 

Maternities 

Total 

All conditions 
per 1,000 
covered 
population 

All conditions 
per person 
covered — = — 


534,245 
45,060 
579,305 


4,190,209 7.8 
185,981 4.1 
4,376,190 7.6 


131.7 


Mental disorders 22,367 17.6 
Mental disorders 

per 1,000 

covered 

population 5.1 
Mental disorders 

per person 

covered — — — 
Mental disorders 

as percent 

of all 


conditions 3.9 9.0 — 


392,566 


$377,801,280.00 
23,836,172.00 
401,637,452.00 


994.6 — — 


25,000,026.00 


89.2 v — 


$ 90.16 
128.16 
91.78 


$ 707.17 
528.99 
693.31 


988,786 — $26,263,009.00 


988,786  26,263,009.00 


224.7 — — 


91.28 — — — 5.97 — 


63.68 1,117.72 61,410.00 24.85 


5.68 — — — 0.01 — 





hospital visits. The result is that 1972 data are available 
on the number of claims, visit days, and benefits paid for 
in-hospital psychotherapy and electroconvulsive treat- 
ments, but not on the total number of claims, visit days, 
and benefits for in-hospital visits for mental conditions. 
Comparison of the 1972 data with the 1971 data (the last 
year in which in-hospital visits were coded by cause) dis- 
closed that a substantial number of in-hospital visits to 
patients with mental conditions were not coded as psy- 
chotherapy. Accordingly, estimates of the total claims, 
visit days, and benefits paid for in-hospital care of mental 
conditions were made for 1972 by assuming that the data 
for 1972 bore the same relation to those for 1971 as the 
figures for 1972 hospital admissions, days, and benefits 
under basic hospital benefits bore to the analogous 
figures in 1971. 

On this basis it is estimated that in 1972 under the high 
option there were 4.9 claims per 1,000 population for in- 
hospital medical care of mental conditions, involving 71.7 
visit days per 1,000 and total benefit payments amount- 
ing to $1.17 per person covered. Included in these are 
psychotherapy claims and visit days of 3.2 and 41.5 per 
1,000, respectively, and benefit payments of 74 cents per 
person and electroconvulsive claims and visit days of 0.6 
and 6.1 per 1,000, with benefit payments of 12 cents per 
covered person. These figures are precise, not estimated. 
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Claims (estimated) for in-hospital visit days for mental 
conditions amounted to 6.0 percent of claims for in-hos- 
pital visits for all conditions. Visit days for mental condi- 
tions amounted to 10.9 percent of in-hospital visit days 
for. all conditions, and benefits for such mental care 
amounted to 16.1 percent of visit-day benefits for all con- 

„ditions. However, in comparison with total claims and 
benefits for all inpatient care under basic surgical-medi- 
cal benefits (including surgery, anesthesia, maternity, X 
rays, etc.), claims and benefits for mental conditions were 
quite small—1.5 percent of all claims and 3.3 percent 
($35.47) of all benefits per person. 

Claims and benefits for outpatient care of mental con- 
ditions were small. They consisted of electroconvulsive 
treatments, at the rate of 0.2 per 1,000 population, with 
benefit payments amounting to 2 cents per covered per- 
son. Total benefits paid (under basic surgical-medical 
benefits) for inpatient and outpatient care of all condi- 
tions amounted to $51.96 per person covered, of which 
benefits for mental conditions amounted to $1.19 per 
person, or 2.3 percent. 

Under the low option, total benefits for inpatient and 
outpatient care of mental conditions amounted to 15 
cents per person covered, equal to 1.0 percent of the total 
benefits for inpatient and outpatient care of all condi- 
tions. 


TABLE 2 
Utilization of Basic Surgical-Medical Benefits, High Option 


LOUIS S. REED 






































Inpatient Outpatient 
r Ju Benefits Benefits 
Claims Visit Days Benefits Per Benefits Per 
Per Per Amount of Per Person Number of Amount of Per Person 
Item Number 1,000 Number 1,000 Benefits Claim Covered Claims Benefits Claim Covered 
All nonmaternity 
conditions 
Surgery 397,157 | 90.3 — — $ 77,240,544 $194.48 $17.58 987,136 $27,707,005 $28.07 $ 6.30 
Anesthesia 202,341 46.0 — -—- 14,302,818 70.69 3.25 7,299 299,569 41.04 .07 
Medical care 
In-hospital 
visits 355,492 80.8 2,893,286 657.6 31,732,123 89.26 7.21 
Other* 39,204 8.9 2411 35 1,192,069 30.41 37 
Total 394,606 89.7 2,895,697 658.1 32,924,192 83.42 7.48 288,269 5,454,290 18.92 1.24 
Maternities 81,140 18.4 — — 15,854,672 195.40 3.60 
Total 1,457,445 331.2 2,895,697 658.1 156,066,074 107.08 35.47 3,349,876 72,566,462 21.66 16.49 
Mental disorders 
Medical care** 
Psychotherapy 14,228 3.2 182,440 41.5 3,265,504 229.51 74 — 
ECT 2,708 6 26,728 6.1 520,609 192.25 12 1,054 91,605 86.9! .02 
Other in- 
hospital 
visits*** 4,532 1.0 106,213 24.1 1,362,899 300.73 31 - 
Total 21,468 4.9 315,381 71.7 5,149,012 239.85 1.17 1,054 91,605 86.91 .02 
Mental disorders 
as percent 
of all 
conditions l5 — 109 — 33 — — — 0.1 — — 


ss This category includes EKGs, EEGs, hemodialysis, and various other items. 


for mental disorders. 


The totals for inpatient care in this category are estimates based on 1971 data in conjunction with 1972 and 1971 data on hospital admissions, days, and charges 


**These figures represent the difference between the total and the sum of the other two items. 


Supplemental Benefits 


Under the high option, the number of cases (claims)? 
with reimbursable charges for hospital care of mental 
conditions numbered 1.3 per 1,000 population (24.3 per- 
cent of all cases for all conditions).? Total charges for 
covered services on these cases or claims amounted to 
$1.26 per covered person, or 69.4 percent of charges for 
covered services for hospital care for all conditions. The 
high percentage of the total representing charges for care 
of mental conditions is due to the fact that almost all 
charges for hospital care of nonmental conditions are 
covered under basic hospital benefits,’ and that hospital 
care for mental conditions in nonmember mental hospi- 
tals is paid only under supplemental benefits. Supplemen- 
tal benefits for all types of care for mental conditions 


? The plan uses the term "cases," but in effect the term means “‘claims” 
for reimbursement of charges for this type of care. A subscriber will of- 
ten submit a claim involving charges for several different types of care, 
ie., physicians’ services, drugs, special nursing, etc. A charge for each 
type of care on such a claim becomes a “case.” A case or claim for hos- 
pital care is not tantamount to an admission; there might be several 
claims for reimbursement of hospital charges for a single admission. 


* [n considering these data one should bear in mind that a subscriber 
will not submit a claim (or will not have a valid claim) unless covered 
charges of more than $100 per person have been incurred in the calen- 
dar year. 


paid 73.1 percent of covered charges for covered services. 
This information is not available for each type of service. 
However, if one applies this overall percentage to the 
charges for hospital care, one may estimate that benefits 
paid for hospital care for mental conditions under supple- 
mental benefits amounted to 92 cents per covered person. 

Cases (claims) involving charges for physician care for 
mental disorders (virtually all of this would be for out- 
patient care since inpatient care is paid for under basic 
surgical-medical benefits) numbered 18.5 per 1,000 popu- 
lation.* It should be borne in mind that a person who had 
one, two, or possibly three visits to a psychiatrist in a 
given year and no other outpatient physician care and no 
other type of care covered under supplemental benefits 
would not have a valid claim since the incurred charges 


$ Virtually the only charges for hospital care in general hospitals not 
met under basic benefits involve patients requiring care for more than 
365 days per confinement and care in nonmember general hospitals, for 
which the plan pays 80 percent of charges under basic benefits, with the 
other 20 percent reimbursable under supplemental benefits. Care in 
nonmember tuberculosis hospitals is also paid for only under supple- 
mental benefits. 


* The number of cases or claims with charges for physician care for 
mental conditions does not indicate the number of different persons in a 
year with some outpatient psychiatric care. If a person was receiving 
care over several months, the psychiatrist billed him monthly, and the 
subscriber presented monthly claims for reimbursement, there would be 
several claims from this person. 
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TABLE 3 


Utilization of Supplemental Benefits, High Option 




















Cases Charges for Covered Services Benefits 
Per Per 
Per Person Person 
Item Number: 1,000 Amount Covered Per Case Covered 
Charges for all conditions 
Hospital 23,830 5.4 $ 8,001,378 $ 1.82 $335.77 $ 1.16* 
Physician 364,468 82.8 43,317,946 9.85 118.85 6.29* 
Special nursing 6,051 1.4 2,660,490 .60 439.68 .38* 
Drugs 314,637 71.5 30,477,898 6.93 96.87 4.43* 
Other 39,429 9.0 5,051,464 1.15 128.12 .73* 
Total 748,415 170.1 89,509,176 20.34 119.60 13.00 
Payments for all conditions 
Covered by program — — 57,179,561** 13.00** — 13.00 
Patient paid — — 32,802,320** 746** — — 
Percent covered by program — — 63.9 63.9 — = 
Charges for mental disorders 
Hospital 5,781 1.3 5,553,888 1.26 960.71 .92* 
Physician 81,332 18.5 20,753,071 4.72 255.16 3.45* 
. Special nursing 216 A 64,515 02 298.68 01* 
Drugs 27,620 6.3 2,113,332 .48 76.51 35* 
Other*** 7,295 1.7 1,794,373 4I 245.97 .30* 
Total 122,244 27.8 30,279,179 6.88 247.69 5.03 
Payments for mental disorders 
Covered by program — — 22,123,409** 5.03** — — 
Patient paid — — 8,277,501** 1.88** — — 
Percent covered by program — — 73.1 73.1 — — 
Mental disorders as percent of all conditions 
Hospital 24.3 E 69.4 69.4 — 79.3 
Physician 22.3 — 47.9 47.9 — 54.8 
Special nursing 3.6 — 2.4 2.4 — 2.6 
Drugs 8.8 — 6.9 6.9 — 7.9 
Other 18.5 — 35.5 35.5 -— 41.1 
Total 16.3 = 33.8 33.8 — 38.7 
* Estimated figure. 
** Does not add to total because of rounding at various steps. 
*** Includes charges of psychologists. 
TABLE 4 
Summary of Benefits Paid, High Option 
Covered Charges or Benefits Paid 
All Conditions Mental Disorders Mental Disorders as 
Per Person Per Person Percent of 
Type of Benefit Amount Covered Amount Covered All Conditions 
Basic hospital benefits 
Inpatient $401 ,637,452 $ 91.28 $25,000,026 $ 5.68 6.2 
Outpatient 26,263,009 5.97 61,410 .01 0.2 
Total 427,900,461 97.25 25,061,436 5.70 5.9 
Basic surgical-medical 
benefits 
Inpatient 156,066,074 35.47 5,149,012 1.17 3.3 
Outpatient 72,566,462 16.49 91,605 .02 —* 
Total 228,632,536 51.96 5,240,617 1.19 23 
Supplemental benefits 57,179,561 13.00 22,123,409 5.03 38.7 
Total, all benefits 162.21 52,425,462 11:92 7.3 


713,712,558 





*This figure is less than one-tenth of one percent, 
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would not come to more than the $100 deductible. Total 
charges for physician services for mental conditions 
(again presumably all of this was for outpatient care, i.e., 
care in the office, hospital outpatient department, or 
clinic) amounted to $20,753,071,’ or $4.72 per person 
covered, and constituted 47.9 percent of all charges for 
physician services for all conditions ($9.85 per person 
covered).? 

The high percentage of total charges representing 
charges for the care of mental conditions calls for com- 
ment. One factor is that a large proportion of physician 
charges for all conditions— practically all charges for 
surgery (wherever performed), all X-ray and laboratory 
services, all in-hospital visits, and most charges for ma- 
ternity care—is met under basic benefits. (The only 
charges for these services that come under supplemental 
benefits are charges in excess of those which the plan will 
pay, and these are relatively very small when physicians 
are paid on the basis of their usual, customary, and rea- 
sonable charges.) Hence the great bulk of physician 
charges that are submitted on claims for reimbursement 
under supplemental benefits are for outpatient care. Here 
charges for psychiatric care loom large, particularly un- 
der arrangements in which only charges in excess of the 
$100 deductible are reimbursable. Three or more visits to 
a psychiatrist at $35 an hour will result in charges ex- 
ceeding the deductible. But for other conditions, a consid- 
erable part of all physician charges for outpatient care 
concerns cases in which the patient has only a few physi- 
cian visits a year and, since total charges do not come to 
more than $100, no claim is filed.’ 

On the assumption that physician charges for care of 
mental conditions were reimbursed by supplemental ben- 
efits to the same degree as all types of care for mental 
conditions, i.e., 73.1 percent, it is calculated that benefits 
paid for outpatient care of mental conditions amounted 
to $3.45 per covered person. 

Total physician charges for mental care per case 
amounted to $255. Assuming psychiatrists’ fees of $30 to 
$35 per hour in 1972, this would indicate an average of 
about 8 visits per case. The validity of this figure is debat- 
able, since a case represents any claim involving a charge 
for physician service. If a psychiatrist saw a patient once 
a week and billed monthly for his services, there would be 
I claim each month, for about 4 visits, but the total num- 
ber of visits by this patient during the year might well 
have been 20 or more. 


? |f one divides this figure by an assumed average charge of $35 per 
visit, a visit rate of 135 per 1,000 population covered is indicated; if one 
assumes an average charge of $30 per visit, the visit rate would be 157 
per 1,000 population. 


* The study of the 1969 experience showed wide variation by region in 
per capita physician charges for care of mental disorders under supple- 
mental benefits. They varied from a low of 40 cents per person in the 
East South Central area to a high of $6.08 in the South Atlantic states, 
the latter being due to average charges of $8.41 in the District of Co- 
lumbia, Maryland, and Virginia and charges of 66 cents in the other 
states in this region. The national average was $2.86. 


? [n 1969, 31 percent of the population did not have a single visit to a 
physician, and 48 percent had only 1 to 4 visits (2). 


LOUIS S. REED 


The frequency of claims and the amount of charges for 
other services for mental conditions were both relatively 
low—2 cents per covered person for special nursing, 48 
cents per covered person for drugs, and 41 cents for 
“other services." This last item includes charges for the 
services of psychologists. 

All told, charges for covered services for mental condi- 
tions under high option supplemental benefits amounted 
to $6.88 per covered person (33.8 percent of all charges 
for all conditions), of which $5.03 was covered (paid) by 
the program and $1.85 was paid by the patient. 

Under the low option, the number of cases involving 
claims for reimbursement of hospital charges for mental 
disorders was 0.6 per 1,000 population, with total charges 
of 62 cents per person covered. Such charges amounted 
to 37 percent of hospital charges for all conditions. The 
percentage is lower than under the high option since 
charges for any care beyond 30 days per confinement be- 
come eligible for reimbursement under supplemental 
benefits. Charges for physician services for mental condi- 
tions amounted to $1.09 per covered person, equal to 25 
percent of total charges for physician services for all con- 
ditions. One reason this percentage is lower than under 
the high option is because physician charges that are in 
excess of the scheduled allowances paid under the low op- 
tion basic benefits are eligible for reimbursement under 
supplemental benefits. 

Total charges for all covered services for mental condi- 
tions amounted to $1.93 per person covered, of which 
about $1.26 was paid by the program (65.3 percent) and 
about 68 cents was paid by the patient. 


All Benefits 


Under the high option, total benefit payments (under 
both basic and supplemental benefits) for care of mental 
conditions amounted to $11.92 per person covered, repre- 
senting 7.3 percent of the total benefits ($162.21) paid for 
all conditions per person covered. 

Under the low option, all benefit payments for mental 
conditions amounted to $3.00 per person covered—4.6 
percent of total benefits ($64.78) paid for all conditions. 


Total Utilization of Hospital Care and Physician 
Services Under Basic and Supplemental Benefits 


Bringing together the data under basic and supplemen- 
tal benefits, it appears that in 1972 under the high option 
there were approximately 6.4 hospital admissions per 
1,000 population for mental disorders (4.7 percent of all 
admissions), and that these admissions involved approxi- 
mately 109 days of care per 1,000 population, equal to 
10.7 percent of the total for all conditions. About four- 
fifths of the total days were under basic benefits, and a 
little less than one-fifth were under supplemental benefits. 
Total charges for inpatient and outpatient hospital care 
of mental disorders amounted to $6.96 per person cov- 
ered—7.0 percent of charges for all conditions—and total 
benefits paid amounted to approximately $6.62 per per- 
son covered—6.7 percent of benefits for all conditions 
(see table 5). 
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TABLE 5 
Combined Utilization of Hospital Care Under Basic and Supplemental Benefits 


All Conditions 


Mental Disorders 





Mental Disorders 














Basic Supplemental Basic Supplemental as Percent of 
Item Benefits Benefits Total Benefits Benefits Total All Conditions 
High option 
Admissions per 
1,000 covered . 
population 131.7 54 137.1 5.1 13 6.4 4.7 
Days per 1,000 
covered - 
population 994.6 25.9* 1,020.5 89.2 19.8* 109.0 10.7 
Charges per 
person covered** $97.25 $1.82 $99.07 $5.70 $1.26 $6.96 7.0 
Benefits per 
person covered** $97.25 $1.16*** $98.41 $5.70 $ 92 $6.62 6.7 
Low option 
Admissions per 
1,000 covered H 
population 83.3 2.9 86.2 24 6 3.0 3.5 
Days per 1,000 
covered 
population 546.3 24.3* 570.6 26.1 10.2* 36.3 6.4 
Charges per . 
person covered* * $43.97 $1.67 $45.54 $1.59 $ .62 $2.21 49 
Benefits per 
person covered** $43.97 $1.08*** $45.05 $1.59 $ 40*** $1.99 44 
* Estimated on the basis of average charges per day, under basic hospital benefits, for mental and nonmental cases, respectively. 
**Includes outpatient care. 
*** Estimated by assuming that benefits paid the same proportion of total charges for each service as for all types of care. 
TABLE 6 
Combined Utilization of Physician Services Under Basic and Supplemental Benefits 
High Option Low Option 
Charges Benefits Charges Benefits 
Claims Per Per Claims Per Per 
Item Per 1,000 Person Person Per 1,000 Person Person 
All conditions 
Basic surgical-medical benefits 
Inpatient 331.2 $35.47 $35.47 180.4 $ 9.07 $ 9.07 
Outpatient 761.3 16.49 16.49 364.0 5.98 5.98 
Total 1092.5 51.96 51.96 544.4 15.05 15.05 
Supplemental benefits 82.8 9.85 6.29* 34.3 4.29 2.78* 
Total 1175.3 61.81 58.25 578.7 19.34 17.83 
Mental Disorders 
Basic surgical-medical benefits 
Inpatient 4.9 1.17 1.17 19 15 15 
Outpatient 2 02 02 — — — 
Total 5.1 1.19 1.19 1.9 .15 AS 
Supplemental benefits 18.5 4.72 3.45* 4.0 1.09 Ae 
Total 23.6 5.91 4.64 5.9 1.24 .86 
Mental disorders as percent of all 
conditions 2.0 9.6 8.0 1.0 6.4 4.8 





*Estimated by assuming that benefits paid the same proportion of total charges for each service as for all types of care. 
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TABLE 7 
Changes in Utilization, All Benefits, 1966-1972 


LOUIS S. REED 








Utilization Change, in Percents 
Item 1966 1969 1972 1969-1972 1966-1972 
High option 
Basic hospital benefits per covered person 
All conditions $45.08 $ 67.30 $ 97.25 +44.5 +115.7 
Mental disorders 1.80 3.24 5.70 +75.9 --216.7 
Mental disorders as percent of all conditions 4.0 4.8 5.9 — — 
Basic surgical-medical benefits per covered person 
All conditions $19.03 $ 32.54 $ 51.96 4-59.7 4173.0 
Mental disorders 29 66 1.19 4-80.3 4310.3 
Mental disorders as percent of all conditions 1.5 2.0 2.3 — — 
Supplemental benefits per covered person 
All conditions $ 8.11 $ 10.14 $ 13.00 +28.2 + 60.3 
Mental disorders* 1.40 3.19 5.03 +57.7 +259.3 
Mental disorders as percent of all conditions 17.3 31.4 38.7 — — 
All benefits per covered person 
All conditions $72.22 $109.98 $162.21 +47.5 +124.6 
Mental disorders 3.50 7.07 11.92 +68.6 +240.6 
Mental disorders as percent of all conditions 4.8 6.4 73 — -— 
Low option 
Basic hospital benefits per covered person . 
All conditions $24.59 $ 33.97 $ 43.97 4294 4 78.8 
Mental disorders ` 70 1.12 1.59 +42.0 +127.1 
Mental disorders as percent of all conditions 2.8 33 3.6 — — 
Basic surgical-medical benefits per covered person 
All conditions $ 8.22 $ 11.75 $ 15.05 +28.1 + 83.1 
Mental disorders .08 12 15 425.0 + 87.5 
Mental disorders as percent of all conditions 1.0 1.0 1.0 — e 
Supplemental benefits per covered person 
` All conditions $ 2.38 $ 345 $ 5.76 467.0 4-142.0 
Mental disorders* A6 94 1.26 +34.0 +173.9 
Mental disorders as percent of all conditions 19.2 27.2 21.8 — — 
All benefits per covered person 
All conditions $35.19 $ 49.17 $ 64.78 431.7 + 84.1 
Mental disorders 1.24 2.18 3.00 +37.6 +141.9 
Mental disorders as percent of all conditions 3.5 44 4.6 -— — 





*In 1966, physician charges for outpatient care of mental disorders were reimbursed at only 50 percent, in contrast to 80 percent for all other conditions. 


Under the low option, mental admissions amounted to 
approximately 3.0 per 1,000, days of care to 36.3 per 
1,000, total charges.to $2.21 per person covered, and ben- 
efits to $1.99 per person. The proportion of each of these 
items to the total for all conditions was much lower than 
under the high option. 

As regards utilization of physicians’ services (see table 
6), under the high option there were 23.6 claims per 1,000 
population for care for mental conditions; more than 
three-quarters of these claims were under supplemental 
benefits; it may be presumed that virtually all of these 
were for outpatient care. Mental claims were 2.0 percent 
of all claims. Total charges for physician care amounted 
to $5.91 per person covered—9.6 percent of charges for 
physician services for all conditions." Benefits paid for 
physician care of mental disorders amounted to $4.64 per 
person covered—the difference, of course, being what the 
patient paid directly by means of the deductible and 


" At the end of 1971, psychiatrists engaged in patient care (including 
child psychiatrists) constituted 7 percent of the total number of physi- 
cians engaged in patient care. 


coinsurance. Total benefits for physician care of mental 
disorders were 8.0 percent of all such benefits for all con- 
ditions. 

Under the low option, total physician charges for care 
of mental disorders amounted to $1.24 per person cov- 
ered, and total benefits paid for these services amounted 
to approximately 86 cents per person covered. Both of 
these figures constituted a much lower percentage of the 
totals for all conditions than was true under the high op- 
tion. 

Among the reasons for the lower utilization under the 
low option are the lower benefits under this option. Also, 
most of the population covered is younger and healthier; 
the 19 percent of the subscribers (in contrast to 11 per- 
cent under the high option) who are aged 65 and over 
have usually chosen the low option to get low-cost sup- 
plementation of their Medicare coverage, which takes 
care of most of their medical costs. An additional factor 
is that any subscriber knowing that he or a member of his 
family is likely to need extensive care for mental condi- 
tions would probably switch to the high option during the 
annual *open season." 
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TABLE 8 
Changes in Utilization, High Option, Various Items, 1966-1972 

















Utilization Change, in Percents 
Item 1966 1969 1972 1969-1972 1966-1972 
Basic hospital benefits 
Admission rate per 1,000 covered population 
All conditions 133.6 130.7 131.7 + 28 - 14 
Mental disorders 3.7 4.3 5.1 +18.6 + 37.8 
Mental disorders as percent of all conditions 2.8 3.3 3.9 — — 
Rate of days of care per 1,000 covered population 
All conditions 978.9 984.7 994.6 + Ol + 16 
Mental disorders 58.8 69.8 89.2 +27.8 + 51.7 
Mental disorders as percent of all conditions 6.0 7.1 9.0 — 
Average length of stay (in days) 
All conditions 73 7.5 7.6 — + 44 
Mental conditions 15.8 16.3 17.6 480 + 11.4 
Basic surgical-medical benefits 
In-hospital visit days per 1,000 covered population 
All conditions 587.9 591.3 657.6 +11.2 + 11.9 
Mental disorders 48.2 57.6 71.7 +24.5 + 48.8 
Mental disorders as percent of all conditions 8.2 9.7 10.9 — — 
In-hospital visit-day benefits per visit day 
All conditions $ 6.12 $ 8.43 $ 10.96 +30.0 + 79.1 
Mental disorders 5.97 1.11 16.33 447.0 4173.6 
Supplemental benefits 
Hospital cases per 1,000 covered population 
All conditions 13.9 6.3 5.4 -14.3 - 61.2 
Mental disorders 1.6 1.3 1.3 — - 18.8 
Mental disorders as percent of all conditions 11.8 21.2 24.3 — — 
Hospital charges per covered person 
All conditions ` $ 1.42 $ 1.45 $ 182 425.5 4 283 
Mental disorders .62 .90 1.26 4-40.0 +103.2 
Mental disorders as percent of all conditions 43.7 62.3 68.4 — — 
Physician cases per 1,000 covered population 
AH conditions 68.8 70.6 82.8 +17.3 + 20.3 
Mental disorders 8.3 13.3 18.5 +39.1 +122.9 
Mental disorders as percent of all conditions ; 12.1 18.8 22.3 — — 
Physician charges per covered person 
All conditions $ 7.09 $ 8.12 $ 9.85 421.3 +38.9 
Mental disorders 1.67 2.99 4.72 +57.9 +182.6 
Mental disorders as percent of all conditions 23.6 36.8 41.9 — — 











CHANGES IN UTILIZATION, 1966-1972 


The Reed, Myers, and Scheidemandel report (1) 
presented data on utilization under this program for se- 
lected years from 1961 to 1969. The present study enables 
one to observe trends in utilization through 1972. Space 
limitations permit presentation of only summary data for 
the years 1966, 1969, and 1972. 

Table 7 shows the benefit payments per person covered 
for each type of benefit and the percentage change from 
1969 to 1972 and from 1966 to 1972. 

During this period there were no significant changes in 
basic hospital benefits under either option: days of care 
per confinement remained the same for both general and 
mental conditions. The only change of major significance 
in basic surgical-medical benefits was that under the high 
option the local plans gradually changed from paying 
scheduled amounts .to physicians for their services— 
amounts that participating physicians would accept as 
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full payment for their services to patients with incomes 
under certain levels—to the present system of paying 
physicians on the basis of their usual, customary, and 
reasonable charges, an arrangement that results in prac- 
tically full coverage of physician charges. This had the ef- 
fect of reducing extra charges, paid directly by the 
patient, which were reimbursable under supplemental 
benefits. Under supplemental benefits there was a major 
change affecting mental coverage. In 1966 charges for 
outpatient psychiatric care were reimbursable at only 50 
percent; beginning in 1967 such charges were reimbursed 
on the same basis as charges for all other conditions, i.e., 
at 80 percent. 

Table 7 indicates that over the period 1966-1972, per 
capita benefit payments for mental conditions under the 
high option increased at a faster rate than payments for 
all conditions, with the result that mental benefits as a 
proportion of total benefits increased appreciably—from 
4.8 percent to 7.3 percent. The increase took place in all 
three types of benefits but was especially marked in basic 


i 


surgical-medical benefits. This may have been partly due 
to the fact that in 1966 and 1969, when physicians were 
paid on the basis of scheduled allowances, the rates pay- 
able to psychiatrists were quite low in some plans, so the 
shift to paying usual and customary charges was espe- 
cially beneficial to psychiatrists. 

Under the low option, mental benefits increased at 
about the same rate as those for other conditions, and 
there was little increase in the proportion of mental to to- 
tal benefits. 

Table 8 shows changes in various items under the high 
option over the 1966-1972 period. Under basic hospital 
benefits, the rate of hospital admissions for mental condi- 
tions increased, while those for general conditions stayed 
more or less level, with a resultant increase in the propor- 
tion of mental admissions to the total. The average length 
of stay for mental admissions increased, while that for all 
conditions remained about constant, so that the propor- 
tion of days of hospital care for mental conditions in- 
creased appreciably. 

Under basic surgical-medical benefits, claims for in- 
hospital visits for mental conditions increased at about 
the same rate as those for all conditions. Visit days for 
mental conditions increased a little more than those for 
all conditions, as would be expected from the trends in 
hospital cases and days. For reasons previously noted, 
payments to physicians per visit day for mental condi- 
tions increased by 173 percent, compared with 79 percent 
for all conditions. 

Under supplemental benefits, the rate of hospital cases 
for mental conditions declined over the period; the rate 
of hospital cases for all conditions declined much more, 
so that the proportion of mental hospital cases to the to- 
tal increased. (Claims for reimbursement of charges for 
general hospital care under supplemental benefits mainly 
result from hospitalizations in nonmember general hospi- 
tals; the Blue Cross payment to such hospitals under ba- 
sic benefits falls short of the hospital charges, but the vol- 
ume of such care is relatively unimportant.) 

Cases or claims per 1,000 population for reimburse- 
ment of physician charges for care of mental conditions 
(virtually all for outpatient care) more than doubled over 
the six-year period. This probably indicates a substantial 
increase in the number of persons getting outpatient psy- 
chiatric care. The rate of such claims increased much 
more than that for all conditions. (But a factor here is 
that the shift to paying doctors their usual and customary 
charges under basic benefits probably resulted in fewer 
claims for reimbursement of extra charges for surgery, 
in-hospital visits, and other services covered under basic 
benefits.) Total physician charges per covered person un- 
der such claims almost tripled. One may assume that this 
was due not so much to an increase in physician charges 
per visit for mental conditions as to a larger volume of 
service being rendered. Part of the increase was due to the 
more liberal basis of reimbursement for outpatient psy- 
chiatric care introduced in 1967, but it is probable that 
the increase mainly reflects the greater tendency of the 
general population to seek aid in cases of mental or emo- 
tional illness or problems. (From 1963 to 1972 the pro- 
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portion of psychiatrists to all physicians, as reported by 
the American Medical Association, increased from 6.0 to 
6.9 percent [3, 4].) 


CONCLUSIONS AND COMMENT 


The utilization experience under the high option of the 
Blue Cross and Blue Shield plan for federal employees is 
of special interest because the program provides rela- 
tively comprehensive benefits and virtually equal benefits 
for mental conditions. 

Benefits paid under this program in 1972 for care of 
mental conditions amounted to $11.92 per covered per- 
son, or 7.3 percent of the total benefits ($162.21) paid for . 
all conditions. 

Benefits paid for hospital care of mental conditions 
(under both basic and supplemental benefits) amounted 
to approximately $6.62 per covered person—6.7 percent 
of total benefits for hospital care for all conditions. Bene- 
fits paid for physician care of mental conditions 
amounted to approximately $4.64 per covered person, 
8.0 percent of benefits for physician services for all con- 
ditions. Of these benefits, $1.17 was for inpatient care, 2 
cents for care in hospital outpatient departments, and the 
remainder, $3.45, for care in the office and home. Bene- 
fits of 66 cents per covered person were paid for special 
nursing, drugs, and other items and services, probably 
mainly the services of psychologists and social workers. 
From these figures it appears that of the total benefits 
paid for care of mental conditions, almost two-thirds— 
65 percent—was for care of hospitalized inpatients and 
only one-third for outpatient care. Outpatient psychiatric 
care (in the office and home) is paid for on the basis of 80 
percent of charges after a $100 deductible. Total phy- 
sician charges on claims submitted for such outpatient 
care amounted to $4.72 per covered person, of which it is 
estimated that 73 percent was covered by the program. 

Total hospital admissions for mental conditions, under 
both basic and supplemental benefits, numbered approxi- 
mately 6.4 per 1,000 covered persons, equal to 4.7 percent 
of all admissions; days of care numbered 109 per 1,000, 
or 10.7 percent of all hospital days for all conditions. The 
available data do not indicate how many different per- 
sons in a year had some outpatient psychiatric care. 
Claims numbered 18.5 per 1,000 covered population. 
Since a patient may have filed several claims for reim- 
bursement of his psychiatrist's charges when he was re- 
ceiving care over several months or the whole year, all 
that one can say is that at the outside there could not 
have been more than 18.5 patients per 1,000 covered pop- 
ulation. However, this would not include patients who 
had only one or two visits and thus did not incur expense 
(along with expense for care of other illness) that ex- 
ceeded the $100 deductible. If one divides total charges of 
physicians for outpatient psychiatric care by an assumed 
average charge of $30 per visit in 1972, one may calculate 
that the covered population received approximately 157 


"visits per 1,000. No data are available on the distribution 
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of persons having outpatient psychiatric care by amount 
of charges or number of visits in the year, which would 
enable one to determine what proportion of total charges 
was for patients receiving short-term therapy as com- 
pared to those receiving long-term intensive therapy, in- 
cluding psychoanalysis. It would be most helpful to have 
such data. Possibly the plan may find it worthwhile in the 
future to develop such information. 

It is difficult to say what conclusions should be drawn 
from these utilization data. That it cost this program 7.3 
percent of total benefits to provide relatively comprehen- 
sive benefits for mental conditions—virtually the same as 
for other conditions—is an interesting fact. But one can- 
not argue from this that mental health services should be 
covered, totally or partially, under health insurance. One 
does not cover a service because the cost is high or low, 
but rather, because the service is an essential and desir- 
able one and because people need insurance protection 
against heavy costs and may go without the service if in- 
surance does not pay all or part of it. So the question of 
whether care for mental conditions should be covered un- 
der insurance shifts, in the last analysis, to considerations 
other than those discussed in this paper. 

Returning to the matter of cost, the study shows that 
the cost of benefits for mental conditions under the high 
option has since the plan's inception increased more rap- 
idly than total benefit costs for all conditions. Benefit 
payments for mental conditions increased from 3.9 per- 
cent of total benefits for all conditions in 1951-1962 to 
7.3 percent in 1972. Part, but not all, of this increase was 
due to the elimination of special restrictions or limita- 
tions on benefits for mental conditions. 

The increase has been manifested in all parts of the 
program. Thus basic hospital benefits for mental condi- 
tions as a percentage of total basic hospital benefits in- 
creased from 4.0 percent in 1966 to 5.9 percent in 1972, a 
period during which benefit provisions remzined prac- 
tically unchanged. Benefits for mental conditions under 
basic surgical-medical benefits increased during this pe- 
riod from 1.5 to 2.3 percent of total benefits, again with 
no change in benefit provisions. Under supplemental ben- 
efits, benefits for mental conditions increased from 25.8 
percent of total benefit payments in 1968 to 38.7 percent 
in 1972, once more with no change in benefit coverage 
during the period. 

This trend can be ascribed to several factors. Among 
them are the more sophisticated attitude of the general 
population toward mental illness and the greater ten- 
dency to seek help in cases of mental or emotional prob- 
lems; the increase in the number of psychiatrists in pri- 
vate practice and in the proportion of psychiatrists to all 
physicians; the growth of psychiatric units in general hos- 
pitals; and the greater tendency of physicians to refer 
patients with mental or emotional problems to psychia- 
trists. It is probable that the trend noted here will con- 
tinue into the future. At what point psychiatric (and other 
mental health) services will plateau in relation to total 
health services, no one can say. 

It is possible that the higher utilization of care for men- 
tal conditions may reflect, in. part, simply a change in 
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diagnostic reporting—that, for example, some hospital 
admissions which were formerly reported as due to a so- 
matic ailment are now reported more accurately and ap- 
propriately as due to a mental disorder. Also, one should 
not ignore the possibility that appropriate psychiatric 
care of patients with mental conditions may be attended 
by lower utilization than would otherwise have been the 
case of other types of care by these patients, i.e., that 
more visits to psychiatrists may mean fewer visits to in- 
ternists, fewer surgical procedures, and fewer X-ray and 
laboratory services for patients whose problems are es- 
sentially mental or emotional rather than somatic. 

As regards the proportion of benefit expenditures un- 


: der an insurance program that should go for care of any 


specific disease or group of diseases, about all one can say 
is that the benefit expenditures may be too low if, for one 
reason or another, enrollees do not seek or receive serv- 
ices that would improve their health. This would be the 
case if appropriate facilities or personnel were not avail- 
able, if the compensation of providers were unfairly low, 
etc. Contrariwise, benefit expenditures may be too high if 
enrollees receive services that are not needed or are not 
effective, if providers are too generously compensated, or 
if the services needed by enrollees could be provided less 
expensively in other ways. 

In considering the implications of the trend toward 
higher utilization of mental health benefits, one should 
bear in mind that the increase cannot in itself be viewed 
as undesirable or inappropriate. A case could be made 
that the benefits had been inadequate in the past and that 
the increased utilization was not only predictable but de- 
sirable. : 

Finally, it remains to be asked whether utilization un- 
der the Blue Cross and Blue Shield program would be 
fairly representative of that of other insured employee 
groups or of the general population under national health 
insurance. The covered population under the high option 
Blue Cross and Blue Shield plan probably has a higher 
average income and more years of schooling than the 
general population. Various studies have indicated that 
the higher income and better educated strata of the pop- 
ulation use more outpatient psychiatric care than do 
those of lower income and less education, although the 
actual needs of the latter may be greater. On this account 
the outpatient utilization under the Blue Cross and Blue 
Shield program may be higher than that of the general 
run of insured employee groups or of the general popula- 
tion during the initial years of national health insurance. 
However, utilization may be expected to rise as the less 
educated learn to take advantage of available services. 

The hospital utilization under this program, which re- 
lates to a population of active or former employees and 
their dependents, does not reflect the care (large in vol- 
ume of days but relatively low in cost per day) provided 
in state mental hospitals to persons who have been in 
these hospitals for years and thus have not recently been 
members of the working population and who are not de- 
pendents of insured persons. Also, the benefits under this 
plan do not include payments for the education, training, 
and custodial care of the mentally retarded. 


LOUIS S. REED 
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Hofheimer Research Prizes 


The American Psychiatric Association invites applications for its annual Hofheimer Prize 
Awards for outstanding research in psychiatry and mental hygiene. Two awards are given, one 
for a single paper reporting the results of a research project carried out by an individual or a 
group of investigators, and one for a book, monograph, or series of related papers reporting the 
findings of larger studies or research programs as distinguished from single projects. The papers 
must have been published or accepted for publication. Each award carries with it an honorar- 
ium of $750. The awards will be presented at the Convocation of Fellows at the Association's 
annual meeting in Anaheim, Calif., May 1975. 


Applicants must be U.S. or Canadian citizens not older than age 50. If a group of co-workers is 
involved, their median age must be less than 50, and the majority of them must be U.S. or Cana- 
dian citizens. Any professional person who has done creative work in this area is eligible. How- 
ever, the work must have been completed or published within the last three years (on or after 
July 1, 1971). 


To apply, submit six copies of the single paper (or reprints) or of the book, monograph, or series 
of related papers (or reprints) to: Donald F. Klein, M.D., Chairman, Hofheimer Prize Board, 
American Psychiatric Association, 1700 18th St., N.W., Washington, D.C. 20009. Entries will 
be acknowledged but will not be returned. The deadline for submission is December 31, 1974, 
and to be considered any entry must be in Washington by that date. 
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Community Service by Eclectic Private Psychiatry 


BY JAMES W. JOLLIFF, M.D. 





The author, a psychiatrist in private practice, presents a 
subjective and statistical study of the nature and contri- 
bution of his practice before and after the establishment 
of a community mental health/ mental retardation center 
in his community. He defends the practical values of 
patient triage, limited therapeutic goals, and eclecticism 
in private practice. 





THIS JOURNAL has published a report of a private psychi- 
atric practice in which it was implied that evaluation and 
treatment of about 40 patients annually is a typical prac- 
titioner's contribution to mental health services (1). Al- 
though this may be a valid implication for certain ana- 
lytic practices, many medical students and psychiatric 
residents would reject any career so limited in responsive- 
ness to society's needs. 

Bahn and associates (2) surveyed 53 private practices 
for one month and determined that only one in eight psy- 
chiatrists takes responsibility for more than 400 patients 
a year. The psychiatric literature has not previously re- 
viewed in depth the nature of one of these challenging and 
fulfilling practices (3). I might be justifying my own rejec- 
tion of the prestige of academia or the altruism of sala- 
ried mental health jobs, but I have found my general 
practice of psychiatry to be of considerable value to my 
community without compromising my self-image as an 
independent, thinking, caring, responsible human being. 


SETTING AND METHOD 


A rural and urban area of about 250,000 people was 
served by four or five psychiatrists in two private clinics 
that had the use of a 36-bed unit in a general hospital. 
Unlike Visher's situation (1), where there were 69 psychi- 
atrists in a city of 110,000, here the available time-to- 
patient ratio was quite low. Therefore, evaluations led to 
a variety of dispositions and therapeutic modalities. Or- 
ganic approaches, psychoanalytically oriented psycho- 
therapy, transactional work, behavior modification tech- 
niques, crisis intervention, supportive therapy, directive 
therapy, and other modalities were implemented in com- 
binations and were geared to individual patient needs for 
adaptation, functioning, or contentment. The therapeutic 


Dr. Jolliff is in private practice at 213-221 Lake Air National Bank 


Bldg., Waco, Tex. 76710. 
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tone consistently conveyed the expectation of rapid im- 
provement. 

I evaluated nearly 2,000 patients during my first six 
years of private practice in this community (1966-1972). 
For this survey, I selected 1,000 cases by a random nu- 
merical method and reviewed them in detail. For com- 
parative purposes, 500 of the cases chosen were seen dur- 
ing a three-year period just prior to the establishment of a 
community mental health/mental retardation center and 
500 were seen during the subsequent three years. Of the 
second group, 355 cases were seen initially during that 
three-year period. The other 145 were patients who were 
first seen during the earlier period but who were not 
among the 500 in the first group studied. Data on these 
145 cases refer only to their treatment during the second 
three-year period. 


RESULTS 


During the three-year period preceding the estab- 
lishment of the community mental health center, 1,349 
patients were seen in private practice, averaging 450 
patients per year. The average number of visits per year 
was over 4,000 and the average number of visits per 500 
patients was more than 4,500. During the three-year pe- 
riod after the center was established, 817 patients were 
seen in private practice. Only 577 of these were new 
patients because 240 were already part of my active case- 
load. Through the assistance of the community mental 
health center, the average number of private patient 
visits per year fell to 3,100, the visits per 500 patients 
rose to 5,700, and the patients were seen over a longer 
period of time (see table 1). 

As in other studies (1, 2), nearly half of the initial con- 
tacts for all patients were with men, but women ac- 
counted for about two-thirds of the total visits, hospital- 
izations, and days spent in the hospital. More patients in 
their 20s were seen than any other age group, followed by 
adolescents and patients in their 30s. Referrals were from | 
physicians in half of the cases, and initial visits were usu- 
ally conducted in the office. 

As in Bahn’s study (2), nearly half of the patients in 
both study groups were diagnosed as neurotic (see table 
2). Nineteen percent were diagnosed as psychotic; 15 per- 
cent as having a character disorder; 11 percent as having 
an organic illness; and 9 percent as suicidal. Half of these 
patients received short-term psychotherapy of one or 
more types (see table 3). Fifty-seven percent were given 
psychotropic medication at some time during therapy. 


TABLE | 
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Comparison of Number of Visits Per Patient and Length of Treatment During Three Years Before Establishment of a Mental Health/ Mental Re- 
tardation Center (Before MHC} and During Subsequent Three Years (After MHC), in Percents 


Patients Seen During 


Patients First Patients Seen Before MHC 





All Patients Studied Three Years Before MHC Seen After MHC but Studied After MHC 
Item (N = 1,000) (N = 500) (N = 355) (N = 145) 
Number of visits 
per patient 
27 35 17 22 
2 12 13 12 12 
3 8 8 9 8 
4-10 24 21 28 26 
11-20 14 1 18 13 
21-30 6 6 6 8 
31-50 6 4 7 7 
51-100 2 2 3 3 
101-150 0 0 0 1 
Length of treatment 
(in months) 
0-1 50 5] 46 35 
1-2 12 17 10 1 
3-12 22 18 26 25 
13-24 8 6 9 16 
25-36 i 8 l 10 23 





TABLE 2 

Comparison of Diagnoses During Three Years Before Establishment of 
a Mental Health/ Mental Retardation Center {Before MHC} and 
During Subsequent Three Years (After MHC), in Percents* 





Patients Seen 


During Three Patients First 
All Patients Years Before Seen After 
Studied MHC MHC 

Diagnosis (N = 1,000) (N = 500) (N = 355) 
Neurosis 47 4) 50 
Psychosis 19 18 19 
Character 

disorder 15 13 15 
Organic brain 

syndrome H 9 14 
Psychosomatic 

disorder 4 2 J 
Situational 

disorder 4 3 8 
Drug abuse** 7 
Alcoholism** 6 
Suicide 

gesture** 6 
Suicide 

attempt** 3 





*Thirteen percent of the patients studied were given more than one diagnosis. 
**Data on these diagnoses were not gathered for the cases studied in the first 
three-year period (before MHC). 


Overlapping therapeutic modalities were employed in 39 
percent of the cases. About | of each 12 individuals was 
taken into intensive psychotherapy, meaning a one- or 
two-hour-a-week psychoanalytically oriented psycho- 
therapy aimed at conflict resolution that involved 30 to 
150 sessions over a period of one to three years. Another 
l in 12 persons evaluated was given electroconvulsive 


therapy (one in five among those hospitalized). 

Twenty-seven percent of the patients were seen only 
for evaluation and recommendations to the referral 
source, e.g., family, physician, etc. (see table 4). How- 
ever, some of these, even if seen only once, received vig- 
orous marital counseling, directive therapy, or supportive 
therapy. Three patients committed suicide. (These three 
were actually the only cases of suicide among the entire 
1,926 patients seen, but all happened to fall in the study 
group.) Forty-three percent (595 patients) were hospital- 
ized at some time, and one in five of those hospitalized 
required one or more readmissions. Although the aver- 
age hospital stay was 12 days, the more significant medi- 
an figure was 7 days and the modal figure, 3 days. 

Three-quarters of the patients seen were considered to 
have benefited in some way from the contact (see table 
5). 


DISCUSSION 


This private psychiatric practice was not threatened by 
the establishment of a community mental health/mental 
retardation center, nor vice versa. They have coexisted 
with mutual respect. Checks and balances have been pro- 
vided, but without amalgamation or competition. One is 
not good and the other bad. They are just separate and 
different. Each provides a choice, usually financially 


' based (4). One can give a wider range of services, the 


other more personalized care (5). 

As shown in table 1, individual patients in this private 
practice received more treatment after the mental health 
center arrived on the scene. The percentage of neurotic 
and psychosomatic diagnoses increased (see table 2), par- 
ticularly among the 145 “carried over" patients, 63 per- 
cent of whom were neurotic and 21 percent of whom re- 
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TABLE 3 


Comparison of Treatment Modalities Employed During Three Years Before Establishment of a Mental Health/ Mental Retardation Center ( Before 


MHC} and During Subsequent Three Years (After MHC), in Percents 


Patients Seen During 


Patients First Patients Seen Before MHC 





All Patients Studied Three Years Before MHC Seen After MHC but Studied After MHC 
Treatment (N = 1,000) (N = 500) (N = 355) (N = 145) 
Pharmacotherapy 57 66 77 
Short-term psychotherapy 50 50 50 
Intensive psychotherapy 8 8 21 
Electroconvulsive therapy* 8 8 11 
Supportive therapy** 8 10 
Marital counseling** 6 4 
Family therapy** 3 2 
Modified narcotherapy l ] 2 
Pentothal therapy l l ] 
Group therapy 0 l 0 





*Twenty-two percent of all patients hospitalized and nearly 50 percent of those with multiple hospitalizations received electroconvulsive treatment. Usually four to 
six treatments were given for psychotic depressions and selected neurotic depressions; a longer course was occasionally used for patients with schizo-affective disorders. 
** Data on these modalities were not gathered for the cases studied in the first three-year period (before MHC). 


ceived intensive psychotherapy (see table 3), When more 
time is available, certain individuals get more treatment. 
Could it be that some patients in less active practices get 
overtreated? The mental health center’s assistance al- 
lowed me to feel comfortable rather than overwhelmed 
with the time-per-patient ratio. Tables 1 and 4 show that 
before the establishment of the mental health center 
fewer patients received office therapy, more were sent to 
state hospitals, and twice as many had only single-visit 
evaluations. 

In both study periods hospitalization was employed 
frequently for symptomatic relief and rapid rehabilita- 
tion (6). The average hospital stay was 12 days, which is 
comparable to 14.5 days at a community mental health 
center staffed by private psychiatrists working on a fee- 
for-service basis (7). 

The subjective quality of care in the second study pe- 
riod improved even more than the statistical quantities 
can reflect. Before the existence of the mental health cen- 
ter, the private psychiatrist was expected by his commu- 
nity to be all things to all people all of the time. He could 
not reject new consultations for any reason. If eight 
patients needed hospitalization in one day, then he went 
from his office to the hospital in the evening, took eight 
histories, did eight physical examinations, talked to eight 
sets of relatives, called back eight referral sources, dic- 
tated eight hospital admission notes, and wrote eight sets 
of orders. He might field half a dozen phone calls in an 
evening and another one or two during the night. If these 
required emergency hospitalization, he had to mobilize 
the county judge, the sheriff's department, or the city po- 
lice. Lunchtime found him on the run to make a jail call 
or to attend board meetings, where he might be key ad- 
viser on alcoholism, pastoral counseling, or family coun- 
seling. All of this was done with inevitable dis- 
organization, much frustration, and no little 
discouragement. Friends advised the use of group thera- 


pies “to get more people seen,” not realizing that the psy- 
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chiatrist did not even have time to organize a group. 
Patients were often shortchanged. 

After the mental health center became operative, the 
private psychiatrist was still quite active, but he had more 
choice as to what he wanted to do with his time and was 
allowed by circumstances to do better work. His ability 
to make use of his skills and knowledge blossomed as 
responsibility and harassment were reduced to toler- 
able levels. What had been a “furor therapeuticus" (8) 
became much more reasonable, individualized triage 
and therapy. In the earlier period the psychiatrist had 
submitted to role diffusion nearly to the point of aban- 
donment of understanding his patients (9). Later, goals 
could be more than expedient and dispositions were re- 
lated more to the patients' needs than to those of the psy- 
chiatrist. The private practice became more that of a 
“new eclectic" (10), or even a “true eclectic" (11). 

The mental health center established a diagnostic facil- 
ity for disposition of legally detained psychotic patients 
and patients with character disorders. These had always 
been the most inconvenient and unsavory segment of the 
patient load. Special programs of the mental health cen- 
ter, such as alcoholic detoxification, day care, and drug 
abuse programs, gave many of the chronically ill patients 
significant help as well as something to do besides call the 
psychiatrist for daily support. The scope of service of the 
private practitioner was expanded by his being able to en- 
list aid from or refer to the mental health center's social 
workers. Psychological testing could be obtained for the 
financially limited patient. Mental health center person- 
nel shared public relations and emergency services. There 
was another telephone number listed for the emotionally 
distressed population. 

The income of the private psychiatrist increased as he 
was largely unburdened of the charity caseload. He was 
relieved of the nagging guilt over the predictably second- 
class treatment of lower socioeconomic groups. He had 
tended to see many of them less frequently than he saw 


TABLE 4 
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Comparison of Disposition of Cases During Three Years Before Establishment of a Mental Health/ Mental Retardation Center (Before MHC} and 


During Subsequent Three Years (After MHC), in Percents 








Patients Seen During 


Patients First Patients Seen Before MHC 





All Patients Studied Three Years Before MHC Seen After MHC but Studied After MHC 

Disposition (N = 1,000) (N = 500) (N = 355) (N = 145) 
Seen for evaluation and 

recommendations only 27 30 28 6 
Treated in office 53 4l 56 85 
Referred elsewhere as f 

outpatient l l 1 l 
Referred elsewhere as j 

inpatient 9 13 4 6 
Lost to follow-up* 12 10 

` Committed suicide 3 0 1 l 

Died (not by suicide) l 0 l l 
Hospitalized once 43 38 54 33 
Hospitalized more than once 22 19 - 24 3l 





*Data on this disposition were not gathered for the cases studied in the first three-year period (before MHC). 


TABLE 5 


Subjective Appraisal of Patients Seen During Three Years Before Establishment of a Mental Health/ Mental Retardation Center {Before M HC) and 


During Subsequent Three Years (After MHC), in Percents 





Patients Seen During 


Patients First Patients Seen Before MHC 


All Patients Studied Three Years Before MHC Seen After MHC but Studied After MHC 
Subjective Appraisal (N = 1,000) (N = 500) (N = 355) (N = 145) 
Favorable 76 76 75 84 
Unfavorable 5 6 4 2 
Undetermined 19 18 22 l4 


paying patients. Not only the doctor but also the patients 
seemed to adopt the view that the poor person is not 
worth as much professional time and concern. The pro- 
gressive application of third-party payments restored 
some pride and guaranteed more adequate medical care 
to many, but the beleaguered psychiatrist in private prac- 
tice needed more than assured fees. He needed responsi- 
bility for fewer patients, and this the mental health center 
made possible by handling the indigent population. There 
was no necessity, for personal reasons or for public 
good, for the private psychiatrist to work part-time at the 
mental health center. He did not have any time for any 
more masters. Although he did not contribute much di- 
rectly to the center, he was still of considerable value to 
community mental health services. 

Other factors influenced the improvement in quality of 
my own practice during the second three-year period. I 
refined my techniques of triage and crisis intervention as 
I matured professionally. Even more significant in allow- 
ing patient selection was the acquisition of a third partner 
in my office. Solo practice had meant unbearable and 
constant pressure; when there were only two of us we 
raced through the workload with little respite. The third 
psychiatrist diffused the demands at all levels and af- 





forded enough time off to each partner for periodie; 






grouping. The patients usually suffered less by having 
their therapist ‘tin one piece" five days a week rather than 
shredded seven days a week. 

In such a practice as this, some aspects remained 
stressful but necessary. At midpoint between the three 
years, the active caseload was determined to be 240; it 
has surely steadily increased. Extensive telephone follow- 
up still filled long gaps between office visits for many 
patients. To some degree community expectations of pri- 
vate versus public psychiatric services were controlled by 
lectures, newspaper articles, and radio talks. 


This statistical report does not adequately depict the 
interesting variety of challenges available in this sort of 
practice. To the extent a practitioner wishes, he can tes- 
tify in criminal court; be involved in local agencies as su- 
pervisor or adviser; contribute to policies of his hospital's 
medical staff or county medical society; and teach nurses, 
residents, or graduate psychology students. Private prac- 
tice is not a suitable niche for those who would demand 
perfection of themselves or of their patients. With selec- 
tion of patient goals and therapy methods, one accepts 
doing much for many, a little for some, and everything or 
nothing for very few. 

In a critical attempt to assess the value of each doctor- 
tient intervention, three-fourths of the contacts in the 


Am J Psychiatry 131 :9, September 1974 979 


COMMUNITY SERVICE BY PRIVATE PSYCHIATRY 


1,000 patients studied were determined to have been re- 
warding to the patient, the family, or the referral source 
(see table 5). This would be most difficult to document 
objectively for peer review or quality control purposes. 
The patient may say he feels better, or he can look better, 
or he can lose his symptoms. The family can report that 
he functions better or seems more content. The referring 
party can note these signs, say thanks, and ask for consul- 
tations on other patients. But the computer cannot be 
told, "He understands how I suffer inside, and that is of 
great meaning to me, even though I still suffer." Most 
important of all in this rather subjective evaluation of the 
quality of the interventions was the type of impact on the 
therapist's ego. Most of the time he felt “worth his salt." 


CONCLUSIONS 


A community mental health center enriches rather 
than obviates an independent private psychiatric practice. 
A mental health professional need not choose govern- 
ment employment in order to serve mankind. Nor can 
university facilities or analytic approaches alone meet the 
public needs. A busy private practice, with selection of 
patients and therapies, is an honorable alternative. It is 
certainly not dull, unrewarding, or unworthy of a resi- 
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dent's training and talents. Perhaps it is the best setting 
for some of us to get on with “the difficult and demanding 
task of becoming a psychiatrist" (12). 


REFERENCES 


l. Visher JS: Trends in psychiatric treatment: a report of a private 
psychiatric practice. Am J Psychiatry 125:959-963, 1969 

2. Bahn AK, Conwell M, Hurley P: Survey of private psychiatric 
practice. Arch Gen Psychiatry 12: 292-592, 1965 

3. Davidson HA: Opportunities in a psychiatric career. New York, 
Universal Publishing and Distributing Corp, 1964 

4. Andrus RS: The private practice of psychiatry: some suggestions 
(itr to ed). Am J Psychiatry 128:364, 1971 

5. Ruesch J: Individual or institution: the dilemma of the psychiatric 
profession. J Nerv Ment Dis 151:157-168, 1970 

6. Tucker GJ, Maxmen JS: The practice of hospital psychiatry: a 
formulation. Am J Psychiatry 130:887-891, 1973 

7. Cochran W: A community mental health center built around a pri- 
vate practice. Am J Psychiatry 126:108-114, 1969 

8. Weinshel EM, Patterson LC, Philips I, et al: The changing identity 
of the psychiatrist in private practice: a symposium. Am J Psychia- 
try 126:1577-1587, 1970 

9. Frankel FH: Psychiatry beleaguered, or the psychiatric identity 
crisis. Psychiatr Q 43:410-413, 1969 

10. Abroms GM: The new eclecticism. Arch Gen Psychiatry 20:514- 
523, 1969 

11. Akiskal HS, McKinney WT: Psychiatry and pseudopsychiatry. 
Arch Gen Psychiatry 28:367-373, 1973 

12. Kubie LS: The retreat from patients. Int J Psychiatry 9:693-711, 
1970-1971 


Rape Trauma Syndrome 


BY ANN WOLBERT BURGESS, D.N.SC., AND LYNDA LYTLE HOLMSTROM, PH.D. 





The authors interviewed and followed 146 patients ad- 
mitted during a one-year period to the emergency ward 
of a city hospital with a presenting complaint of having 
been raped. Based upon an analysis of the 92 adult 
women rape victims in the sample, they document the 
existence of a rape trauma syndrome and delineate its 
symptomatology as well as that of two variations, com- 
pounded reaction and silent reaction. Specific therapeutic 
techniques are required for each of these three reactions. 
Crisis intervention counseling is effective with typical 
rape trauma syndrome; additional professional help is 
needed in the case of compounded reaction; and the si- 
lent rape reaction means that the clinician must be alert 
to indications of the possibility of rape having occurred 
even when the patient never mentions such an attack. 


RAPE affects the lives of thousands of women each year. 
The Uniform Crime Reports from the Federal Bureau of 
Investigation indicated a 121-percent increase in reported 
cases of rape between 1960 and 1970. In 1970, over 
37,000 cases were reported in the United States (1). A 
District of Columbia task force studying the problem in 
the capital area stated that rape was the fastest growing 
crime of violence there (2). me 

The literature on sexual offenses, including rape, is vo- 
luminous (3-5), but it has overlooked the victim. There is 
little information on the physical and psychological ef- 
fects of rape, the therapeutic management of the victim, 
and the provisions for protection of the victim from fur- 
ther psychological insult (6-9). 

In response to the problem of rape in the greater Bos- 
ton area, the Victim Counseling Program was designed 
as a collaborative effort between Boston College School 
of Nursing and Boston City Hospital to provide 24-hour 
crisis intervention to rape victims and to study the prob- 
lems the victim experiences as a result of being sexually 
assaulted. 

The purpose of this paper is to report the immediate 
and long-term effects of rape as described by the victim. 


Dr. Burgess is Associate Professor of Nursing and Dr. Holmstrom is 
Associate Professor of Sociology, Boston College, Chestnut Hill, Mass. 
02167. 


The authors wish to express their appreciation for the consultation of 
the nursing, medical, and administrative staff of the Boston City Hospi- 
tal Emergency Services, Dr. George Curtis, Medical Examiner for Suf- 
folk County, Mass., and Dr. Aaron Lazare, Director of Outpatient Psy- 
chiatry, Massachusetts General Hospital, Boston. 


METHOD 


Study Population 


The study population consisted of all persons who en- 
tered the emergency ward of Boston City Hospital during 
the one-year period July 20, 1972, through July 19, 1973, 
with the complaint of having been raped. The resulting 
sample was made up of 146 patients: 109 adult women, 
34 female children, and 3 male children. 

We divided these 146 patients into three main cate- 
gories: 1) victims of forcible rape (either completed or at- 
tempted rape, usually the former); 2) victims in situations 
to which they were an accessory due to their inability to 
consent; and 3) victims of sexually stressful situations— 
sexual encounters to which they had initially consented 
but that went beyond their expectations and ability to 
control. 

The rape trauma syndrome delineated in this paper 
was derived from an analysis of the symptoms of the 92 
adult women in our sample who were victims of forcible 
rape. Future reports will analyze the problems of the 
other victims. Although not directly included in this 
paper, supplementary data were also gathered from 
14 patients referred to the Victim Counseling Program 
by other agencies and from consultation calls from other 
clinicians working with rape victims. 

A major research advantage in the location of the 
project at Boston City Hospital was the fact that it pro- 
vided a heterogeneous sample of victims. Disparate so- 
cial classes were included in the victim population. Eth- 
nic groups included fairly equal numbers of black and 
white women, plus a smaller number of Oriental, Indian, 
and Spanish-speaking women. In regard to work status, 
the victims were career women, housewives, college stu- 
dents, and women on welfare. The age span was 17 to 73 
years; the group included single, married, divorced, sep- 
arated, and widowed women as well as women living 
with men by consensual agreement (see table 1). A vari- 
ety of occupations were represented, such as school- 
teacher, business manager, researcher, assembly line 
worker, secretary, housekeeper, cocktail waitress, and 
health worker. There were victims with no children, 
women pregnant up to the eighth month, postpartum 
mothers, and women with anywhere from 1 to 10 chil- 
dren. The women ranged in physical attractiveness from 
very pretty to very plain; they were dressed in styles 
ranging from high fashion to hippie clothes. 
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TABLE 1 
Distribution of Marital Status by Age {N = 92} 


Age (in Years) 
17-20 21-29 30-39 40-49 50-73 





Marital Status 








Single 29 25 0 2 l 
Married 2 I 2 2 0 
Divorced, separated, or 

widowed 2 -6 7 2 2 
Living with a man by 

consensual agreement 4 5 0 0 0 
Interview Method 


The counselors (the coauthors of this paper) were tele- 
phoned when a rape victim was admitted to the emer- 
gency department of Boston City Hospital; we arrived at 
the hospital within 30 minutes. We interviewed all the 
victims admitted during the one-year period regardless of 
time of day or night. Follow-up was conducted by use of 
telephone counseling or home visits. This method of 
study provided an 85-percent rate of direct follow-up. An 
additional 5 percent of the victims were followed in- 
directly through their families or-reports by the police or 
other service agencies who knew them. Detailed notes of 
the interviews, telephone calls, and visits were then ana- 
lyzed in terms of the symptoms reported as well as 
changes in thoughts, feelirigs, and behavior. We accom- 
panied those victims who pressed charges to court and 
took detailed notes of all court proceedings and recorded 
the victims’ reactions to this process (10, 11). Contact 
with the families and other members of the victims’ social 
network was part of the assessment and follow-up proce- 
dure, 


MANIFESTATIONS OF RAPE TRAUMA SYNDROME 


Rape trauma syndrome is the acute phase and long- 
term reorganization process that occurs as a result of for- 
cible rape or attempted forcible rape. This syndrome of 
behavioral, somatic, and psychological reactions is an 
acute stress reaction to a life-threatening situation. 

Forcible rape is defined in this paper as the carnal 
knowledge of a woman by an assailant by force and 
against her will. The important point is that rape is not 
primarily a sexual act. On the contrary, our data and 
those of researchers studying rapists suggest that rape is 
primarily an act of violence with sex as the weapon (5). 
Thus it is not surprising that the victim experiences a syn- 
drome with specific symptomatology as a result of the at- 
tack made upon her. 

The syndrome is usually a two-phase reaction. The 
first is the acute phase. This is the period in which there is 
a great deal of disorganization in the woman’s lifestyle as 
a-result of the rape. Physical symptoms are especially no- 
ticeable, and one prominent feeling noted is fear. The sec- 
ond phase begins when the woman begins to reorganize 
her lifestyle. Although the time of onset varies from vic- 
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tim to victim, the second phase often begins about two to 
three weeks after the attack. Motor activity changes and 
nightmares and phobias are especially likely during this 
phase. | 

The medical regimen for the rape victim involves the 
prescription of antipregnancy and antivenereal disease 
medication after the physical and gynecological exam- 
ination. The procedure usually includes prescribing 25 to 
50 mg. of diethylstilbestrol a day for five days to protect 
against pregnancy and 4.8 million units of aqueous pro- 
caine penicillin intramuscularly to protect against vene- 
real disease. Symptoms reported by the patient need to - 
be distinguished as either side effects of the medication or 
conditions resulting from the sexual assault. 


THE ACUTE PHASE: DISORGANIZATION 
Impact Reactions 


In the immediate hours following the rape, the woman 
may experience an extremely wide range of emotions. 
The impact of the rape may be so severe that feelings of 
shock or disbelief are expressed. When interviewed 
within a few hours of the rape, the women in this study 
mainly showed two emotional styles (12): the expressed 
style, in which feelings of fear, anger, and anxiety were 
shown through such behavior as crying, sobbing, smiling, 
restlessness, and tenseness; and the controlled style, in 
which feelings were masked or hidden and a calm, com- 
posed, or subdued affect was seen. A fairly equal number 
of women showed each style. 


Somatic Reactions 


During the first several weeks following a rape many of 
the acute somatic manifestations described below were 
evident. 

1. Physical trauma. This included general soreness 
and bruising from the physical attack in various parts of 
the body such as the throat, neck, breasts, thighs, legs, 
and arms. Irritation and trauma to the throat were espe- 
cially a problem for those women forced to have oral sex. 

2. Skeletal muscle tension. Tension headaches and fa- 
tigue, as well as sleep pattern disturbances, were common 
symptoms. Women were either not able to sleep or would 
fall asleep only to wake and not be able to go back to 
sleep. Women who had been suddenly awakened from 
sleep by the assailant frequently found that they would 
wake each night at the time the attack had occurred. The 
victim might cry or scream out in her sleep. Victims also 
described experiencing a startle reaction—they become 
edgy and jumpy over minor incidents. 

3. Gastrointestinal irritability. Women might com- 
plain of stomach pains. The appetite might be affected, 
and the victim might state that she did not eat, food had 
no taste, or she felt nauseated from the antipregnancy 
medication. Victims described feeling nauseated just 
thinking of the rape. : 

4. Genitourinary disturbance. Gynecological symp- 
toms such as vaginal discharge, itching, a burning sensa- 
tion on urination, and generalized pain were common. A 


TABLE 2 
Severity of Symptoms During Reorganization Process by Age (N=92)* 
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Age (in Years) 








Severity of Symptoms 17-20 21-29 30-39 40-49 50-73 
No symptoms: no symptoms reported and symptoms denied when asked about 

a specific area 7 4 2 0 0 
Mild symptoms: minor discomfort with the symptom reported; ability to talk 

about discomfort and feeling of control over symptom present 12 16 0 2 I 
Moderate to severe symptoms: distressing symptoms such as phobic reactions 

described; ability to function but disturbance in lifestyle present 12 5 l l 2 
Compounded symptoms: symptoms directly related to the rape plus reacti- 

vation of symptoms connected with a previously existing condition 

such as heavy drinking or drug use 7 5 3 
No data available 0 5 0 





* At time of telephone follow-up. 


number of women developed chronic vaginal infections 
following the rape. Rectal bleeding and pain were re- 
ported by women who had been forced to have anal sex. 


Emotional Reactions 


Victims expressed a wide gamut of feelings as they be- 
gan to deal with the aftereffects of the rape. These feel- 
ings ranged from fear, humiliation, and embarrassment 
to anger, revenge, and self-blame. Fear of physical vio- 
lence and death was the primary feeling described. Vic- 
tims stated that it was not the rape that was so upsetting 
as much as the feeling that they would be killed as a re- 
sult of the assault. One woman stated: “I am really mad. 
My life is disrupted; every part of it upset. And I have to 
be grateful I wasn't killed. I thought he would murder 
me." 

Self-blame was another reaction women described— 
partly because of their socialization to the attitude of 
"blame the victim." For example, one young woman had 
entered her apartment building one afternoon after shop- 
ping. As she stopped to take her keys from her purse, she 
was assaulted in the hallway by a man who then forced 
his way into her apartment. She fought against him to the 
point of taking his knife and using it against him and in 
the process was quite severely beaten, bruised, and raped. 
Later she said: Í 


I keep wondering maybe if I had done something different 
when I first saw him that it wouldn’t have happened—neither 
he nor I would be in trouble. Maybe it was my fault. See, 
that's where I get when 1 think about it. My father always 
said whatever a man did to a woman, she provoked it. 


THE LONG-TERM PROCESS: REORGANIZATION 


All victims in our sample experienced disorganization 
in their lifestyle following the rape; their presence at the 
emergency ward of the hospital was testimony to that 
fact. Various factors affected their coping behavior re- 


garding the trauma, i.e., ego strength, social network sup- 
port, and the way people treated them as victims. This 
coping and reorganization process began at different 
times for the individual victims. 

Victims did not all experience the same symptoms in 
the same sequence. What was consistent was that they 
did experience an acute phase of disorganization; many 
also experienced mild to moderate symptoms in the 
reorganization process, as table 2 indicates. Very few vic- 
tims reported no symptoms. The number of victims over 
age 30 was small, but the data at least suggest that they 
might have been more prone to compounded reactions 
than the younger age groups. 


Motor Activity 


The long-term effects of the rape generally consisted of 
an increase in motor activity, especially through chang- 
ing residence. The move, in order to ensure safety and to 
facilitate the victim's ability to function in a normal style, 
was very common. Forty-four of the 92 victims changed 
residences within a relatively short period of time after 
the rape. There was also a strong need to get away, and 
some women took trips to other states or countries. 

Changing one's telephone number was a common reac- 
tion. It was often changed to an unlisted number. The 
woman might do this as a precautionary measure or as 
the result of threatening or obscene telephone calls. The 
victim was haunted by the fear that the assailant knew 
where she was and would come back for her. 

Another common response was to turn for support to 
family members not normally seen daily. Forty-eight 
women made special trips home, which often meant trav- 
eling to another city. In most cases, the victim told her 
parents what had happened, but occasionally the victim 
contacted her parents for support and did not explain 
why she was suddenly interested in talking with them or 
being with them. Twenty-five women turned to close 
friends for support. Thus 73 of the 92 women had some 
social network support to which they turned. 


Am J Psychiatry 131:9, September 1974 983 


RAPE TRAUMA SYNDROME 


Nightmares 


Dreams and nightmares could be very upsetting. 
Twenty-nine of the victims spontaneously described 
frightening dreams, as illustrated in the following state- 
ment. 


I had a terrifying nightmare and shook for two days. I was 
at work and there was this maniac killer in the store. He 
killed two of the salesgirls by slitting their throats. I'd gone 
to set the time clock and when I came back the two girls were 
dead. I thought I was next. I had to go home. On the way I 
ran into two girls I knew. We were walking along and we ran 
into the maniac killer and he was the man who attacked me 
—he looked like the man. One of the girls held back and 
said, ‘‘No—I’m staying here." I said I knew him and was go- 
ing to fight him. At this point I woke with the terrible fear of 
impending doom and fright. I knew the knife part was real 
because it was the same knife the man held to my throat. 


Women reported two types of dreams. One is similar 
to the above example where the victim wishes to do some- 
thing but then wakes before acting. As time progressed, 
the second type occurred: the dream material changed 
somewhat, and frequently the victim reported mastery in 
the dream—being able to fight off the assailant. A young 
woman reported the following dream one month follow- 
ing her rape. 


I had a knife and I was with the guy and I went to stab him 
and the knife bent. I did it again and he started bleeding and 
he died. Then I walked away laughing with the knife in my 
hand. 


This dream woke the victim up; she was crying so hard 
that her mother came in to see what was wrong. The girl 
stated that in her waking hours she never cries. 


Traumatophobia 


Sandor Rado coined the term “traumatophobia” to 
define the phobic reaction to a traumatic situation (13). 
We saw this phenomenon, which Rado described in war 
victims, in the rape victim. The phobia develops as a de- 
fensive reaction to the circumstances of the rape. The fol- 
lowing were the most common phobic reactions among 
our sample. 

Fear of indoors. This occurred in women who had been 
attacked while sleeping in their beds. As one victim 
stated, “I feel better outside. I can see what is coming. I 
feel trapped inside. My fear is being inside, not outside.” 

Fear of outdoors. This occurred in women who had 
been attacked outside of their homes. These women felt 
safe inside but would walk outside only with the protec- 
tion of another person or only when necessary. As one 
victim stated, “It is sheer terror for every step I take. I 
can’t wait to get to the safety of my own place." 

Fear of being alone. Almost all victims reported fears 
of being alone after the rape. Often the victim had been 
attacked while alone, when no one could come to her res- 
cue. One victim said: “I can’t stand being alone. I hear 
every little noise—the windows creaking. I am a bundle 
of nerves." 
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Fear of crowds. Many victims were quite apprehensive 
when they had to be in crowds or ride on public trans- 
poration. One 41-year-old victim said: 


I'm still nervous from this, when people come too close— 
like when I have to go through the trolley station and the 
crowds are bad. When I am in crowds I get the bad thoughts. 
I will look over at a guy and if he looks really weird, I will 
hope something bad will happen to him. 


Fear of people behind them. Some victims reported 
being fearful of people walking behind them. This was of- 
ten common if the woman had been approached suddenly 
from behind. One victim said: 


I can't stand to have someone behind me. When I feel 
someone is behind me, my heart starts pounding. Last week I 
turned on a guy that was walking in back of me and waited 
till he walked by. I just couldn't stand it. 


Sexual fears. Many women experienced a crisis in 
their sexual life as a result of the rape. Their normal sex- 
ual style had been disrupted. For the women who had 
had no prior sexual activity, the incident was especially 
upsetting. For the victims who were sexually active, the 
fear increased when they were confronted by their hus- 
band or boyfriend with resuming sexual relations. One 
victim said: 


My boyfriend thought it [the rape] might give me a nega- 
tive feeling to sex and he wanted to be sure it didn't. That 
night as soon as we were back to the apartment he wanted to 
make love. | didn't want sex, especially that night.... He 
also admitted he wanted to know if he could make love to me 
or if he would be repulsed by me and unable to. 


This victim and her boyfriend had considerable diffi- 
culty resuming many aspects of their relationship besides 
the sexual part. Many women were unable to resume a 
normal sexual style during the acute phase and persisted 
with the difficulty. One victim reported, five months after 
the assault, “There are times I get hysterical with my 
boyfriend. I don't want him near me; I get panicked. Sex 
is OK, but I still feel like screaming." 


CLINICAL IMPLICATIONS 
Management of Rape Trauma Syndrome 


There are several basic assumptions underlying the 
model of crisis intervention that we used in counseling the 
rape victim. 

l. The rape represented a crisis in that the woman's 
style of life was disrupted. 

2. The victim was regarded as a “normal” woman who 
had been functioning adequately prior to the crisis situ- 
ation. 

3. Crisis counseling was the treatment model of choice 
to return the woman to her previous level of functioning 
as quickly as possible. The crisis counseling was issue-ori- 
ented treatment. Previous problems were not a priority 
for discussion; in no way was the counseling considered 


psychotherapy. When other issues of major concern that 
indicated another treatment model were identified by the 
victim, referrals were offered if the woman so requested. 

4. We took an active role in initiating therapeutic con- 
tact as opposed to more traditional methods where the 
patient is expected to be the initiator. We went to the hos- 
pital to see the victim and then contacted her later by 
telephone. 


Management of Compounded Reaction 


There were some victims who had either a past or cur- 
rent history of physical, psychiatric, or social difficulties 
along with the rape trauma syndrome. A minority of the 
women in our sample were representative of this group. It 
became quite clear that these women needed more than 
crisis counseling. For this group, who were known to 
other therapists, physicians, or agencies, we assumed a 
secondary position. Support was provided for the rape in- 
cident, especially if the woman pressed charges against 
the assailant, but the counselor worked closely with the 
other agencies. It was noted that this group developed ad- 
ditional symptoms such as depression, psychotic behav- 
ior, psychosomatic disorders, suicidal behavior, and act- 
ing-out behavior associated with alcoholism, drug use, 
and sexual activity. 


Management of Silent Rape Reaction 


Since a significant proportion of women still do not re- 
port a rape, clinicians should be alert to a syndrome that 
we call the silent reaction to rape. This reaction occurs in 
the victim who has not told anyone of the rape, who has 
not settled her feelings and reactions on the issue, and 
who is carrying a tremendous psychological burden. 

Evidence of such a syndrome became apparent to us as 
a result of life history data. A number of the women 
in our sample stated that they had been raped or mo- 
lested at a previous time, often when they were children 
or adolescents. Often these women had not told anyone 
of the rape and had just kept the burden within them- 
selves. The current rape reactivated their reaction to the 
prior experience. [t became clear that because they had 
not talked about the previous rape, the syndrome had 
continued to develop, and these women had carried unre- 
solved issues with them for years. They would talk as 
much of the previous rape as they did of the current situ- 
ation. 

A diagnosis of this syndrome should be considered 
when the clinician observes any of the following symp- 
toms during an evaluation interview. 

I. Increasing signs of anxiety as the interview 
progresses, such as long periods of silence, blocking of as- 
sociations, minor stuttering, and physical distress. 

2. The patient reports sudden marked irritability or 
actual avoidance of relationships with men or marked 
change in sexual behavior. 

3. History of sudden onset of phobic reactions and 
fear of being alone, going outside, or being inside alone. 

4. Persistent loss of self-confidence and self-esteem, an 
attitude of self-blame, paranoid feelings, or dreams of vi- 
olence and/or nightmares. 
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Clinicians who suspect that the patient was raped in 
the past should be sure to include questions relevant to 
the woman's sexual behavior in the evaluation interview 
and to ask if anyone has ever attempted to assault her. 
Such questions may release considerable pent-up mate- 
rial relevant to forced sexual activity. 


DISCUSSION 


The crisis that results when a woman has been sexually 
assaulted is in the service of self-preservation. The vic- 
tims in our sample felt that living was better than dying 
and that was the choice which had to be made. The vic- 
tims' reactions to the impending threat to their lives is 
the nucleus around which an adaptive pattern may be 
noted. 

The coping behavior of individuals to life-threatening 
situations has been documented in the work of such 
writers as Grinker and Spiegel (14), Lindemann (15), 
Kübler-Ross (16), and Hamburg (17). Kübler-Ross 
wrote of the process patients go through to come to terms 
with the fact of dying. Hamburg wrote of the resource- 
fulness of patients in facing catastrophic news and dis- 
cussed a variety of implicit strategies by which patients 
face threats to life. This broad sequence of the acute 
phase, group support, and the long-run resolution de- 
scribed by these authors is compatible with the psycho- 
logical work rape victims must do over time. 

The majority of our rape victims were able to reorga- . 
nize their lifestyle after the acute symptom phase, stay 
alert to possible threats to their lifestyle, and focus upon 
protecting themselves from further insult. This latter ac- 
tion was difficult because the world was perceived as a 
traumatic environment after the assault. As one victim 
said, “On the exterior I am OK, but inside [I feel] every 
man is the rapist." 

The rape victim was able to maintain a certain equilib- 
rium. In no case did the victim show ego disintegration, 
bizarre behavior, or self-destructive behavior during the 
acute phase. As indicated, there were a few victims who 
did regress to a previous level of impaired functioning 
four to six weeks following the assault. 

With the increasing reports of rape, this is not a private 
syndrome. It should be a societal concern, and its treat- 
ment should be a public charge. Professionals will be 
called upon increasingly to assist the rape victim in the 
acute and long-term reorganization processes. 
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A Study of the Confidentiality of Social Science 


Research Sources and Data 


A study of problems concerning the confidentiality of social science research sources and data is 
being conducted; information is solicited from readers of The American Journal of Psychiatry 
concerning any events they have observed or participated in or problems they have encountered 
in this area. The study is funded by the Russell Sage Foundation and sponsored by the Ameri- 
can Sociological Association, the American Political Science Association, the American An- 
thropological Association, the American Psychological Association, and the American Histori- 


cal Association. 


Readers are invited to submit statements regarding their experiences to James D. Carroll, Di- 
rector, Public Administration Programs, 200 Maxwell Hall, Syracuse University, Syracuse, 
N.Y. 13210; his telephone number is 315-423-2687. Statements should include a description of 
any events or problems encountered by the respondent that have raised questions concerning the 
confidentiality of social science research sources and data, the time and place of these events, 
and the names of the individuals and organizations involved. All replies will be treated as con- 
fidential unless the respondent consents to release. The statements will be used by the project di- 
rector and board to select certain events or problems for.further study. 
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Prognostic Factors in Attempted Suicide 


BY ARI KIEV, M.D. 





The author analyzes clinical and social data collected 
from 300 patients at the time of a suicide attempt and one 
year after the attempt. He was able to gather data for 299 
patients at one-year follow-up. The results of the follow- 
up showed prognostic significance for three factors: inter- 
personal conflict, symptom distress, and the social setting 
of the suicide attempt. The significance of these factors in 
predicting further suicide attempts calls attention to the 
need for psychiatrists to take cognizance of the social 
world of the patient following a suicide attempt. 





THE OBJECTIVE of this study is to evaluate clinical and so- 
cial data systematically collected from 300 suicide at- 
tempters in order to determine characteristic social and 
psychological groupings and prognostic profiles relevant 
to treatment and prevention. 

Following Kessel and Lee, “Attempted suicide was op- 
erationally defined as a case of intentional or self injury 
where it could be established that the action taken was 
known to be excessive and potentially harmful” (1). This 
criterion ensured a continuum of self-destructive behav- 
ior in patients ranging in health from comatose to am- 
bulatory. All suicide attempts were evaluated within one 
week of the attempt. Psychiatric examination followed 
the comprehensive interview outlined in standard text- 
books of psychiatry. Special emphasis was placed on the 
events surrounding the suicide attempt and the social en- 
vironment or context in which it occurred. 

Data were collected on the Life Crisis Inventory, a 
questionnaire completed from responses to a semi- 
structured interview of the family or significant others by 
a psychiatric social worker. The interview followed the 
pattern of the *non-schedule standardized interview" de- 
scribed by Richardson, Dohrenwend, and Klein (2), in 
that the interviewer did not follow a fixed order of ques- 
tions but obtained as much information as was necessary 
to answer all the items on the questionnaire. This ap- 
proach permitted the interviewer to establish good rap- 
port with the respondent, which was important in facili- 
tating follow-up. It was also focused and economical. 


Revised version of a paper read at the 126th annual meeting of the 
American Psychiatric Association, Honolulu, Hawaii, May 7-11, 1973. 
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SAMPLE 


The cohort studied consisted of 300 self-selected and 
voluntary patients admitted to the inpatient or outpatient 
service of the Payne Whitney Clinic or referred directly 
to our research unit following a suicide attempt. 

The patients were predominantly young men and 
women with clinically manifest depressive symptom- 
atology who were involved in a series of life crises asso- 
ciated with faulty or unsatisfactory relationships. The 
majority, diagnosed as having psychoneurotic depressive 
reactions or character disorders, were functioning at 
work, in school, or in the home. Two percent were consid- 
ered too disabled to function, and only 12 percent were 
temporarily unemployed (see table 1). 


ANALYSIS OF ADMISSION DATA 


Since the initial 57 variables of the Life Crisis In- 
ventory proved to be highly correlated, we undertook a 
factor analysis, strengthening it by including data on 422 
suicide attempters evaluated with the same instruments 
at the Martland General Hospital in Newark, N.J. The 
analysis across hospitals demonstrated the same under- 
lying components in the two populations of patients, thus 
substantiating the construct validity of the Life Crisis In- 
ventory. ~ 

Using the principal components method of extraction, 
the factor analysis yielded nine clinically relevant, dis- 
tinctive, and stable factors: social relationships, overall 
functioning, suicidal potential, social setting of the at- 
tempt, and five psychiatric symptom factors (3, p. 435).. 


Life Crisis Inventory Factors 


Factor 1: suicide potential. Fifteen variables loaded: 
strongly on factor 1 (see table 2). Frequency and per- 
sistence of suicidal thoughts, intent and seriousness of the 
suicidal act, desire to die, and degree of discomfort just 
prior to the suicidal act correlated highly with factor 1. 

Factors 2, 5,6, 7, and 12: symptoms. Factor 2 variables 
were unusual thoughts, hallucinations, and grandiosity; 
factor 5, appetite, sleep, and sexual disturbances; factor 
6, withdrawal, blunted affect, and retardation; factor 7, 
obsessions, compulsions, and suicidal preoccupation; and 
factor 12, anxiety, tension, and guilt. 

Factor 3: interpersonal conflict (social relationships). 
Variables for this factor were relationships with signifi- 
cant others, family background, and threats of suicide. 

Factor 4: overall functioning. These variables were 
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TABLE | 
Demographic Data for a Cohort of 300 Self-Referred Suicide Attempters 
Admitted to Payne Whitney Clinic Inpatient and Outpatient Services 





Item Number Percent 
Sex 
Men 85 28 
Women 215 72 
Age (in years) 
28 or less 170 57 
29-45 89 30 
46 or more 4l 13 
Race 
White 269 90 
Black 22 7 
Oriental l 3 
Puerto Rican 8 2.7 
Religion 
Roman Catholic 98 33 
Jewish 54 18 
Protestant 77 26 
Other 22 7 
None 47 16 
Marital status 
Single 162 54 
Married 70 23 
Separated 27 9 
Divorced 32 1] 
Widowed 9 3 
Employment status 
Employed 115 38.3 
Unemployed 52 17.3 
Housewife 49 16.3 
Student 33 11 
Temporary* 36 12 
Disabled 6 2 
. No information available 7 2 
Diagnosis 
Psychosis 57 19 
' Character disorder 101 33.67 
Depressive reaction 140 46.67 





*These patients worked on and off. 


evaluation of patient functioning and of behavior regard- 
ing drug use by significant others and by interviewer as 
well as significant others' evaluation of patient's isola- 
tion. 

Factor 9: social setting of the attempt. These variables 
included the method used in the attempt (the more seri- 
ous methods), the proximity of others (distant), and the 
patient's inclination not to seek help afterwards. 


Distribution of Factor Scores by Diagnosis 


Patients were assigned to one of three diagnostic cate- 
gories, psychosis, character disorder, and depressive neu- 
rosis, on the basis of specific symptom patterns recorded 
on the Life Crisis Inventory that correlated with indepen- 
dent clinical diagnostic impressions. 

A discriminant analysis of 148 patients, 74 of whom 
were diagnosed as depressed and 74 of whom were diag- 
nosed as having psychosis or character disorder, revealed 
significant differences on two factors: appetite, sleep, and 
sexual disturbances (factor 5) and emotional-physical 
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TABLE 2 
Loadings of 15 Variables on Factor l, Suicide Potential* 





Variable 


Number Description Loading Communality** 





42 Overall rating of lethality (well- 
thought-out plans and 


attempts) 78 70 
39 Frequency and persistence of 

suicidal thoughts 76 66 
35 Intent and seriousness of 

suicidal act |" ^T 52 
71 Desire to die (present, with 

strong intent) . 67 50 
27 . Degree of discomfort before 

attempt (overwhelmed) 67 48 
28 Low impulsivity (elaborate 

plans) -63 49 
4l Minimum preparatory behavior — -47 39 
26 Sick role (medical, psychiatric 

mode) -44 4] 
46 Objective stress (severe) 44 55 
40 Reduced threats (none or verbal 

expression only) -43 48 
36 | Number of previous attempts 

(more) 40 66 
10 — Hostility (extreme animosity, 

belligerence) -39 54 
62 Age (older) 37 50 
70 Precipitating factors (confusion, 

major changes) -36 37 
37 . Drug usage (habitual or 

addicted) -37 56 





* Factor | accounts for 8.8 percent of total variance and 21 percent of common 
factor variance. 

** Communality (hy) refers to the proportion of variance shared by a given 
variable and the other 57 input variables. It is an indicator of the extent to 
which the variable belongs to the specific factor and to the entire set of input 
variables. 


blunting (factor 6). The directions of these symptoms 
were consistent with a diagnosis of depressive illness and 
psychosis, respectively. 

There were no differences among diagnostic groups 
on factors measuring suicide potential, social conflict, or 
overall functioning (factors 1, 3, and 4). 


ANALYSIS AT ONE-YEAR FOLLOW-UP 


Follow-up information was obtained on the status of 
299 of the 300 patients at least one year or more after the 
suicide attempt. Information was obtained by clinical 
evaluation for all but 28.7 percent of the patients. For 
these patients information was obtained from friends or 
relatives, by direct telephone contact with the patient, or 
by mail questionnaire from the patient. These patients 
were considered to be alive but were assigned to a sepa- 
rate category to differentiate them from patients about 
whom more reliable assessments were made with our: 
standardized interview procedure. Table 3 shows the dis- 
tribution of follow-up assessments. 

To determine which input factors best differentiated 
those patients who were much improved from those who 


TABLE 3 
Outcome of 300 Patients After One Year 


Outcome Number Percent 
Much improved 25 8.3 
Better 104 34.7 
Unchanged 58 19.3 
Alive but not clinically evaluated 86 28.7 
Worse 13 43 
Dead by subsequent suicide 8 2.7 
Dead from natural cause E 5 1.7 
Unable to locate ] 3 








were either unchanged or dead by suicide, individual fac- 
tor scores were regressed against outcome variables. 
Table 4 presents the mean outcome and test of mean dif- 
ferences after one year. 

Factor 9, which represents the circumstances sur- 
rounding the attempt (with high scores referring to iso- 
lated attempts with irreversible methods and no effort to 
obtain help), discriminated best among the input factors. 


Those who were unchanged at one year received the high- . 


est scores on this factor, followed by the much improved 
and the dead. 

High scores on the variables that define this factor are 
ordinarily associated with completed suicide. That those 
who subsequently died from an attempt received low 
scores on this factor emphasizes the fact that one cannot 
predict the possibility of a subsequent, more serious at- 
tempt from the characteristics of a previous attempt. 

The same pattern of means was evident on the inter- 
personal conflict dimension, factor 3. The unchanged 
group, who seemed to come from unstable families, 
scored highest on this factor. They seemed to have the 
most long-standing and severe conflicts, to have over- 
dependent and pathological relations with significant oth- 
ers, and to have a tendency to act out suicidal intentions 
and threats of suicide in the most dramatic and socially 
provocative ways. 

Patients dead from an attempt within the year had 
showed little evidence of conflict or turbulence when the 
study was initiated. The dead and the unchanged groups 


TABLE 4 
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manifested about equal obsessive behavior and thoughts 
on the obsessive-compulsive dimension, factor 8. This 
finding was in contrast with the findings for the much im- 
proved group, who scored significantly higher on this fac- 
tor—reflecting greater awareness of the interference of 
strange acts and thoughts in their everyday functioning, 
who experienced more unwanted thoughts, and who re- 
ported a greater preoccupation, with thoughts about 
death. 


Comparison of Dead with Much Improved 


The seven patients who died within a year from an- 
other suicide attempt were predominantly former in- 
patients with long-standing psychiatric disturbances for 
whom the fatal attempt was their third. Nothing about 
their previous attempt, their psychiatric status, or their 
life experiences pointed to their high risk. Some had 
made manipulative gestures in relationship to pressing 
conflicts; some were psychotic; and some had suffered de- 
pressive reactions as a result of major life reversals. 

None experienced significant life changes during the 
year of follow-up. While they did not report significant 
interpersonal conflict, they regularly experienced a sense 
of rejection in their relationships, and 50 percent attrib- 
uted their problems to situational factors. While most 
had been given low scores on psychiatric symptoms, none 
was judged to be progressing in treatment at the time of 
the last and final attempt. None could mobilize himself to 
make significant changes in his life situation. Instead, 
they all showed deterioration after a long history of life 
difficulties and poor relationships that complicated their 
illness. 


Much Improved 


Patients who were much improved were functioning 
better in major life areas at follow-up than in the year 
prior to the attempt, including several patients who had 
been given a diagnosis of psychosis. Symptom-free, with- 
out recurrences or repeated attempts, they had reorga- 
nized their lives and cooperated with and responded to 
treatment. Indeed, almost as many had made serious at- 
tempts as had made minimally serious attempts, suggest- 
ing that a dangerous suicidal attempt does not preclude a 
good short-term prognosis. 


Mean Outcome and Test of Mean Differences of 299 Patients After One Year, by Nine Symptom Factors 











Factor 
Number Factor Dead Unchanged Much Improved F Ratio ‘Significance 
l Suicide potential 54.8 57.6 56.5 — n.s. 
2 Unusual thoughts and behavior 45.5 46.1 50.3 — n.s. 
3 Interpersonal conflict . 433 48.9 46.2 3.23 p < .04 
4 Overall functioning 47.3 49.7 51.9 — n.s. 
5 Appetite, sleep, and sexual disturbances 48.3 46.4 48.7 — n.s. 
6 Emotional-physical blunting 45.1 48.3 524 — n.s. 
7 Obsessive-compulsive behavior 46.5 45.7 54.4 3.18 p«.04 
9 Social setting of attempt 40.5 49.4 44.3 3.35 p«.03 
12 Anxiety-guilt 49.2 48.9 50.2 — ns. 
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CONCLUSIONS 


The results of this follow-up study underscore the 
prognostic significance of three factors: interpersonal 
conflict, symptom distress, and the social setting of the 
attempt. 

Where interpersonal conflict persists, the prognosis re- 
mains guarded as well. However, it should be emphasized 
that low scores on interpersonal conflict do not preclude 
the possibility of subsequent more serious suicide at- 
tempts. Indeed, lack of interpersonal conflict predicts 
both suicide and recovery, a finding consistent with data 
in the literature. Similarly, it should be emphasized that 
the patients who subsequently died by suicide scored low- 
est on factor 9, the social setting of the attempt (i.e., their 
attempts were least likely to be judged serious since they 
had by and large used reversible means, were not far 
from others, and had sought help). The significance of 
this lies in the fact that all suicide attempts must be care- 
fully evaluated and future risk not minimized because of 
the minimal seriousness of a particular attempt. 

Expressions of distress about symptomatology may, 
on the other hand, be a favorable prognostic sign, since in 
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this sample they occurred with much greater frequency 
among the most improved group, while those who were 
dead from a repeated attempt within the year were least 
likely to express distress about symptomatology and least 
likely to create much interpersonal conflict. 

These findings support the work of other investigators 
who have emphasized the important prognostic role of 
the social world of patients in the postattempt period (4— 
6). 
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Attitudes and Behaviors of Acute and Chronic Schizophrenic Patients 


Regarding Ambulatory Treatment 


BY GEORGE SERBAN, M.D., AND ALEXANDER THOMAS, M.D. 








Attitudes toward and behavioral compliance with 
ambulatory treatment of acute and chronic schizophren- 
ics of both sexes were examined. The results revealed a 
marked discrepancy between positive attitudes toward 
medication, outpatient care, and employment and non- 
compliance with these therapeutic interventions. In addi- 
tion, an examination of the relationship between com- 
pliance with ambulatory treatment and the need for 
rehospitalization revealed that, at least for the chronic 
schizophrenic patient, such compliance leads to a dimin- 
ished need for rehospitalization. The authors discuss 
these findings in terms of the different views of their ill- 
ness which these patients may hold. Implications for psy- 
chiatric treatment of posthospitalized patients are also 
explored. 


RECENT RESEARCH SUGGESTS that rehospitalization of 
chronic schizophrenic patients can be significantly re- 
duced through the use of several therapeutic procedures. 
The effectiveness of phenothiazine treatment (1-5) and 
regular outpatient care (6, 7) in the prevention or delay- 
ing of rehospitalization among chronic schizophrenic 
patients has been demonstrated by several investigators. 
Gainful employment is still another dimension consid- 
ered valuable in the posthospitalization adjustment of 
schizophrenics (8,9). Moreover, various combinations 
of these procedures have been found to ameliorate the 
functioning of psychotics following hospitalization 
(10, 11). 

Yet, despite the increasing availability and demon- 
strated effectiveness of such mental health resources, the 
rates of rehospitalization for schizophrenics have re- 
mained at a fairly constant rate of 34 percent (12). This 
contradiction between the purported usefulness of thera- 
peutic interventions as a means of decreasing rehospitali- 
zation and their apparent ineffectiveness as reflected in 
the generally nonchanging readmission rates may be due 
to the possibility that these therapeutic approaches are 
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not fully used by ambulatory patients. As part of a gen- 
eral research project regarding predictability of read- 
mission for schizophrenics, this substudy: 1) examined 
the attitudes of patients regarding the value of these vari- 
ables for posthospitalization adjustment, and 2) explored 
the extent of the actual use by chronic and acute schizo- 
phrenic patients of such purportedly beneficial inter- 
ventions as medication, regular aftercare, and seeking 
gainful employment. 


METHOD 
Patient Sample 


The study population represented a well-defined and 
clearly diagnosed sample of 641 schizophrenics; 80.5 per- 
cent (N = 516) were chronic and 19.5 percent (N =125) 
were acute cases. The latter were defined as without pre- 
vious hospitalization, although they had possibly been ill 
for six months prior to the Bellevue admission. In terms 
of diagnosis the patient sample included 38.5 percent 
(N = 247) undifferentiated, 36.7 percent (N = 235) para- 
noid, 12.5 percent (N = 80) schizo-affective, 7.5 percent 
(N = 48) acute or chronic acute episode, 3.3 percent 
(N = 21) latent, and 0.6 percent (N = 4), 0.5 percent 
(N = 3), and 0.5 percent (N = 3) simple, catatonic, and 
hebephrenic, respectively. The concordance rate between 
the ward and the project psychiatrist for the diagnosis of 
schizophrenia was 96 percent and 90 percent within the 
schizophrenic subclassifications. 

The breakdown of the total schizophrenic sample was 
as follows: 61.5 percent (N = 394) were men and 38.5 
percent (N = 247) were women. The ages ranged from 17 
through 52, with 27.5 percent (N = 176) 24 years or 
younger, 64.6 percent (N = 414) 25 through 44 years of 
age, and 7.9 percent (N = 51) 45 years or older. As re- 
gards educational attainment, 40.6 percent (N = 260) of 
the sample completed grades 7-11, 36.5 percent (N = 
234) reported a 12th grade education, and 11.2 percent 
(N = 72) and 11.7 percent (N = 75) had completed 
grades 13-15 and 16, respectively. In terms of occupa- 
tion, 67.9 percent (N = 435) were unskilled workers, 9.2 
percent (N = 59) had held skilled jobs in the past, 11.2 
percent (N = 72) were in professional and managerial 
occupations, and 8.1 percent (N = 52) were either stu- 
dents or housewives. Of the total group, 3.6 percent (N 
= 23) were never employed. Of the 349 chronic and 70 
acute patients who were available to the follow-up, 258 
(73.9 percent) chronic and 31 (44.3 percent) acute were 
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readmitted in the course of the two-year follow-up either 
to Bellevue or to other hospitals, and the remaining 91 
(26.1 percent) of the former and 39 (55.7 percent) of 
the latter were not rehospitalized during this time. 


Procedure 


On admission and readmission clinical psychologists 
gave the subjects a battery of tests related to their mental 
status, ability at problem appraisal, motivational orienta- 
tion (measured by the Motivational, Achievement, Aspi- 
ration, Interest, Self-Appraisal [MAAIS]) (13), person- 
ality (measured by the 16 Personality Factors Test, Form 
E) (14), and psychosocial functioning and stress (mea- 
sured by the Socíal Stress and Functioning Inventory in 
Psychotic Disorders [SSFIPD], described else- 
where) (15). Twenty-eight questions relating to the 
patients' attitudes toward medication, aftercare, employ- 
ment, welfare, and hospitalization comprising the appen- 
dix of the SSFIPD were submitted to a correlational 
analysis to identify significant and nonoverlapping atti- 
tudinal dimensions. The five variables thus obtained 
formed the basis for the analysis of the attitudinal com- 
ponents of the therapeutic interventions studied. Reliable 
informants were a check for the accuracy of the patients' 
statements. They were classified into close (spouses and 
primary family members) and secondary (aunts, uncles, 
cousins, and friends, neighbors, clergy, and social work- 
ers who knew the patient for a minimum of two years 
prior to hospitalization) informants. Of the 177 chronic 
patients, 143 had close informants and 34 had secondary 
informants. Of the 46 acute patients, 34 had close infor- 
mants and 12 had secondary informants. In case of read- 
mission to another hospital, data were obtained only 
from informants. The data were analyzed by means of 
correlational procedures, cross tabulations and chi- 
square tests for independence of samples, and discrimi- 
nant function analysis (16). 


RESULTS 


Results of the study are presented in two parts. First 
the significance of the behavioral versus attitudinal di- 
mensions on the medication, aftercare, employment, and 
welfare variables is described for the chronic and acute 
patients as reflected in the data obtained upon their first 
admission to the project. Next the quantitative analysis 
of the relationship of these general variables to read- 
mission is presented. . ` 

The results indicated an extreme noncompliance with 
instructions on the use of drugs by chronic patients, 
which is perhaps more striking when viewed vis-à-vis 
their expressed attitudes toward the value of medication 
for their posthospitalization adjustment. Of the 516 total 
chronic patients, 41.9 percent (N = 216) reported nonuse 
of prescribed medication between their hospitalizations, 
while at the same time 67.8 percent (N = 146) of these 
stated that they believed regular use of medication would 
be helpful. Only 151 of the 516 chronic patients (29.3 per- 
cent) stated that they took medication between hospital- 
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izations. Yet an additional check with other informants 
revealed that only 19.8 percent of these patients (rather 
than 29.3 percent) had in reality taken medication be- 
tween their hospitalizations. y 

The same attitude toward the value of medication was 
revealed by 75 acute patients, 60 percent of the sample, 
who expressed interest in medication, although only 32 
percent (N = 40) in reality took it. Further questioning 
in order to determine if the attitude was due to failure to 
understand the importance of medication revealed that 
both acute and chronic patients would discontinue medi- 
cation if: 1) they felt they no longer needed it (chronic 
52.3 percent [N = 270], acute 47.2 percent [N = 59]); 2) 
taking medication interfered with their activities (chronic 
52.5 percent [N = 271], acute 48 percent [N = 60]); 3) 
taking medication made them feel different from others 
(chronic 39.1 percent [N = 202], acute 39.2 percent 
[N = 49]); and 4) they felt no difference in their condition 
after forgetting to take medication (chronic 45.2 percent 
[N = 223], acute 45.6 percent [N = 57]). Yet the same 
subjects reported in relation to implementation of medi- 
cation that they would take medication if someone re- 
minded them or gave it to them on a regular basis 
(chronic 16.1 percent, acute 19.2 percent); 60.1 percent 
(N = 310) of chronic and 56.8 percent (N = 71) of acute 
patients felt they needed no reminders. A total of 5 per- 
cent (N = 26) of the chronic and 3.2 percent (N = 4) of 
the acute patients reported that reminders would help 
but such a program was not available to them; 18.8 per- 
cent (N = 97) of the chronic and 20.8 percent (N = 26) 
of the acute patients indicated that they would not take 
medication in any case. 

Attitudes toward professional aftercare indicate a 
trend similar to that already reported for medication. Of 
the 516 chronic patients, 227 or 44 percent admitted that 
they did not seek outpatient treatment, whether in a clinic 
or with a private psychiatrist, and 143 of the 516 (27.7 
percent) reported irregular attendance at outpatient serv- 
ices, whereas 373 (72.3 percent) of them stated that at- 
tending a clinic would be beneficial to them. Only 146 of 
516 (28 percent) of these individuals claimed to have fol- 
lowed through with a consistent aftercare program. 
Among the acute patients 56 percent (N = 70) expressed 
the belief that aftercare is a valuable adjunct to post- 
hospitalization adjustment, and 80 percent (N = 100) in- 
dicated that they would use outpatient services if they 
were instructed to do so, compared to 87.2 percent (N = 
450) of the chronic patients. 

The third therapeutic variable in posthospitalization 
adjustment, employment versus welfare, revealed a 
lesser discrepancy between behavioral manifestation and 
attitudes for both chronic and acute patients, Results of 
key admissions revealed that 71.9 percent (N = 371) of 
the 516 chronic patients had been unemployed, 13.4 per- 
cent (N = 69) had been employed full-time, and 39.7 per- 
cent (N = 205) had received welfare prior to the current 
hospitalization. Patients’ attitudes toward employment 
as an indicator of social adjustment showed that 50.8 per- 
cent (N = 262) of the chronic patients expressed a belief 
in gainful employment as an aid in posthospitalization 
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Follow-Up Study To Determine Correlation of Medication Use, Aftercare, and Employment with Readmission of Chronic ( N =349) and 


Acute ( N — 70) Patients 





Short Interval 


Readmitted to 


Readmission and 











Bellevue with Readmission to Total 
SSFIPD Other Hospitals Total Readmitted Nonreadmitted 
Variable Number Percent Number Percent Number Percent Number Percent 
Chronic patients 114 144* 258 91 
Regular medication use 26 22.8 51 354 77 29.8 50 55.0 
Regular clinic attendance 26 22.8 55 38.2 81 31.4 63 69.2 
Employment status 114 138** 252** 80 

Total employed 20 17.5 40 29.0 60 23.8 34 42.5 
Working part-time 3 2.6 I 7.8 14 5.6 6 7.5 
Working full-time 12 10.5 21 15.2 33 13.1 19 23.8 
Housewife-student 5 44 8 5.8 13- 5.2 9 11.3 

Unemployed 23 20.2 39 28.3 62 24.6 16 20.0 

Welfare assistance 71 62.3 59 42.8 130 51.6 30 37.5 

Acute patients I} 207 ** 31 39 
Regular medication use 5 45.5 5 25.0 10 32.3 9 23.1 
Regular clinic attendance 5 45.5 5 25.0 10 32.3 17 43.6 
Employment status il 19** 30** 38** 

Total employed 7 63.6 9 474 16 53.3 9 23.7 
Working part-time l 9.1 4 21.1 5 16.7 6 15.9 
Working full-time 4 36.4 5 26.3 9 30.0 13 34.2 
Housewife-student 2 18.2 0 0 2 73 l 2.6 

Unemployed 0 0 5 26.3 5 16.7 20 52.6 

Welfare assistance 4 36.4 5 26.3 9 30.0 9 23.7 





*Of the 144 patients not readmitted with the SSFIPD, 43 were tested with a short form of the SSFIPD, 67 were tested with a short informant follow-up form, and 34 


admitted to other hospitals were tested with the informant follow-up form. 


**These numbers represent a smaller number of cases than the total sample due to missing data on the employment variable. 
***Of the 20 patients not readmitted with the SSFIPD, 3 were tested with a short form of the SSFIPD, 8 were tested with a short informant follow-up form, and 9 ad- 


mitted to other hospitals were tested with the informant follow-up form. 


adjustment, whereas 49.2 percent (N = 254) felt that it 
would be of no significant value. Among the 125 acute 
patients 37.6 percent (N = 47) were found to be unem- 
ployed, 36.8 percent (N = 46) were working full-time, 
and 20 percent (N = 25) were receiving welfare at the 
time of their hospitalization. At the same time 49 percent 
(N = 64) of these patients felt that a new job would con- 
tribute positively to their mental state. Both groups (67.2 
percent chronic, 79.2 percent acute) agreed that living on 
welfare was detrimental to their mental health. 

The attitudinal statements made by the follow-up 
chronic (N = 349) and acute (N = 70) patients furnished 
further information as to the relationship between the use 
of these therapeutic interventions and the need for rehos- 
pitalization. 

Examination of table 1 reveals that only 127 of 349 or 
36.4 percent of all chronic patients, and 19 of 70 or 27.1 
percent of the acute counterparts comprising the follow- 
up sample took medication, and 144 of 349 or 41.3 per- 
cent of the chronic and 27 of 70 or 38.6 percent of the 
acute group sought outpatient services on a regular basis. 

In order to determine whether regular medication use 
is associated with a lessened likelihood of readmission, 
samples were compared by chi-square analysis for read- 
mission status in relation to use of medication. The anal- 
ysis revealed that in chronic patients nonuse of pre- 
scribed medication appears to be highly related to re- 


admission, while regular use of medication appears to 
be highly associated with nonrehospitalization (x? = 
18.33, d.f. = I, p « .001). For acute patients, however, 
regular medication use tends to be independent of read- 
mission status (x? = .6263, d.f. = 1, p > .05). 

Similar analyses computed for clinic attendance 
showed that readmission among the chronic patients 
seems to be significantly associated with nonuse of out- 
patient services following hospitalization, whereas regu- 
lar attendance appears to prevent or delay rehospitaliza- 
tion within the observation period (x? = 39.72, d.f. = 1, 
p < .001). As seen in table | no significant results were 
obtained for the acute patients for the samé variables 
(x = L15,d.£. = 1, p > .05). 

The effect of employment status on readmission is also 
shown in table 1. For the purpose of this analysis, em- 
ployment status combined part-time and full-time em- 
ployment and student-housewife in one category, since all 
reflect a form of employment and can be treated as one 
variable versus unemployment and dependence on wel- 
fare. 

The results revealed that reliance on welfare assistance 
appears to be highly associated with readmission in the 
chronic group (x? = 10.55, d.f. = 2, p « .01). For acute 
patients, the data were not significant (x? = 1.21, d.f. = 2, 
p > .05). 

A determination of whether or not chronic patients on 
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ATTITUDES OF SCHIZOPHRENIC PATIENTS 


TABLE 2 


Clinic Attendance and Medication Use by Readmission and Welfare Status for Chronic Schizophrenics 





Welfare Patients 


Nonwelfare Patients 














Variable Number Percent Number Percent 
Regular clinic attendance 
Total sample 19 (23)* 66 
Readmitted patients** 11 (19) 57.8 (82.0) 7 10.6 
Nonreadmitted patients 8 (4) 422 (18.0) 59 89.4 
Regular medication use 
Total sample 19 37 
Readmitted patients*** li 57.8 15 26.3 
Nonreadmitted patients 8 42.2 42 73.7 
*Numbers in parentheses represent claimed attendance. 
* 0 _ 17.03, d.f. = 1, p < .001 (based on adjusted frequencies for actual clinic attendance). 


welfare differ from nonwelfare chronic recipients as to 
use of medication and outpatient care, as related to read- 
mission, is shown in table 2. The results indicate that 57.8 
percent of the chronic welfare recipients attending clinics 
were readmitted within the two-year observation period, 
as compared to 10.6 percent of their nonwelfare counter- 
parts (x? = 17.03, d.f. = 2, p « .001). Regarding medica- 
tion, 57.8 percent of the welfare recipients as compared 
to 26.3 percent of the nonrecipients taking medication 
were readmitted during the follow-up period (x? = 6.31, 
d.f. = l,^p«.02) These results suggest that whereas 
ambulatory treatment contributes significantly to nonre- 
hospitalization of chronic nonwelfare schizophrenics, 
welfare dependence appears to play a decisive role in re- 
admission, independent of the interventions used. 

In order to determine more precisely the extent to 
which the variables of medication use, clinic attendance, 
and employment history (unemployed, welfare recipient, 
nonstudent-housewife status, employed part-time, work- 
ing full-time) predict readmission, a discriminant func- 
tion analysis (16) was performed using these variables. 
This method was applied to the chronic sample only, 
since the acute sample was too small for reliable analysis. 

The analysis correctly identified 78.5 percent of the 
cases as to their actual readmission status based on the 
variables employed. Unemployment and dependence on 
welfare assistance ranked as the two most discriminating 
of the variables. It appears that unemployment and de- 
pendence on welfare may be thought of as the main con- 
tributing factors to rehospitalization, but these variables 
alone, without a lack of regular use of medication and 
clinic attendance, are not sufficient to predict read- 
mission for the chronic schizophrenics in this sample. 


DISCUSSION 


The results pertaining to the attitudinal and behavioral 
dimensions of the variables studied indicate a consistent 
trend toward a marked discrepancy between the ex- 
pressed positive attitude on the part of both types of 
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schizophrenics toward medication, aftercare, and need 
for gainful employment and behavioral noncompliance 
with these recommended procedures. The implications of 
these findings are twofold. First, the study has corrobo- 
rated the clinical phenomenon of incongruence between 
intention and action on the part of the schizophrenic 
patient, which apparently continues to exist even follow- 
ing discharge. They showed an inability to follow through 
on a plan of action, based on emotional attitudes toward 
it: e.g., it made them feel different from others (chronic 
39.1 percent, acute 39.2 percent) or it interfered with their 
activities (chronic 52.5 percent, acute 48.0 percent). Sim- 
ilarly, although 67.2 percent of the chronic and 79.2 per- 
cent of the acute patients disapproved of welfare assis- 
tance vis-a-vis their mental health, there is scant evidence 
by either group of schizophrenic patients in this sample 
of any effort to follow through and secure gainful em- 
ployment. 

The second important implication of the findings re- 
lates to the general psychiatric practice with the post- 
hospitalized schizophrenic patient, based on the new and 
more liberalized concept of treatment of schizophrenia 
which assumes that the patient accepts and carries out 
psychiatrists’ recommendations for treatment. The re- 
sults indicate that the psychiatrists’ instructions have a 
good chance of meeting with a verbalized acceptance but 
behavioral noncompliance in the absence of some means 
of structured control. This new approach does not take 
into account the defective organization of schizophrenic 
behavior; the result is to make treatment ultimately inef- 
fective for the patient and frustrating for the psychiatrist. 

This conclusion is supported by the findings that the 
use of mental health resources is associated in chronic 
schizophrenia with a diminished need for rehospitaliza- 
tion. However, although this is true in general, chronic 
schizophrenics on welfare represent a different category. 
Independent of the use of ambulatory treatment, they are 
readmitted in higher proportions than their nonwelfare 
counterparts. This would suggest that welfare per se 
creates a psychological factor defeating the purpose of 
psychiatric care. 

As has been shown, medication, outpatient treatment, 


and nondependence on welfare appear to be significant 
factors in delaying or preventing rehospitalization among 
chronic schizophrenic patients, although not among their 
acute counterparts. The nonsignificant data for acute 
patients could be explained by the fact that more often 
than chronics they discard the need for therapeutic inter- 
vention in that they consider the psychotic episode a tran- 
sient one, not affecting their general life condition. Also, 
they represent a more integrated type of personality and 
are more likely to find social support in the community 
after their discharge, minimizing the effect of these inter- 
ventions. However, the relatively short follow-up period 
did not permit final conclusions. 

By contrast, the chronic patients, with each rehospitali- 
zation, face the increasing likelihood of further social dis- 
organization. Consequently, when the marginal adjust- 
ment has been maintained by means of medication and 
outpatient therapy, the need for rehospitalization de- 
creases. Concomitantly, dependence on welfare, as has 
been shown, promotes further deterioration and contrib- 
utes further to their already negative self-concept. In ad- 
dition, it may condition the patients to accept the hospital 
as the only nonrejecting social institution and thus in- 
crease the frequency of their rehospitalization. 

In view of these results, which indicate a marked dis- 
crepancy between generally positive attitudes toward the 
studied intervention procedures and behavioral non- 
compliance with them in both acute and chronic samples 
of schizophrenics, we can assume that our present policy 
for posthospitalization does not work. 

In this sense, the therapeutic implications of the find- 
ings are self-evident; that is, a reevaluation of discharge 
and aftercare procedures for schizophrenics is needed in 
order to assure continuity in their treatment. 


GEORGE SERBAN AND ALEXANDER THOMAS 
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Use of Videotape To Induce Attitude Change in Delinquent Adolescents 


BY ROBERT C. MARVIT, M.D., M.SC., JUDY LIND, M.S.W., AND DENNIS G. MCLAUGHLIN, PH.D. 





A representative sample of Hawaii's antisocial adoles- 
cents (N = 44) participated in group treatment with and 
without videotaping. The groups that were videotaped de- 
veloped an increase in reality-based self/ other concept 
and a more reflective posture regarding their behavior. In 
addition, they experienced a decrease in self-esteem with 
reduced emphasis on activity as a means of coping. The 
use of videotaping in the treatment of antisocial attitudes 
was most effective in allowing increased reality testing 
coincident with reduced use of denial. This effect was en- 
hanced with support provided through the peer group 
process. 





ANTISOCIAL BEHAVIOR AMONG today's youth is a prob- 
lem of ever-increasing concern to all members of the 
community and especially to schools, parents, police, 
courts, businesses, and public officials. Indeed, no one is 
left untouched by it. Agencies responsible for dealing 
with youthful offenders have found that conventional 
treatment methods, which are helpful with adults, are not 
so useful with adolescents, who are frequently unmoti- 
vated and nonverbal (1). 

What are these offenders like and how do they respond 
to offers of help? Many delinquents do not agree with so- 
ciety that they have a problem because they broke the 
law. Breaking the law is not their problem—getting 
caught is. Many youths who appear in family court are 
not upset about the consequences of their antisocial be- 
havior and therefore have little anxiety and less motiva- 
tion to behave differently (2). Over and over, they com- 
plain that they “just want to be left alone.” Even the best 
plan of treatment will fail if the youth does not cooperate 
and is not invested in the therapeutic situation. Often, 
what the helping agency wants for the adolescent and 


This paper is based on material presented at a videotape special session 
of the 126th annual meeting of the American Psychiatric Association, 
Honolulu, Hawaii, May 7-11, 1973. 
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what he wants for himself are worlds apart. In light of 
this, new treatment approaches are being sought and de- 
veloped by our public and private agencies. 


BACKGROUND OF STUDY 


Group therapy is gaining increased recognition as a 
useful type of therapeutic intervention based on the ado- 
lescent's responsiveness to his peers (3). This treatment 
technique is being used in various forms by several 
agencies in the State of Hawaii. In an earlier study of 
committed delinquents, it was found that while tradi- 
tional group psychotherapy techniques were helpful, they 
had to be modified in order to be more applicable to the 
wide spectrum of delinquent behaviors found among 
multiracial adolescents (4). It was concluded that an edu- 
cational approach would be more helpful in getting the 
adolescent to identify and understand his deviant behav- 
ior than methods based on the achievement of psycholog- 
ical insight. 

The usefulness of a psychological frame of reference 
was not abandoned, but rather was modified so that psy- 
chological constructs might be applied to attitude change 
in this population. Conceptually, attitudes may be broken 
down into at least three components: cognition, affect, 
and behavior. The application of this frame of reference 
to evaluate the usefulness of the group as a therapeutic 
tool has three additional components. They include ca- 
tharsis, clarification, and reality testing (5). Although 
each component is insufficient as a goal in itself, the most 
important one for delinquents is the promotion of reality 
testing in order to get a sense of the world as it really is. It 
was proposed that videotaping the group process could be 
used as a mechanism to reinforce this reality-testing com- 
ponent. The theory postulated that a delinquent who saw 
his behavior through the video playback in a peer setting 
could have the reality of himself as an individual and his 
behavior in the group reinforced. The exploratory study 
was conducted to determine whether videotape could be 
used effectively with our adolescent delinquent groups in 
order to induce positive behavioral change. 

Although there has been much documentation of the 
usefulness of videotaping in psychiatric treatment and 
training, the literature contains little information con- 
cerning its use with delinquent youths. 

In a study of adolescent boys referred by the juvenile 
court (6), videotape was used as a self-confrontation de- 
vice not only to provide a corrective experience but also 
to condition an avoidance reaction to the deviant behav- 
ior seen on the film. In addition, it was felt that the video- 


tape could act as a positive reinforcer for desirable be- 
havior. It was felt that the videotape feedback enabled 
the subjects to recapitulate the lesson with time and 
thereby benefit from hindsight. 

After reviewing our own and others’ experiences, we 
set about to carefully analyze the effects of videotaping 
with delinquent adolescent groups on an experimental 
basis. 


METHOD 


Four local agencies that deal with delinquent adoles- 
cents were selected to participate. An attempt was made 
to include different kinds of settings with a wide variety 
of participants. In this manner we would not limit what 
we would learn from the study to a small group of adoles- 
cents, but rather would see the effects on the total spec- 
trum of adolescent behavior as represented by these 
groups. 


Agency Description 


Agency 1. This agency has a guided group interaction 
program for boys who are referred by the court and who 
have long histories of deviant social behavior. Many have 
been committed to youth correctional facilities. The 
agency places a major emphasis on group responsibility. 

Agency 2. This agency, a runaway shelter for girls, has 
no structured treatment; its emphasis is on crisis inter- 
vention and referral to other sources of help. 

Agency 3. This agency is for girls who have been in- 
volved with the family court; all have histories of law vio- 
lations. It uses a reward behavior modification approach 
with emphasis on both a token economy and goal setting. 

Agency 4. This agency, a residential treatment center 
for boys and girls, provides a family-type living arrange- 
ment for children with intolerable home situations and 
those who cannot return home following their participa- 
tion in court proceedings. 

These four agencies provided a good representation of 
the adolescents of Hawaii who exhibit delinquent behav- 
ior. The sample included some youths who had never 
been in trouble with the law as well as others who had a 
long history of recurrent violations. Some came from 
families of high socioeconomic levels; others from fam- 
ilies on welfare. 

The study was planned to use the already established 
agency routine. Although each group had four sessions, 
the scheduling was varied. Two agencies had four con- 
secutive daily sessions, one agency had one session each 
week for four weeks, and the last had sessions on two 
consecutive days in each of two weeks. 


Data Collection 


At each agency the staff presented the idea of the study 
to the youths and asked for their cooperation. This was 
followed by a meeting between the study conductor (J.L.) 
and the prospective group members to discuss their feel- 
ings about participating. No one refused. The study con- 
ductor administered the questionnaires to the groups at 
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each agency in order to ensure that all participants in the 
study had the same understanding of the questionnaire. 
Following the fourth group session, questionnaires were 
again administered. 

At each agency an experimental and control group 
were randomly selected. There were 44 participants (17 
boys and 27 girls), with 23 in the experimental group and 
21 in the control group. All subjects completed a ques- 
tionnaire that attempted to assess their attitudes about 
themselves and other people and their perception of the 
attitudes of others as they related to themselves.' Each of 
the experimental groups was then videotaped during its 
four psychotherapy sessions. Following each taping, the 
groups viewed the tapes and discussed the content, in- 
cluding the subjects' feelings about seeing themselves, 
how their self-image compared to the video playback of 
their appearance and behavior, and the group dynamics. 

After the four sessions all group members were re- 
examined with the same questionnaire, and an analysis 
was done to ascertain any shift in feelings about them- 
selves and others. The four control groups completed the 
questionnaire, had four group sessions with no videotap- 
ing, and were then reexamined and analyzed in the same 
manner. The questionnaire scores of the experimental 
and control groups were then compared to measure the 
effect of the videotape on attitude change. 


RESULTS 


Statistical analysis to assess the randomness of assign- 
ment to experimental and control groups showed that 
there were no statistically significant differences between 
groups in terms of their composition when tested for sex, 
age, family composition, racial background, social his- 
tory, school attendance, and delinquent behavior. 

The analysis of the questionnaire took the following 
form. 

The pretest answers were analyzed by a t test for inde- 
pendent groups to determine whether there were attitudi- 
nal differences between the experimental and control 
groups in how they initially answered the questionnaire. 
There were no significant differences. 

The changes in the answers of the posttest from the 
pretest were analyzed by a t test for independent groups 
using the change scores. This analysis revealed that there 
were several statistically significant changes in the re- 
sponses of the experimental group. 

Table 1 represents 11 questionnaire items that showed 
significant changes in responses. These items were classi- 
fied logically in two conceptually similar sets. The first 
set consisted of alienation/attitude items as represented 
by the first four questions. The consistent direction of all 
summed responses to these questions revealed that the 
experimental group experienced increased feelings of un- 
happiness and decreased participation in community af- 
fairs coupled with an increased feeling of getting along 


'Copies of the questionnaire are available on request from the senior 
author. 
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USE OF VIDEOTAPE WITH DELINQUENT ADOLESCENTS 


TABLE | 


Selected Questionnaire Items Demonstrating Attitude Changes Within Each Group and Between Groups 


Summed Differences of Posttest 
Minus Pretest Scores* 


Summed Change Scores of Posttest 
Minus Pretest of Experimental Group 
Compared to Control Group** 





Item 








Alienation/attitude set 
During the past three months have you felt very unhappy? * 
(often =3, sometimes 22, never = 1) 
I participate actively in community affairs 
(not true= 1, somewhat truez 2, true- 3) 
I get along with people easily 
(not true= l, somewhat true 2, true- 3) 
On the whole, do you feel you can do things as well as 
other people? (yes=2, no« 1) 
Self-concept as it relates to others 
Do you get upset because someone criticized you? 
(often «3, sometimes 2 2, never = 1) 
Do other people take you seriously?  (yesz2, no- 1) 
Do other people make you nervous? (yes=2, no- 1) 
Do other people disappoint you? (yes = 2, no = 1) 
Do you disappoint other people? (yes-2, no- 1) 
Do other people try to do better than you? (yesz2, no« l) 
Are you afraid of other people? (yes=2, no- 1l) 





Control Group Experimental Group Scores Level of Significance 
0 +8 p< .025 
~3 -10 p<.05 
+6 +7 p<.05 
+4 +7 p<.05 
+7 +8 p«.05 
-4 -8 p«.05 
0 46 p«.05 
+8 +12 p<.005 
+1 +7 p<.05 
+3 +7 p«.025 
+5 +8 p< .005 








*Score of 0 indicates no change, 1-2 some change, 3-5 a moderate change, and 6 or more a great change. 
Summed change scores of control group subtracted from those of experimental group. 


with other people and doing things as well as other 
people. These changes were present when the responses 
for each group were examined within the experimental 
and control populations independently. The second set of 
items, which dealt with self-concept as it relates to others, 
showed several significant increases in the feelings of di- 
minished self-concept as it related to others in the experi- 
mental group. These findings were consistent for all 
questions that related to this area. Taken together, all 11 
items showed a decrease in self-esteem coupled with a de- 
crease in socialization. 

When the experimental group was compared with the 
control group, the findings became even more striking. 
All trends noted were found to be statistically significant 
when the two groups were compared (see table 1). 


DISCUSSION 


From the questionnaire items presented, one can de- 
duce that the experimental group members became more 
upset because someone criticized them. We felt that this 
reflected the videotape experience, in which they became 
more sensitive to feedback from others, more critical of 
themselves, and more defensive about their behavior. 
This group's feeling of being “ton top of the world? was 
diminished as they used less denial regarding their behav- 
ior and circumstances. The intrusion of reality, which 
confronted their distorted self-perception, was reflected 
in the increased scores on the alienation/attitude items. 
Despite this fact, the experimental group members were 
not paralyzed in such a manner that they were unable to 
use this information. 
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The videotape experience made them see themselves as 
others saw them, and the self-confident facade that 
delinquents wear seems to have fallen away as a con- 
frontation with the reality of themselves and their behav- 
ior took place and a more genuine confidence was 
formed. In the interpersonal area of getting along with 
other people, the experimental group members felt better 
about themselves and added during the postvideotape 
discussion that they would be willing to discuss the prob- 
lem with someone else rather than keeping it to them- 
selves. The decrease in active participation in community 
affairs was interpreted as an indication that the videotape 
group experienced a more reflective attitude. They were 
more aware of their shortcomings, and, feeling less con- 


‘fident, they put less energy into social activities as a 


mechanism for avoiding painful affects. 

In the area of self-concept the videotape group became 
more aware of how they appeared to others and experi- 
enced an increased fear of others as a reflection of re- 
duced denial and increased fear of rejection due to their 
behavior. The experimental group members were gener- 
ally more disappointed with other people than they had 
been previously because of a less exaggerated expectation 
of others and the reinforcement of the reality of how 
people really are. When they saw themselves on the tape, 
it provided them with a clear-cut picture of how people 
actually saw them and why they did not take them seri- 
ously. They saw themselves as others saw them and un- 
derstood that much of their behavior would be viewed by 
others as not worthy of respect or serious consideration. 
The videotape group members shifted toward seeing 
themselves as better looking at the end of the series and 
therefore were able to select both positive and negative 


feedback from the videotape. With the group’s support 
they worked through negative feelings. Adolescents are 
very concerned about their appearance, and the modifi- 
cation of behavior to improve their appearance was re- 
flected in the change of dress in the videotape group. The 
reduction in unrealistic expectations provided further 
emphasis for a more realistic appraisal of themselves and 
the world around them so that the hostility, resentment, 
and rebelliousness that occurred with disappointment 
could be kept to a minimum. 


IMPLICATIONS 


The first implication relates to the fact that no one 
refused to participate in the study. This is interesting in 
view of the fact that delinquent youths are frequently un- 
responsive to demands made upon them. In spite of that, 
the idea of participating in the study, using the videotape, 
and seeing themselves on it was of interest to these 
youths. This can in some way be related to the fact that 
the adolescents of today were reared with television and 
are thus quite comfortable with it. But more importantly, 
the videotaping experience was a positive one for the 
young people involved in that they were exposed to them- 
selves and their behavior in a unique and fascinating way. 
The general response to the idea of seeing themselves on 
television was identical for all groups. Initially they were 
anxious, giggly, and incredulous that they would really 
see themselves. After the first replay, all of them seemed 
diappointed in how they looked and sounded. After they 
discussed their feelings and reactions and dealt with them 
in the group, the questionnaire demonstrated that they 
had a more comfortable feeling about their appearance. 
The study conductor noted that several of the subjects 
improved in dress, posture, and health habits during the 
course of the study. This type of improvement has been 
noted among mental patients following the use of video- 
tape (7). 

The experimental group moved toward being more 
comfortable with the presence of the videotape and incor- 
porated it into their discussion. For example, when one 
boy was trying to rationalize his delinquent behavior with 
a series of transparent lies, another group member said to 
him, “Wait until you see yourself on TV and hear how 
you sound.” In one session a group used the meeting to 
ventilate their hostility toward several house staff mem- 
bers and wanted the leader to show the tape to the agency 
executive so that he could understand how they felt. This 
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was important for these boys, who do not always find it 
easy to communicate their feelings and instead just show 
their anger and hostility. They liked the way they had 
been able to convey how they felt and wanted to use the 
tape to demonstrate this. 

It should be noted that the situation was anxiety pro- 
voking for several subjects. This was manifested in their 
questionnaire responses as well as in their behavior in the 
group. However, no one was forced to participate against 
his will, and the attendance at meetings was good. This is 
of additional importance because delinquents usually do 
not follow through with appointments and meetings that 
are scheduled for them. 

In discussing the videotaping experience with the par- 
ticipants as well as the staff, all felt that it was a useful ex- 
perience. Many participants mentioned that they had a 
clearer understanding of themselves and how they 
seemed to others. The group leaders felt that it was a use- 
ful tool for their program planning and evaluation. All 
participants in the four agencies showed interest in going 
beyond the initial four sessions of the study and having 
the videotape available on a regular basis for use with 
both clients and staff. The additional use of this treat- 
ment modality is planned for adolescent treatment pro- 
grams for both antisocial behavior and psychiatric dis- 
orders. The community's acceptance of this approach 
serves as a significant advancement in understanding 
some of the self-defeating behaviors of delinquent adoles- 
cents (8). 
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Gilles de la Tourette's Disease—A Review 


BY KENNETH M. WOODROW, M.D. 





The author describes Gilles de la Tourette's dis- 

ease, noting that it is characterized by sudden involun- 
tary movements, explosive involuntary utterances, and 
imitative phenomena; the pathognomonic feature is the 
sudden, uncontrolled repetitive utterance of obscenities. 
The general progression of symptoms is cephalocaudad, 
with frequent waxing and waning; symptoms become 
worse during affective arousal and improve with relaxa- 
tion. Etiology is unclear, with recent evidence suggesting 
catecholaminergic overactivity. Although this disease 
and schizophrenia are clearly two separate entities, the 
author suggests that Gilles de la Tourette's disease may 
be behaviorally related to schizophrenia and biochemi- 
cally related to the amphetamine psychosis. The treat- 
ment of choice is haloperidol. 


GILLES DE LA TOURETTE’S DISEASE is characterized by: 
1) sudden involuntary movements, including vulgar ges- 
tures (copropraxia), 2) explosive involuntary utterances 
—both inarticulate noises (barks, yelps, grunts, coughs) 
and articulated obscenities (coprolalia), and 3) imitative 
phenomena—verbal (echolalia) and behavioral (echo- 
praxia). Diagnosis is based on the presence of the first 
two items. Almost all patients develop motor and verbal 
tics and about half develop coprolalia. Imitative phenom- 
ena are noted in 20-25 percent of patients (1, 2); copro- 
praxia is rare. 

The striking combination of neurological and psycho- 
logical features in association with a highly predictable 
history, course, and response to treatment has intrigued 
researchers and clinicians alike. 

Estimates of prevalence vary tremendously, but fewer 
than 250 cases have been reported in the world litera- 
ture (1, 3). The University of Minnesota has accumulated 
a registry of 500 cases in the United States (4), suggesting 
.25 cases per 100,000 population, but a more probable 
prevalence is 4 cases per 100,000 (5, 6). The disorder oc- 
curs more frequently in males than in females, in an ap- 
proximate 3.4:1 ratio (2, 3, 7-10). Epidemiologic figures 
are only approximate, however, because of the large 
number of undiagnosed cases. 
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Frequent reference has been made to the similarity be- 
tween Gilles de la Tourette’s disease and analogous 
cross-cultural syndromes of “latah” (11), “myriachit” 
(12), and “the jumpers of Maine" (11). Features of these 
three syndromes include response to a startle with echo- 
lalia, echopraxia, and automatic obedience. But in con- 
trast to Gilles de la Tourette's disease they all require an 
external stimulus, none has a tic, and each has an onset 
after adolescence. The consensus is that Gilles de la Tou- 
rette's disease is a separate entity (13, 14). A similar or 
identical condition called *imubacco" has been reported 
in Japan (15). 


COURSE 


The course of the disease is notably consistent. Onset 
occurs at a mean age of 7, with a range of 2-18; 85 per- 
cent of cases begin before age 10 (2, 3, 7-10, 13, 16, 17). 
The general progression of symptoms is cephalocaudad, 
although many exceptions are found. The first symptoms 
are usually eyelid blinking, facial twitching, or neck 
movements (1, 8). Later, movements of the shoulders, up- 
per extremities, and chest appear, with the lower ex- 
tremities last to be involved, if at all. The movements are 
brief and explosive (16), although in rare instances they 
càn be more complex and take the form of slapping the 
face, wringing the hands (9), or jumping (13). Although 
the lightning-like movements have sometimes been called 
“convulsive” (18) or “compulsive” (5, 13), they are not 
associated with paroxysmal dysrhythmia on the EEG or 
with ruminative thought processes. Rather, the move- 
ments are closer to being impulsive. 

Months to years after the earliest symptoms, vocal tics 
become evident. They first appear as inarticulate sounds 
such as barking, grunting, clearing of the throat (9), and 
superficially resemble animal noises or just nonsense 
sounds (‘‘sh,” “psht,” "ti," “tia,” etc.) (15). The last ver- 
bal symptom that appears in about 50 percent of the 
cases is the explosive utterance of obscenities (coprola- 
lia), most often "shit" and "fuck" (19-21). Coprolalia 
has been seen in patients as young as four years old (1). 
It should be noted that vocal tics or even coprolalia may 
be the initial symptom. Occasionally, imitative speech 
(echolalia) and movements (echopraxia) may occur. 

The frequency with which the above symptoms appear 
varies considerably. At times of high stress, fatigue, an- 
ger, and excitation, symptoms become worse (5, 16, 21); 
relaxation, drowsiness, sleep (22), and fever (6, 7) result 
in improvement. Alternating waxing and waning charac- 
terize the disease (3), and although the course is usually 


progressive, arrest may occur at any stage (15). In con- 
trast to most, one author notes "gradual amelioration of 
symptoms in late adolescence and through early adult- 
hood" (3). Spontaneous complete remissions have been 
reported (7, 9). Mental and neurologic deterioration does 
not occur, nor is the outcome a psychotic one (3, 23). 


ETIOLOGY 


The cause of Gilles de la Tourette's disease is not 
known. There has been widespread speculation about 
possible precipitating factors, although reports are pri- 
marily anecdotal. Precipitating physical factors are usu- 
ally not present (2), but tonsillectomy (6) and chronic 
sinusitis (2) have occasionally been cited as con- 
comitants. Traumatic psychological events, although 
found in only a minority of cases, may be noteworthy. 
Examples of psychogenic precipitants include attack by a 
dog, starting school, being forced to stop thumb sucking, 
separation from a sibling, birth of a sibling, parental ill- 
ness, parental separation (9), sexual assault by a father, 
and having one's dog run over(2). Hereditary factors 
have been indicted (5) and denied (16, 24); their etiologi- 
cal significance remains doubtful. Family history of the 
syndrome per se is rare (25). Two sets of twins have been 
reported, one identical (26) and one fraternal(l), in 
which only one twin was afflicted. Psychopathology in the 
family has been studied, and although clear-cut findings 
are again lacking, there is some indication that at least 
one of the parents is often rigid, demanding, controlling, 
punitive, and domineering (3, 19). 

The personal characteristics of patients with Gilles de 
la Tourette's disease are expectably diffuse. In general, 
two clusters have been reported, extroversion and com- 
pulsivity. The extroverted characteristics are described 
by such terms as "friendly," “gregarious,” “humorous,” 
and "practical joker" (13, 22). More frequently, Gilles 
de la Tourette patients are described as obsessive-com- 
pulsive types. They are obedient, well-behaved, perfec- 
tionistic, and anxious (2), with marked difficulty in the 
overt expression of anger (6, 19). For this reason, the tics 
themselves are seen as a more or less symbolic expres- 
sion of unacceptable hostile impulses (17). One patient 
told an examiner that he sometimes used his obscene 
vocalizations to “goose” a resented parent (7). Intrigu- 
ingly, patients report that the greatest decrease of anxi- 
ety follows the most pronounced episodes of cursing (6), 
and conversely, feelings of anxiety appear to increase as 
movements decrease in response to posthypnotic sugges- 
tion (20). Displacement (17) and dissociation (6) (by 
directing the personal hostile element to a more gener- 
alized expression of hostility through vulgar language) 
are the two defense mechanisms most directly involved. 
Freud (27) and Abraham (28) saw tics as variants of ob- 
sessive-compulsive neurosis. Recently, however, Shapiro 
has questioned the presence of obsessive-compulsive 
symptomatology (23). 

Organic abnormality, in general, has been widely sus- 
pected. Evidence has been sought from neurological 
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TABLE 1 
Rating of Organic Abnormality {N = 34) 


Percent Showing 





Test or Evaluation Abnormality 
Bender-Gestalt 80.0 
Clinical neurological examination 53.8 
Psychiatric evaluation 50.0 
EEG 50.0 
IQ (verbal-performance discrepancy) 36.7 
Rorschach 36.7 





testing, mental status examinations, psychological test- 
ing, electroencephalograms, and postmortems. Psycho- 
metric testing reveals a normal IQ distribution (10), 
along with varying degrees of organic abnormality. A 
recent noncontrolled study of 34 patients (29) found 
much evidence of organic abnormality (see table 1). 

Only three autopsies have been reported. The first was 
a casual reference in 1925 concerning a young man who 
was healthy until his tic illness began and who sub- 
sequently committed suicide. There was no microscopic 
examination, but the gross findings revealed some men- 
ingitic thickenings and adhesions in the region of the exit 
of the facial nerve (30). In 1941, a postmortem exam- 
ination was performed on another patient; there was no 
evidence of gross or microscopic pathology (31). A third 
patient was reported on two separate occasions (32, 33). 
This patient, the most widely referred to, had mild men- 
ingitic changes and vascular infiltration in the marginal 
areas of his cerebellum, pons, medulla oblongata, and in 
almost all regions of the cerebral cortex; cortical layers 
III and V showed laminar and patchy foci of lacunae al- 
most every where. The meningitic involvement was appar- 
ent on microscopic but not on gross examination. More 
significant theoretically was the report of decreased size 
and density of small cells in the corpus striatum. What is 
usually omitted from English reports of the original Ger- 
man article is its qualification that both changes in the 
striatum "were so small that they were overlooked at 
first even by experienced pathologists” (32). Moreover, 
the same examiner could not replicate his findings in the 
brain of another patient who had had Gilles de la Tour- 
ette’s disease (33). 

Neurological findings have been inconsistent and un- 
impressive. Although much time and effort has been 
spent on EEG analyses, these too have been unproduc- 
tive. A summary of over 50 cases indicates abnormalities 
in about 50 percent (3), but these were of a nonspecific 
nature and were not indicative of focal pathology. Paren- 
thetically, serum uric acid levels have been reported to be 
elevated (34). 

Because of the similarity between Gilles de la 
Tourette’s disease and some more specific diseases, 
differential diagnosis should include consideration of: 
Sydenham’s chorea, encephalitis lethargica, Wilson’s 
disease, and schizophrenia. Other more esoteric entities 
to be considered in borderline cases have been delineated 
by Bruun and Shapiro (35). 
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GILLES DE LA TOURETTE’S DISEASE 


TREATMENT 


The treatment of choice is haloperidol (Haldol), which 
results in marked improvement in about 90 percent of 
subject patients (23, 36). Shapiro and associates docu- 
mented the therapy of 21 patients on haloperidol who 
were followed for two months to five years (37). Although 
they noted that the drug was highly effective in most pa- 
tients, its dosage varied between 6 and 180 mg. daily, 
with a median stabilization. dosage of about 9 mg. 
Shapiro and colleagues suggested a rapid increase in dos- 
age from 2 to 10 mg. per day to be titrated against an 
endpoint of symptom relief or highly disabling side 
effects. The side effects most often encountered were 
dyskinesias, akathesia, akinesia, and parkinsonism. 
Almost all patients on doses above 2 mg. of haloperidol 
per day required antiparkinsonian medication. 

Other treatment modalities that have been tried and 
found equivocal are behavioral therapy, abreaction, psy- 
chotherapy (from psychoanalysis to brief directive ther- 
apy), exercises, minor tranquilizers, sedatives, stimulants, 
anticonvulsants, antispasmodics, electric treatments to 
the spinal column, carbon dioxide inhalation, elec- 
troshock, insulin coma, lobotomy, thalamotomy (5), 
LSD (38), antihistamines, reserpine, imipramine, hypno- 
sis (9), isolation, narcoanalysis (8), hydrotherapy (22), 
aversive conditioning (7), a glass of water sipped slowly 
-for an hour 12 times a day, and chiropractic adjustment 
for "extra nerves" in the spine (39). The variety is ade- 
quate testimony to the lack of a clearly effective treat- 
ment until the advent of haloperidol. A newer and more 
specific antidopaminergic agent, pimozide, may prove 
equally or even more effective. [n spite of some recent 
skepticism about the efficacy of haloperidol (38), reflect- 
ing the usual pendulum swing of disenchantment, it re- 
mains the treatment of choice (23, 36). 


SIGNIFICANCE 


The theoretical significance of Gilles de la Tourette's 
disease lies mainly in its repetitive, purposeless move- 
ments. While it should be strongly emphasized that there 
is absolutely no clinical evidence to suggest that Gilles de 
la Tourette's disease is in any way related to schizophre- 
nia, they share certain phenomenological similarities. 
The stereotypic or perseverative activity commonly seen 
in schizophrenia is also seen in humans after the ingestion 
of high levels of amphetamines, as well as in Gilles de la 
Tourette's disease. Called “‘punding” by the Swedes (40), 
the purposeless repetitive behavior of the amphetamine 
psychosis is found in association with delusions of per- 
secution and grandiosity. One cannot help but wonder 
about possible biochemical commonalities in these three 
entities. 

Snyder and associates have suggested that the neuro- 
transmitter responsible for the stereotyped movements 
following amphetamine administration is dopa- 
mine (40,41). They observed that d-amphetamine 
was 10 times more powerful than /-amphetamine 
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in stimulating locomotor activity, but almost equivalent 
to /-amphetamine in eliciting stereotypic behavior (41). 
In a parallel experiment, it was found that d-ampheta- 
mine was IO times more powerful than /-ampheta- 
mine as an inhibitor of catecholamine uptake in 
norepinephrine-rich areas of the brain (cortex and 
hypothalamus), but equivalent to /-amphetamine as an 
inhibitor of catecholamine uptake in a dopamine-rich 
area of the brain (corpus striatum) (40). Snyder and his 
co-workers thus made a provocative case for dopamine 
as the neurochemical mediator of stereotypic behavior. 
Moreover, dopamine is also the neurotransmitter most 
selectively blocked by haloperidol (36), the best drug in 
treating Gilles de la Tourette’s disease. Other drugs that 
are partially effective include the piperazine class of phe- 
nothiazines, which along with haloperidol have the high- 
est incidence of extrapyramidal side effects. Finally, tic- 
like mouth and limb movements are often seen in parkin- 
sonian patients following L-dopa treatment. The weight 
of the above evidence is compatible with a hypothesized 
dopaminergic defect in the pallidal striatal connec- 
tions (41-43). 

In opposition to the dopamine hypothesis are the study 
of a single patient by Meyerhoff and Snyder (36) that 
suggests norepinephrine as the crucial mediator and the 
arguments of Costa (44) who noted that "'stereotypic be- 
havior can be shown that is divorced completely from the 
dopamine effect,” which also suggests the role of nor- 
epinephrine. 

Gilles de la Tourette’s disease and schizophrenia are 
clearly separate entities that should be easily differ- 
entiable to the practicing physician. They do, however, 
share a small area of intriguing behavioral overlap. The 
highly unusual clinical manifestations of Gilles de la 
Tourette’s disease may thus be behaviorally related to 
schizophrenia and biochemically related to the ampheta- 
mine psychosis. The significance of this triangular associ- 
ation remains unclear but tantalizing. 

Although the validity of the catecholamine hypothesis 
remains in doubt (45), the hypothesis is still a prodigious 
generator of research approaches. Gilles de la Tourette’s 
disease is yet another neuropsychiatric condition that has 
responded to quantitative manipulation of the cate- 
cholamine system. The real importance of improvement 
with haloperidol is not only for the limited number of 
patients with Gilles de la Tourette's disease but also for 
the far greater number of schizophrenics who have yet to 
respond to the best of current treatment techniques. 
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Cannabis Indica in 19th-Century Psychiatry 


BY ERIC T. CARLSON, M.D. 





The author presents a study of the history and usage of 
cannabis indicus (the 19th-century pharmacological term 
referring to the plant we today call cannabis sativa in- 
dica). His review of the drug's physiological and psycho- 
logical effects reveals that most of the effects reported in 
the 1960s were known to writers of the 19th century, 
when the drug was alternately considered a cure for anda 
cause of insanity. 





THE INTRODUCTION of reserpine and chlorpromazine into 
clinical psychiatry early in the 1950s led many writers to 
herald the arrival of the Age of Tranquilizers, if not of 
tranquillity. The following years brought compound after 
compound, each with a bewildering array of molecular 
manipulation and each with a greater promise of success. 
Such optimism, touched with a bit of condescending su- 
periority, could lead one to feel sorrow for the limitations 
placed on the practice of our psychiatric predecessors. It 
is an error, however, to think that drugs have only re- 
cently played a role in the treatment of emotional prob- 
lems. For example, in 1880 George Beard, an eminent 
American neuropsychiatrist, praised a psychotropic 
drug: Í 


Another remedy that perhaps will become, if it is not al- 
ready, one of the major divinities of neurology is cannabis in- 
dica. This remedy has the reputation of untrustworthiness 
and unreliability, both of preparation and of action. This rep- 
utation it is very fortunately losing. I find that for some con- 
ditions cannabis indica is one of the most trustworthy, most 
reliable, and valuable of remedies (1, p. 148). 


What enabled Beard to write about this drug with such 
optimism? 

Although there is a scattered earlier medical literature 
on cannabis (2), it was introduced forcibly into 19th-cen- 
tury medical awareness by two pathways. The British co- 
lonialization of India brought a number of English physi- 
cians into contact not only with the technological uses of 
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hemp as cordage and textile but also with the medical 
uses in the Indian tradition. One of these physicians was 
Dr. W.B. O'Shaughnessy, who had trained in Edinburgh 
before becoming Professor of Chemistry and Materia 
Medica at the Medical College of Calcutta. He studied 
the botanical information about the plant, described its 
various popular preparations, reviewed the historical lit- 
erature, and experimented on the drug in numerous ani- 
mals as well as using it among a selected group of 
patients. He first wrote up his results in 1838 for the 
Transactions of the Medical Society of Calcutta, which is 
relatively unobtainable in the West. In 1843 a London re- 
print (3) made his writings more available to the medical 
profession. 

Further west from India, the borders of the Mediterra- 
nean had been an endemic area of hemp use. During the 
Napoleonic campaigns, particularly in Egypt, the drug 
reappeared on the scientific scene. In 1810 Rouyer, an 
apothecary to the Napoleonic troops, published a paper 
on cannabis (4) that started a small trend of French liter- 
ature on the subject. 

Later, French interest in the drug, which eventually 
spread throughout the Bohemian elements of Paris, be- 
gan with an idea fostered by Dr. Jacques Moreau de 
Tours. He was superintending physician at Bicétre and 
was responsible for initiating important reforms in the 
treatment of the mentally ill at this institute. He had 
learned of cannabis during a visit to Egypt in 1837 (5) 
and believed cannabis could be used therapeutically to 
manage the emotionally disturbed. It was his 1845 book, 
Du Hachisch et de l'Alienation Mentale: Etudes Psycho- 
logiques (6), along with O'Shaughnessy's, that largely in- 
troduced the therapeutic use of hashish to Western psy- 
chiatry (7). 

The first psychiatric notice of hemp in America was a 
review of Moreau's book in the second volume of the 
American Journal of Insanity, written by the journal's 
founder, Dr. Amariah Brigham (8). Brigham had studied 
in Paris in the late 1820s. There is no evidence that he 
learned about cannabis at this juncture, but he had devel- 
oped a lifelong interest in the French literature (9). In his 
review of Moreau, he quoted passages from Moreau's 
self-experiments with hashish and the reactions he re- 
corded. However, he criticized the fact that Moreau did 
not give it a larger trial before reporting his results. Brig- 
ham was intrigued with the topic and made arrangements 
to obtain two ounces of the pure extract from Calcutta. 
He reported: 


Most of this we have used in the Lunatic Asylum at Utica, 
in doses varying from one to six grams. From our limited ex- 
perience we regard it as a very energetic remedy, and well 
worthy of further trial with the insane, and thank M. Moreau 
for having called attention to its use (8). 


In addition to Amariah Brigham, Samuel B. Wood- 
ward, a fellow founder of the American Psychiatric As- 
sociation and its first president, gave cannabis a medical 
trial, but in his report four years later he stated his belief 
that it would be of little value for psychiatry (10). A 
hiatus of interest ensued in America until the 1859 meet- 
ing of the Association, when another future president, 
John P. Gray, reported on his experiences (11). He stated 
that there had been a reawakening of interest in the drug 
in the past three to four years. Although Gray presented 
no evidence of this, there were two popular accounts in 
American literature during this period that probably had 
an influence. Bayard Taylor had been introduced person- 
ally to hashish during his travels in Damascus and re- 
ported his experiences in 1855 in his The Land of the 
Saracens (12). His reactions were noted by the American 
Provers’ Union in 1859; they also used information ob- 
tained from Gray in their drug evaluation (13). A more 
enthusiastic and mystical type of involvement was re- 
ported in 1857 by Fritz Hugh Ludlow in his The Hash- 
eesh Eaters (14). 

Although attention to cannabis never did disappear 
from the literature, articles seemed to emerge in clusters. 
The earliest note in the Journal of Mental Science ap- 
peared in 1878, presaging a number of articles that would 
be published in the decade following 1888. Some of this 
latter literature reflects the increasing concern over the 
popular and widespread use of the drug in India that led 
to the Indian Hemp Commission Report of 1894. It is no 
accident, therefore, that much of the general medical lit- 
erature of the 1890s was devoted to the toxic effects of 
cannabis. 


PSYCHOLOGICAL EFFECTS 


No writer seemed to believe cannabis was an inactive 
drug; they all commented on its confusing combination 
of both stimulating and sedating effects. It was generally 
thought to be a narcotic, and Woodward called it a 
"stimulant narcotic” (10). Because cannabis has a 
multitude of properties, this description fits with its vari- 
ous classifications up to the present time: stimulant, de- 
pressant, hypnotic, anesthetic, sedative, euphoriant, tran- 
quilizer, hallucinogen, psychotomimetic, and intoxicant, 
as well as narcotic. Its stimulating effects perhaps 
brought the widest comments. It created a pleasing in- 
toxication, made the taker cheerful, frequently brought 
forth a mirthful laughter (but a laughter that sometimes 
alternated with fits of tearfulness) accompanied by a lo- 
quaciousness that could reveal fantastic ideas and even 
cause the taker to approach a state of ecstasy. 

Dr. James L. Athon of the Insane Hospital at In- 
dianapolis said that it resembled “‘laughing gas” in its ef- 
fects (11). Its powerful tranquilizing effect was demon- 
strated when it was used for a patient bitten by a rabid 
dog; it removed all the horrors of the disease, even though 
the patient died (3). The effects would progress to a sense 
of heaviness, torpor (even to the point of reported cata- 
lepsy), and finally to a profound sleep from which it 
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would be difficult for one to be aroused. Frequent obser- 
vations were made of the stimulating effects on various 
drives. Appetite improved and even became ravenous. 
Thirst increased and sexual drives were stimulated (most 
references are to men). Toxic effects were also re- 
ported (15-17). 


USES IN PSYCHIATRIC TREATMENT 


As might be expected, the uses of cannabis in psychiat- 
ric treatment generally followed the effects described 
above. 


Insomnia 


Frequently cited as a sedative, a hypnotic, or a sopo- 
rific, cannabis was widely prescribed for insomnia (18). 
Gray said that it quieted more and was less stupifying 
than opium (11). Cannabis gave a “more natural and re- 
freshing" sleep that was close to sleep induced by hyos- 
cyamine. Dr. J. Russell Reynolds, physician to Queen 
Victoria, reported that in his over 30 years of experience 
cannabis was incomparable for the treatment of the kind 
of senile insomnia associated with wanderings, and it was 
also most useful for the night restlessness seen in general 
paresis (19). He said that in the former condition he had 
used it in some cases for years without having to increase 
the dosage. 


Delirium Tremens 


Cannabis indica was also used to produce a “happy 
sleep" in this distressing condition. After an extensive 
trial, O'Shaughnessy felt cannabis was a much more cer- 
tain remedy and better than opium or wine. Not only did 
it procure sleep, but it reduced the “appalling terror" that 
so often plagued its victims (3). On the American scene, 
Dr. William Mount of the Hamilton County Lunatic 
Asylum (Cincinnati, Ohio) had treated a large number of 
cases and was never disappointed in his attempts to in- 
duce sleep (11). Dr. Erastus Edgerton Marcy, an Ameri- 
can homeopathist, also found it useful but was less enthu- 
siastic with his results, as was Dr. Reynolds in 
England (13). 


Mania 


John P. Gray gave the most positive report of the ther- 
apeutic effects of cannabis when he stated that it was a 
"remedy most marked, and most favorable in acute 
mania" (11). On the other hand, his colleague, Wood- 
ward, had said that the results "are anything but satis- 
factory" (10), and Reynolds was more scathing in calling 
it worse than useless" (19). C.W. Suckling, Professor of 
Medicine at Birmingham, England, thought it deserved 
“a better report than it has obtained” (20). He found it 
almost specific in certain cases of mental confusion 
brought on by a “moral shock," such as the illness of a 
close relative. He reported that this condition occurred 
more often in women and that he had cured several cases 
within a fortnight. Gray had also used cannabis success- 
fully in religious mania and in puerperal mania, as had 
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Dr. L. Warner (13). Almost all seemed to agree with 
Brigham’s initial observation that it was of no use with 
the chronic manias, the stupid, or the demented. The one 
exception was an early report by the eminent British psy- 
chiatrist John Conolly (21). 


Melancholia 


With the widespread reports of the pleasant and cheer- 
ful stimulating effects of the drug and its reduction of 
horrible feelings and fears, it was inevitable that cannabis 
was to be subjected to extensive trial in the treatment of 
melancholia. Brigham’s trial with cannabis was mainly 
with melancholics. He found that ‘‘it caused an exhilara- 
tion of spirits for a short time" but that it had no lasting 
effect (8). Years later, Dr. Andrew McFarland, Brig- 
ham's assistant during the time of his trials with can- 
nabis, recalled that Brigham had prescribed the drug with 
great enthusiasm and expectations. After a few months, 
however, Brigham's enthusiasm subsided as his ex- 
pectations for cannabis were not met. Most writers 
agreed in finding that it was useful only some- 
times (11, 19, 20). 


Neurasthenia 


As the last half of the 19th century moved forward 
to its conclusion, the neurological profession experienced 
a rapid maturation and inevitable professionalization. In 
their practice, neurologists saw many patients who did 
not require hospitalization but whose myriad complaints 
often had an emotional or psychophysiological origin. Of 
these complaints, we shall discuss only the then newly 
diagnosed condition of neurasthenia. 

The diagnosis of neurasthenia, an unclear condition ac- 
companied by marked fatigue and various phvsical com- 
plaints, naturally overlapped the diagnoses of melan- 
cholia and hypochondriasis. Dr. Marcy found cannabis 
eminently serviceable in hypochondriacal problems of 
women. He recounted, for example, the case of a 40-year- 
old woman who had been confined to bed for 7 months 
with a “morbid sensitiveness"' of her entire nervous sys- 
tem. Any exertion would immediately cause a “great 
sense of prostration, and a death-like sinking" feeling in 
the pit of her stomach. She had not improved with her 
previous therapy, but a few weeks of taking cannabis al- 
lowed her to be up and about and almost symptom- 
free (13). This case in 1859 sounds very similar to those 
of George Beard which he diagnosed as neurasthenic. 
Beard found cannabis useful for “different phases or 
manifestations of neurasthenia," but he frequently com- 
bined it with other medications (1). 


PROBLEMS IN ADMINISTRATION AND REACTION 


These problems fall into two categories: the reliability 
of the preparation and the reactions of the recipient. 
Practically all of the medical writers cited here men- 
tioned the problem of obtaining any sort of consistent 
strength of preparation. In addition to the uncertainty of 
the dosage, the writers commented on various idiosyn- 
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cratic reactions (22). It was well recognized that an over- 
dose could cause mental confusion and excite- 
ment (18, 23-25). However, this was usually understood 
as a brief state of intoxication that cleared within a day 
or two. The possibility of adverse reactions undoubtedly 
increased as some users mixed stramonium, camphor, 
opium, or brandy with their cannabis. 

More alarming was the possibility that the regular use 
of cannabis might be a cause of insanity. In 1878 the 
Journal of Mental Science first reported that the mental 
illness of over 30 percent of hospitalized patients in Ben- 
gal was attributed to the use of cannabis (26). Similar 
findings were later noted in Egypt, where the chronic can- 
nabis users were hashish smokers (27-29). The British 
House of Commons ordered an investigation that finally 
led to the Indian Hemp Commission Report of 1894. One 
of the psychiatric testifiers, Dr. J.H. Tull Walsh, pub- 
lished his testimony separately (30, 31). Both he and the 
commission found that acute cannabis reactions paral- 
leled those of acute alcoholic intoxication. Others also 
observed this similarity. The commission concluded that 
when used moderately, there was little risk of adverse re- 
actions to cannabis but that excessive usage could be as- 
sociated with poverty, bronchitis, and insanity, especially 
in those who were ‘‘weak-minded” (32, 33). At the same 
time Norman Kerr, a British physician who had recom- 
mended the use of cannabis in the treatment of with- 
drawal symptoms in opium addicts, added to the 1894 
edition of his book sections both on cannabinomania and 
hashish inebriety (34). 

It is on this note that the history of 19th-century psy- 
chiatric concern with cannabis indica comes to an end. 
Cannabis had been recognized from the onset as a potent 
medicine, but the difficulty of obtaining a standardized 
preparation made its use difficult for the practitioner. Its 
use in mania, melancholia, and delirium tremens seemed 
to offer some hope, but uncertain results led to gradual 
discouragement and disuse in the mental hospitals. How- 
ever, its apparent value for insomnia, migraines, and even 
epilepsy brought it into a greater but variable usage by 
the neurologists of the era. As a result of a debate about 
its dangers, in the 1890s the first legal control appeared 
in the Americas at Trinidad, where the importation of 
Indian workers created an acute problem (35). The era 
of cannabis as a drug for psychiatric treatment had es- 
sentially ended. Although it would come under the label- 
ing controls of the Pure Food and Drug Act of 1906, 
major concern with its use would reappear in the 1930s 
and 1960s—this time, however, in the context of its 
social use and dangers (36). 
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DISCUSSION 


Itza Vern, Ph.D. (San Francisco, Calif.)—In some rural 
sections of Central Europe—especially on the upper Rhine— it 
was customary among the people to soothe their wailing infants 
with pacifiers made of little linen bags filled with poppy seeds 
and slivers of poppy capsules. The ripe capsule of the poppy 
produces the sap from which opium is derived, hence the little 
cloth. bags on which the babies sucked so contentedly emitted 
the most powerful tranquilizer or, rather, narcotic then known 
to mankind. 
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Whether symptoms of intoxication or withdrawal in the in- 


‘fants so pacified ever came about has remained unknown, be- 


cause scarcely anyone among those peasant farmers would have 
been sufficiently astute to notice such symptoms, and the chil- 
dren did not receive much medical or scientific attention. Just as 
it has become evident from Dr. Carlson's excellent paper, this 
schnuller (pacifier) story shows that few persons in earlier cen- 
turies ever noticed addictive powers or other adverse effects, be 
they of opium, cannabis indica, or any other drugs that were de- 
rived from vegetable alkaloids. After all, everyone knew vis me- 
diatrix naturae, the healing power of nature that had been so 
highly praised by Hippocrates; hence, how could any plant 
brought forth by nature have any adverse effect beyond the 
positive alleviation of pain, relaxation, and healthful sleep? 

This casualness toward the use of narcotics may be compared 
with the increasing tolerance in earlier centuries of the con- 
sumption of alcoholic beverages, which extended to the use of 
spiritus frumenti for medicinal purposes. 

Its well-known properties as a transient pain killer, narcotic, 
relaxant, and sedative secured alcohol a place in the materia 
medica of times past. (Yet even in the last century it had be- 
come evident that this so-called drug could not honestly claim a 
place in the pharmacological armamentarium.) It is therefore 
scarcely surprising that when cannabis indica was introduced it 
was rapidly entered as a really versatile drug in the materia 
medica of the Western world. [n the vernacular it gained fame 
and notoriety as Indian hemp, hashish, and marijuana. A drug 
that is now listed in the latest edition of Stedman's Medical 
Dictionary as a “narcotic, sedative, analgesic, and aphrodisiac” 
could hardly fail to elicit a most favorable reception by doctors 
and patients alike if it had possessed only one of the afore- 
mentioned properties. 

Less well known, perhaps, than these presumed benefits to 
suffering humanity is the violent past cannabis indica can look 
back upon. It is a past that appears to be more consonant with 
modern big-city violence than with the analgesic effect of a 
pharmaceutical substance. This period of the drug's role in 
criminal activities dates far back before the time covered by Dr- 
Carlson's paper. It was in the Middle Ages, when the crusaders 
returned from Syria with the news of a Muslim sect of terror- 
ists, the Nizaris, who employed assassins whose motives were 
fanaticism or greed to murder prominent figures by treachery. 
The name of these fanatics was reported to be hashishin, from 
their alleged practice of taking hashish (cannabis indica) to in- 
duce ecstatic visions before setting out to face possible martyr- 
dom. From this word hashishin the term "assassin" is derived: 
only more recently did the word “assassin” acquire the con- 
notation of a "killer by surprise" or a hired or appointed mur- 
derer (1-3). 

Evidently this semantic aspect in the history of cannabis in- 


, dica slipped by the awareness of the I9th-century physicians of 


Dr. Carlson's study, who continued to consider hashish an ef- 
fective sedative and analgesic for their pain-ridden patients. 
This apparent absence of apprehension on the part of the doc- 
tors seems to have communicated itself to their patients, who, 
strangely enough, neither became addicted nor suffered from 
unexpected side effects. 
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TOPICAL PAPERS: Some Aspects of Violent Behavior 





A Survey of Psychiatrists in Boston and Their Work with Violent Patients 


BY KENNETH J. TARDIFF, M.D., M.P.H. 





A survey indicated that fewer than half the psychiatrists 
in Boston evaluate or treat violent patients. Psychiatrists 
working with violent patients tended to be under 40 years 
of age and in residency training. Patterns of treatment, 
suggestions for prevention of violent episodes, types of 
patients, and sources of referral are described. The au- 
thor suggests ways to encourage work with violent 
patients as well as future areas for research. 





THE Uniform Crime Reports for 1971 issued by the 
Federal Bureau of Investigation (1) states, “The signifi- 
cant fact emerges that most murders are committed by 
relatives of the victim or persons acquainted with the vic- 
tim. ... Most aggravated assaults occur within the family 
unit, among neighbors, or acquaintances.” Failure of 
close interpersonal relationships is a major component of 
violent crime as well as a primary area of expertise in 
psychiatry. Halleck (2) has recounted the history of psy- 
chiatrists who have recognized the potential contribution 
of psychiatry in the amelioration of violent crime and 
who have worked in forensic institutions. Although most 
authors agree with Halleck that forensic psychiatry in the 
past has limited its focus to the individual, has been pre- 
occupied with assisting in evaluation in the legal process, 
and has had available few treatment facilities outside of 
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criminal institutions, there are diverse opinions about its 
current contribution. Suarez (3) described forensic psy- 
chiatry as narrow, while Robitscher (4) expressed the be- 
lief that it has become more interdisciplinary and more 
conscious of social networks. 

Few studies have assessed the current contribution of 
psychiatrists in the field of violence or other criminal be- 
havior. Most reports describe cases or theories of violent 
behavior (5-9) or institutional treatment of violent indi- 
viduals (10, 11). These reports do not take into consid- 
eration trends away from long-term institutional treat- 
ment of patients who are psychotic or violent. There have 
been efforts to treat violent patients and their families in 
outpatient community-based facilities (12, 13). Psychia- 
trists in outpatient settings are faced with dangers inher- 
ent in treating violent patients (14, 15) without the secu- 
rity formerly provided by institutions. 

The study described here was an attempt to quantify 
and characterize the involvement of psychiatrists in the 
treatment of violent patients in a large urban setting in 
light of these changing trends in treatment. 


METHOD 


Subjects and Survey Area 


A mail survey was made of 403 psychiatrists in central 
Boston. A complete list of psychiatrists was drawn from 
the American Directory of Medical Specialists, 1970- 
1971 (16), the American Medical Directory, 1969 (17), 
the Boston Telephone Directory, 1972, and rosters of 
residents and staff from hospitals in the survey area. The 
only known omission from an otherwise complete listing 
of psychiatrists consisted of a few psychiatric residents; 
this omission was not considered significant in the study. 

The psychiatrists identified were included as subjects 
only if their predominant location of professional activi- 
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ties was within central Boston, which includes Back Bay, 

-Beacon Hill, Brookline, the Harvard Medical School 
area, the North End, South End, West End, and down- 
town Boston. 


Sources of Data 


The American Medical Directory, 1972, was available 
for the analysis of the characteristics of psychiatrists who 
did or did not respond to the survey. 

The survey instrument was a brief questionnaire with 
closed-ended questions in the following areas: 1) average 
number of violent patients evaluated each month for each 
type of violent behavior (see table 1), which was defined 
as behavior verified by the family, police, or employer, 
and not only behavior threatened by the patient; 2) aver- 
age number of any type of violent patient treated each 
month and the percentage treated as inpatients; 3) treat- 
ment modalities found to be usefül for violent patients; 4) 
sources of referral to the psychiatrist's office; 5) in- 
dication of past experience in forensic consultation; and 
6) future availability for forensic work. 


Procedure 


The survey questionnaire was mailed to 403 psychia- 
trists. An addressed, stamped envelope was enclosed to 
facilitate return of the questionnaire. Each questionnaire 
was numbered to correspond with the psychiatrist on the 
mailing list. Responses were returned within a six-month 
period, after which telephone follow-up and completion 
of the questionnaire were performed on a random sample 
of 30 nonrespondents. 

The response rate by mail was 38.7 percent, with 156 
usable responses. There were no, statistically significant 
differences between respondents and nonrespondents in 
regard to age, sex, type of practice, or office location. All 
30 nonrespondents completed a response by telephone. 
There were no significant differences in the numbers and 
types of violent patients evaluated and treated between 
telephone respondents and respondents by mail. | will 
report the findings from the 156 respondents by mail. 


RESULTS 
Demography 


The age range for psychiatrists in the survey area of 
central Boston was from 25 to 88 years, with a mean of 
40 years. Six percent were women. The types of practices 
were: in training, 26 percent; direct patient care, 55 per- 
cent; administration, teaching, or research, 16 percent; 
and retired or inactive, 3 percent. Thirty percent of the 
psychiatrists had their professional offices in the Back 
Bay and South End. Although these areas accounted for 
55 percent of the crimes of assault in the survey area (18) 
(and for 29 percent of the general population), only 6 
percent (N = 23) of the violent patients seen by psychia- 
trists resided in this high-crime area (table 1). This sug- 
gests that psychiatrists did not see the segment of the 
population responsible for the majority of violent crimes 
reported to the police. 
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TABLE 1 
Average Number of Patients Evaluated per Month by Predominant 
Type of Violence ( N 376) i 





Patients Evaluated per Month 








Type of Violence Number Percent 
Assault 158 42 
Destruction of property in rage 130 35 
Aggressive use of an automobile 67 18 
Murder 9 2 
Rape ` 12 3 





Assault was the most frequent primary problem seen 
when violent individuals were evaluated, but since aggres- 
sive behavior was frequently channeled to objects or to 
automobile driving (see table 1), the latter deserve con- 
sideration as clinical entities responsible for thousands of 
deaths (19). 


Number and Characteristics of Psychiatrists Working 
with Violent Patients 


Most psychiatrists reported that they did not evaluate 
or treat violent patients. Those who did saw one or two 
such patients per month, but the majority of violent 
patients who were evaluated or treated were seen by only 
a few psychiatrists. Specifically, 84 (54 percent) of the re- 
spondents evaluated no violent patients (or fewer than 
one per month) and 12 (8 percent) evaluated over 50 per- 
cent of the total number of violent patients. One hundred 
(65 percent) respondents treated no violent patients or 
fewer than one per month, and only 9 (6 percent) treated 
over 50 percent of the total number of violent patients. 

The finding that psychiatrists 40 years of age and 
younger and psychiatrists in training were more likely to 
treat violent patients was statistically significant (table 2). 
There were suggestive, although not significant, trends 
toward psychiatrists 40 years of age and younger and to- 
ward women of all ages to evaluate more violent patients 
(table 3). The small number of women (N = 10) in the 
sample makes interpretation difficult. 

Past experience in forensic work, defined as work with 
or consultation with courts, lawyers, or prisons, was sig- 
nificantly related only to future availability for forensic 
work (p = .028) and not to age, number of violent 
patients seen, or any other characteristics. 

Approximately half of the respondents reported nei- 
ther past experience in nor future availability for foren- 
sic work. Only the characteristic of having an office in an 
area of Boston with a higher rate of violent crimes was 
associated with increased future availability for forensic 
work (p = .015). 


Treatment Patterns 


Eighty-four percent of the violent patients were treated 
as outpatients with a variety of treatment modalities. 
Determination of preference for a particular type of 
treatment for violent as opposed to nonviolent patients is 
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WORK WITH VIOLENT PATIENTS 


TABLE 2 


Relationship Between Treatment of Violent Patients and 
Characteristics of Psychiatrists 





Number of Psychiatrists : 
Treating Violent Patients (N = 156) 


None or Fewer than 





Characteristics One or More 








of Psychiatrists One per Month. a, Per Month 
Sex* 
Male 95 51 
Female 5 5 
Age** 
30 or younger 13 17 
31-40 29 23 
41-50 27 11 
Older than 50 3l 5 
Type of practice*** 
In training 21 25 
Direct patient care 63 24 
Administration, 
teaching, or research 14 6 
*,2_0.38, pans. 


**2_ 15.57, p=.001. 
*¥*%2_971, p=.008; three psychiatrists were retired or not in practice. 


not possible due to the lack of data on treatment prefer- 
ences for nonviolent patients. It is valid to note that 34 
percent of psychiatrists treating one or more violent 
patients found dyadic forms of psychotherapy useful, 
specifically, psychoanalytically oriented (13 percent), di- 
rective (17 percent), and behavior (4 percent) therapies. 
This is greater than the total of 29 percent of experienced 
psychiatrists indicating the usefulness of methods di- 
rected at maladaptive interpersonal relationships, as in 
group (17 percent), family (6 percent), or couple (6 per- 
cent) therapies. Major tranquilizers were used by 18 per- 
cent of the experienced psychiatrists, with other drugs 
and somatic therapies used considerably less. Violent 
patients in treatment were seen four times per month by 
43 percent of the respondents; an additional 29 percent 
saw violent patients less than four times per month. 


Prevention of Violent Episodes 


Useful suggestions given to violent patients in order to 
prevent anticipated violent episodes are listed in table 4. 
Telephoning the therapist freely or contacting the hospi- 
tal in such instances was reported as useful; however, the 
rest of the suggestions, which placed the responsibility for 
control of violent behavior on the patient and his social 
network, accounted for three-fifths of the total. The po- 
lice were rarely suggested by psychiatrists as a means for 
preventing violence. 


Source of Referral 


For only 30 percent of the persons evaluated was the 
source of referral to the psychiatrists the courts. In the 
rest, the recognition of a need for psychiatric intervention 
originated in the patient (20 percent), family (30 percent), 
medical sources (15 percent), or from other sources such 
as schools or friends (5 percent). 
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TABLE 3 
Relationship Between Evaluation of Violent Patients and 
Characteristics of Psychiatrists 


Number of Psychiatrists 
Evaluating Violent Patients (N = 156) 








None or 
: Fewer than 

Characteristics One per One to Three Four or More 
of Psychiatrists Month per Month per Month 
Sex* 

Male 82 64 

Female 2 Mes 8 
Age** C 

30 or younger 12 8 10 + 

31-40 22 15 15 

41-50 . 26 4 8 

Older than 50 24 7 5 
Type of practice*** 

In training 19 13 14 

Direct patient care 54 14 19 

Administration, 

teaching, or research 10 5 5 





* 2.3.58, p=.059. 


**) 2211.98, p= 062. 
3S2 15.68, p n.s.; three psychiatrists were retired or not in practice. 


DISCUSSION 


This survey has described the pattern of services for vi- 
olent patients provided by a defined population of psychi- 
atrists. Beyond description and possible generalizability 
to other urban settings, this study reveals several inter- 
esting trends. Many psychiatrists did not evaluate or 
treat violent patients. The finding that few violent 
patients from high-crime areas were seen suggests that 
the majority of violent persons enter the criminal justice 
system without the benefit of outpatient psychiatric eval- 
uation. The psychiatrists active in the care of violent 
patients tended to be younger and either in training or 
having had less than 10 years’ experience following psy- 
chiatric training. They were detached from work in estab- 
lished forensic agencies. The emphasis on social responsi- 
bility that has existed since the early 1960s would seem to 
be a major factor in this trend, although alternative ex- 
planations such as economic or educational pressures on 
this younger group to care for difficult patients should be 
considered. 

In any case efforts should be made to coordinate and 
stimulate psychiatrists who have been working with vio- 
lent patients. In light of the characteristics of younger age 
and more recent training, such efforts may prudently be 
directed toward seminars, conferences, and continuing 
education. Participation of community forensic and so- 
cial agencies in these meetings would encourage the in- 
volvement of the psychiatrists in traditional forensic sys- 
tems, foster mutual respect among professionals 
interested in the control of violence, and establish lines of 
referral and follow-up of violent patients in the commu- 
nity. These organized attempts would seem preferable to 
relying on a pattern seen in this study, namely that high 


TABLE 4 


Suggestions Seen as Useful for Preventing Violent Episodes by 
Psychiatrists Treating One or More Violent Patients (N = 53)* 





Number of 


Psychiatrists Percent of Total 





Suggestion Indicating Usefulness Responses 
Telephone therapist 

freely 42 19 
Contact the hospital 34 a AS 
Contact the police 6 3 
Postpone and plan to 

discuss in next session 33 14 
Think of consequences 28 12 
Increase medication 27 12 
Talk with family or 

friends 26 12 
Engage in sports 13 6 
Attempt to sleep 3 l 
Change environment 3 | 
Engage in sex 2 I 
Other suggestions 9 4 





*There was a total of 226 responses—an average of four responses per psychia- 
trist. Three psychiatrists treating one or more violent patients did not answer 
this question. 


crime rates in a particular section of the city are asso- 
ciated with, and probably cause, the increased in- 
volvement of psychiatrists in forensic work. The finding 
that psychiatrists over 40 years of age did not have 
greater experience in forensic work supports Halleck's 
impression that a few conspicuous leaders have contrib- 
uted to forensic psychiatry in the past. 

It was reassuring in terms of efficient use of manpower 
to find that most patients were seen as outpatients for 
four or fewer sessions per month in conjunction with pre- 
ventive measures such as having the patient telephone or 
contact the therapist or hospital during times of antici- 
pated violence. 

"This study has documented treatment practices with- 
out determining the efficacy of the treatments used. 
Questions of efficacy emerged in at least two areas, and 
further controlled studies are indicated. First, the finding 
that group, family, and couple therapies are not the pre- 
ferred forms of therapy was unexpected in light of evi- 
dence of the breakdown in close interpersonal relation- 
ships between the perpetrator of violence and his victim 
and in view of the need for economy in the use of person- 
nel. This may reflect a preference for individual psycho- 
therapy by these psychiatrists, regardless of the type of 
psychiatric problem presented. Intervention studies are 
indicated to resolve the question of the efficacy of inter- 
personal therapies compared to dyadic therapies in treat- 
ing persons who have experienced violent interpersonal 
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conflicts. A second question involves the use of phenothi- 
azines: Is their popularity the result of a specific action on 
violent behavior not present in other sedative medica- 
tions or an attempt to provide greater safety for patients 
who tend to abuse medications? 

I suggest that work be undertaken to study these prob- 
lems in other geographic areas; other professionals work- 
ing on the problem of violence should also be involved. 
This study can be used as a baseline and to encourage the 
psychiatric community to join in a coordinated system of 
assistance for the violence-prone individual and his social 
contacts. Íntervention studies to investigate trends in 
treatment are needed so that psychiatrists may be better 
equipped to contribute to the treatment and prevention of 
violent behavior. 
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Some Refinements in the Measurement and Prediction of 


Dangerous Behavior 


BY JOSEPH J. COCOZZA, M.A., AND HENRY J. STEADMAN, PH.D. 





Recent analyses of data on the Baxstrom patients' re- 
sulted in some refinements in the authors’ measurement 
of dangerous behavior and the finding that two factors, 
particularly in combination, were highly related to sub- 
sequent arrest and dangerous behavior. The authors dis- 
cuss the implications of this finding for the prediction of 
dangerous behavior and the need for additional research. 





SOME OF THE PREVIOUS STUDIES of Baxstrom patients (2- 
5) have focused on criminal activity and community ad- 
justment after the release of these patients from civil 
mental hospitals: In one of these studies (3) an analysis of 
the relationship between subsequent community behavior 
and prior criminal activity demonstrated that the vari- 
ables examined were only slightly related to community 
behavior. Recent reanalyses of our data in the context of 
current work on dangerous incapacitated felony defen- 
dants in New York State have proved valuable in several 
ways. First, we found two variables to be highly related to 
subsequent criminal activity, particularly when seen in 
combination. Second, our perceptions of the inadequacy 
of crime statistics as indicators of dangerous behavior 
were reinforced; this resulted in a refinement in our mea- 
surement of dangerous behavior. Third, the same two 
variables that were highly related to criminal activity 
were also found to quite accurately identify those patients 
who displayed dangerous behavior. 


The authors are both Senior Research Scientists in Sociology, Mental 
Health Research Unit, New York State Department of Mental Hy- 
giene, 44 Holland Ave., Albany, N.Y. 12208. 


This work was supported in part by Public Health Service grants MH- 
17431 and MH-20367 from the Center for the Studies of Crime and De- 
linquency, National Institute of Mental Health. 


'In February 1966 the Supreme Court held (1) that Johnnie K. Bax- 
strom had been denied equal protection of the laws by the statutory pro- 
cedure under which he was held at Dannemora State Hospital for pris- 
oners declared mentally ill while serving a criminal sentence. When his 
maximum sentence expired in 1961, Baxstrom was civilly committed to 
Dannemora under the provisions of Section 384 of the Correction Law, 
which gave procedures for retaining persons found to be still mentally 
ill on expiration of their sentences. The Supreme Court in effect held 
Section 384 to be in violation of the equal protection clause of the 
Fourteenth Amendment. The nearly 1,000 patients affected by the deci- 
sion were transferred from New York State’s two hospitals for the 
criminally insane to civil mental hospitals. 
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SUBSEQUENT CRIMINAL ACTIVITY 


Of the many issues raised concerning the Baxstrom 
patients, perhaps the most critical related to their dan- 
gerousness and to the more general question of the pre- 
diction of dangerousness. In our earlier analyses, by em- 
ploying arrest and conviction data as indicators of 
dangerous behavior we found one factor to be signifi- 
cantly related to subsequent criminal activity. This was a 
summary measure we devised, referred to as the Legal 
Dangerousness Scale (LDS). This scale is composed of 
four aspects of previous criminal activity: presence of ju- 
venile record, number of previous arrests, presence of 
convictions for violent crimes, and severity of the original 
Baxstrom offense (6). The scores ranged from 0 to 15, 
with a higher score indicating a more serious criminal 
background. 

We began our recent reanalyses of the question of dan- . 
gerousness by examining the possible importance of vari- 
ables other than those having to do with prior criminal 
activity. Included were social and demographic factors 
such as age, race, and marital status as well as other fac- 
tors related to history and type of psychiatric disorder, 
e.g., previous mental hospitalizations and diagnosis and 
psychiatric evaluation at time of transfer. Of these vari- 
ables only one, age, was highly related to subsequent 
criminal activity. Upon further analysis it was found that 
both age and LDS score were independently related to 
community behavior and that the two in combination 
sharply distinguished between released patients who were 
and were not rearrested. 

The largest difference in subsequent criminal activity 
by age was found between those under the age of 50 and 
those 50 and over. With regard to the LDS score, the em- 
pirical break occurred at 5, with those scoring less than 5 
least likely to be arrested following release. Dividing the 
released patient group into those who were less than 50 
years old and who had an LDS score of 5 or more and 
those who had a score of less than 5 and/or were 50 years 
of age or older, we arrived at the information provided in 
table 1. We found that of the 98 Baxstrom patients in our 
sample released to the community, 20 were rearrested. 
Eighty-five percent of them (17 of 20) were under the 
age of 50 and had a more serious history of criminal 
activity. 

This finding represented a marked improvement over 
previous attempts to discover factors related to posthos- 


TABLE | 


Subsequent Arrests of Released Patients by Combined Measure of Age 
and Legal Dangerousness Scale {LDS} Score ( N =98 }* 


JOSEPH J. COCOZZA AND HENRY J. STEADMAN 


TABLE 2 
Dangerous Behavior of Released Patients bv Combined Measure of Age 
and Legal Dangerousness Scale {LDS} Score {N= 98 }* 











Arrested Never Arrested 
Combined Measure N Percent N Percent 
Less than 50 years old and LDS 
score of 5 or more 17 47.2 19 52.8 
50 years or older and/or LDS 
score of less than 5 3 4.8 59 95.2 





*x3.25.19. p < 001. 


pital behavior. Using these two variables we could cor- 
rectly identify all but 3 of the 20 patients who were sub- 
sequently arrested. 


MEASUREMENT OF DANGEROUS BEHAVIOR 


Despite the significance of this finding we remained 
dissatisfied, particularly when we attempted to use the 
data to discuss dangerousness and its prediction. Concep- 
tually, the meaning of dangerous behavior that appears 
to make the most sense and that is in agreement with the 
definition offered by others (7) refers to violent assaultive 
behavior against persons. In examining the behavior that 
led to arrest and conviction in our sample, we found that 
much of it could not be considered dangerous. For ex- 
ample, of the 20 patients arrested, 11 were convicted on 
18 counts. Half of these convictions were for public in- 
toxication, disorderly conduct, or vagrancy. The in- 
clusion of such acts as dangerous behavior appears to 
render the concept almost meaningless. 

Therefore, we decided to focus on the actual behavior 
leading to arrest rather than on whether the patient was 

—arrested. Only behavior involving violence against per- 
sons (homicide, rape, robbery; manslaughter, and as- 
sault) was designated as dangerous behavior. All other 
behavior was classified as nondangerous even if it re- 
sulted in arrest. 

In our reexamination of the community activity of 
these patients a second phenomenon became apparent. 
While much of the behavior leading to arrest could not be 
defined as dangerous, some of the behavior that did not 
result in an arrest should be. Specifically, we noted that 
some patients were rehospitalized for behavior very sim- 
ilar to that displayed by other patients who were arrested 
for violent crimes. Since we were interested in subsequent 
dangerous behavior in general and not just such behavior 
that led to an arrest, we decided to examine and code all 
incidents precipitating rehospitalization as well as in- 
cidents precipitating arrest. The critical incident leading 
to rehospitalization was designated as dangerous or non- 
dangerous according to categories similar to those devel- 
oped by Smith and associates (8) and by Hilles (9). 

Our operationalization of dangerous behavior was re- 
fined in two ways: 1) it was expanded to include all behav- 
ior for which information was available regardless of the 











Dangerous No Dangerous 
Behavior Behavior 
Combined Measure N Percent N Percent 
Less than 50 years old and LDS 
score of 5 or more 1 30.6 25 69.4 
50 years or older and/or LDS 
score of less than 5 3 4.8 59 95.2 








* x1- 12.30. p < 001. 


consequences of the behavior, i.e., arrest or rehospitaliza- 
tion; and 2) it was restricted to acts involving violent as- 
saultiveness against persons, thus eliminating minor, 
nonassaultive behavior. 

As a result, we found that of the 98 patients in our 
sample ever released to the community, 14 actually dis- 
played dangerous behavior. This number represents ap- 
proximately 15 percent of the released patients. In seven 
of the cases patients were arrested for their behavior and 
in the other seven the patient's behavior led to rehospital- 
ization. Although we have refined conceptually and oper- 
ationally the meaning of dangerous behavior, our pre- 
vious and main conclusion remains—few of the 
Baxstrom patients (about 15 percent) displayed dan- 
gerous behavior once released to the community. 


PREDICTION OF DANGEROUS BEHAVIOR 


Given the strong relationship between the two vari- 
ables of age and LDS score and arrests and given our re- 
designation of which patients displayed dangerous behav- 
ior, our next question was whether dangerousness as 
indicated by actual assaultive behavior would also prove 
to be highly dependent on the patient's age and history of 
criminal activity. It was. Once again both factors were re- 
lated to subsequent dangerous behavior, and the two 
combined provided the strongest relationship. Table 2 
shows that of the 14 patients who displayed dangerous 
behavior, all but 3 fell into the expected group. Of the vi- 
olent patients, almost 80 percent were under the age of 50 
and had an LDS score of 5 or more. These two variables, 
more than any others examined, clearly distinguish 
patients who do or do not display dangerous behavior 


"when released to the community. 


As in other attempts to explain and predict dangerous 
behavior, we encounter here the problem of false-posi- 
tives. That is, while most of the patients who displayed 
dangerous behavior were under the age of 50 and had an 
LDS score equal to or greater than 5, most of the patients 
who fell into this category were not assaultive. The 11 
patients who were dangerous represent less than a third 
of all the patients in this category. For every one patient 
who was under 50 years old and who had an LDS score of 
5 or more and who was dangerous, there were at least 2 
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PREDICTION OF DANGEROUS BEHAVIOR 


who were not. Thus, using these variables, we get a false- 
positive ratio of 2 to 1. Nonetheless, this level represents 
a marked improvement over our early attempts (3) as 
well as those of others (10). 

Despite the significant relationship between the two 
variables of age and LDS score and dangerous behavior, 
if we were to attempt to use this information for statisti- 
cally predicting dangerous behavior our best strategy 
would still be to predict that none of the patients would 
be dangerous. (In this case we would be wrong in 14 cases 
because 14 of the 98 released patients did display dan- 
gerous behavior.) Any other method would increase our 
error. For example, if the younger patients with more se- 
rious criminal histories had been identified and detained 
or specially treated we could-have reduced subsequent vi- 
olent behavior by 80-pércent. Instead of 14 errors, how- 
ever, we would’then be wrong 28 times out of 98: the 3 
patients-not expected to be violent who were and the 25 
_- patients predicted to be violent who were not. If we at- 
tempt to distinguish the potentially dangerous patient, we 
double our error by identifying as dangerous all of a 
group of patients when only one-third of them will live up 
to this expectation. 


DISCUSSION 


To a large extent this problem of false-positives, en- 
countered in any attempt to predict dangerousness, is due 
to the infrequency of incidents of violent behavior. This 
problem is common to all attempts at predicting low- 
base-rate events or behavior (10-12). Yet dangerous be- 
havior, however infrequent, remains important. Statisti- 
cally our best strategy is to assume that all such patients 
are not dangerous, but the fact remains that some are. 
Because of this, society as a whole would probably find 
such a strategy unacceptable. The data just presented 
would seem to indicate that many of the patients who 
later displayed dangerous behavior could have been iden- 
tified and that if they had been treated or detained the re- 
sult would have been an 80 percent reduction in violent 
behavior. Such a reduction, however, could only have oc- 
curred at the expense of many other patients who, while 
similar in age and criminal background, would not have 
been dangerous if released. The implications of this di- 
lemma and the policy question of what (if any) level of 
false-positives is acceptable has been raised elsewhere 
(13-15). Suffice it here to say that as the importance of 
the prediction of dangerousness as a basis for hospital- 
ization, differential treatment, and detention grows, so 
does the need for these issues to be addressed. 

Another difficulty with our findings is related to the 
particular population among which the study was con- 
ducted. The Baxstrom patients are a group of middle- 
aged people who had been continuously institutionalized 
in hospitals for the criminally insane for an average of 14 
years before they were transferred. As such they may be 
fairly representative of long-term patients in older, tradi- 
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tional state correctional/mental health hospitals. How- 
ever, they are not typical of many of the patients now en- 
tering mental hospitals through criminal procedures. 

The average age of our current research group of 541 
male, incapacitated felony defendants in New York 
State (16, 17) is 31. This group is probably more repre- 
sentative of patients involved with current treatment and 
custody issues. One direct implication of this difference is 
that our finding on the relationship of age to subsequent 
community behavior requires furthef examination. With 
younger patierits, distinguishing individuals over and un- 
der 50 years of age may have less clinical usefulness. 
Thus the next stage in our researchon dangerousness will 
be to apply the techniques for measuring dangerous: be... 
havior discussed here to this new population and to deter- 
mine whether, of all the factors to be examined, age and 
LDS score emerge once again as the two factors. most 
highly related to dangerous behavior. 
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Habitual Violence: A Profile of 62 Men 


BY GEORGE BACH-Y-RITA, M.D., AND ARTHUR VENO 








The authors studied a gor J A habitually violent 


Patient /inmates ei aprison population for life history 
and clinica Vüriables. An extraordinarily high incidence 


Le “destructive behavior and self-mutilation was found 
- as well as a high incidence of childhood pathology sug- 
gestive of deprivation and neurological impairment in 
these patients. The population was also found to be heter- 
ogeneous, differing on several significant variables. 








CONSIDERABLE INTEREST has recently been shown in vio- 
lent behavior nationally and within psychiatry. In spite of 
this concern, there are few studies that attempt clinically 
and/or demographically to describe populations defined 
as habitually violent (1-3). Criminology studies on the 
subject give reason to suspect that the habitually aggres- 
sive person is responsible for an inordinate number of as- 
saults (1, pp. 549-553), and electroencephalographic 
studies suggest that he is neurologically different from 
the occasionally violent person (4). Since it has been 
demonstrated that “offenders” are a heterogeneous 
group with varied clinical characteristics (5), we began 
our study of the habitually aggressive patient/inmate by 
first defining our population behaviorally, determining if 
they formed a homogeneous group. If they did not, we 


would attempt to define the subgroups. The group turned 


out to be heterogeneous, and subgroups were defined. 


METHOD 


In 1971 the California Department of Corrections es- 
tablished a special facility to detain men who, due to their 
violent behavior, were unacceptable in the general prison 
population. Consequently, a sizable group of subjects 
whose behavior both inside and outside the prison was 
known to be habitually violent became available for 
study. Criteria for admission to the special unit were: 1) 
the individual had a long history of assaults, and 2) for 
the greater part of his imprisonment he had been isolated 
for the protection of the other inmates. Psychotic in- 
mates (as perceived by correctional authorities) as well 
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State of California Department of Corrections. He and Mr. Veno are 
now with Langley Porter Neuropsychiatric Institute, University of Cal- 
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as overtly aggressive homosexual inmates were excluded 
from the unit. 

We decided to define this population systematically by 
life history and clinical variables and to identify those 
areas of the patients’ histories which would distinguish 
them and would warrant further exploration. 

Within one week of arrival at the special unit each 
patient/inmate was given a questionnaire and a psychiat- 
ric examination by either the unit psychiatrist or the se- 
nior author. The questionnaire reflected a composite of 
theoretical approaches to the genesis of violence and 
sought pertinent information that would reflect social 
and psychological functioning, significant events in child- 
hood, and family patterns. We tried to ask questions 
whose answers would shed some light on the various the- 
ories of aggressive and self-destructive behavior. The 
data reported here are those responses which in our expe- 
rience were either different from those of the general 
prison population or reflected a theoretical approach to 
aggressive behavior. 

All information was gathered in the course of admis- 
sion and routine care of the patients. Items on the ques- 
tionnaire were dichotomous, i.e., either present or absent 
in the self-reported life history of the patient. A total of 
62 patient/inmates were given the questionnaire and were 
interviewed. These 62 prisoners were all men; 29 were 
white, 21 were black, 10 were Spanish-American, and 2 
were American Indian; the mean age of the total cohort 
was 34. Data were analyzed by means of the chi-square 
technique. 

Controls would have been useful in this study, but we 
felt this would have presented a serious ethical question 
because it would have meant gathering personal data on 
a group Of prisoners purely for research purposes. 


RESULTS 


All of the patient/inmates were well known by civil 
and correctional system authorities to be repetitively vio- 
lent. As patients they confirmed and discussed their be- 
havior quite freely. Ninety percent had had more than 3 
arrests and 82 percent had spent more than 5 years in 
prison. Thirty-seven percent had been incarcerated more 
than 3 times. Seventy-three percent admitted to having 
used a weapon on another person, and 24 percent had 
assaulted their father or stepfather. 

One-half of the patients admitted to having seriously 
attempted to hurt themselves, and 42 percent had muti- 
lated their bodies in such a way that scars resulted. This 
figure is 5 or 6 times greater than that expected in a 
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prison population (6, T). The mes common form of 
self-mutilation was slashing of the arms. The number of 


scars. from self-inflicted wounds ranged as ngs as 164, 


atrd3we frequently counted 75 to 100 scars on a particelar 
patient. “~~ "um à 

Family patterns^revealed:that, 53 percent of the pa- 
tient/inmates had observe "theit—parents, engaged in 
physical combat. This figure underestiinatés the actual 


weapon on someone (p « .02). As a child, he was more 
likely to have been cruel to animals (p « .05) and to have 
set fires resulting in property damage (p « .025). He was 
also more likely to have experienced a spontaneous loss 
of consciousness (blackout) before the age of !0 (p « 
-Uet) and was more likely to have been raised by both 
biologics) parents until school age (p « .025). 

A second series of chi-square tests was run on all the 


amount of family violence observed, since some of-the-. variables with three. groups: 1) those who were self-de- 


patients were not raised by both parents. The average 
age at first sexual contact was 12.9 years. 

Since it is known that this type of population has a 
very high incidence of abnormal electroencephalo- 
grams (4), we asked about the most accessible etiological 
factors. The incidence of concussions (head trauma re- 
sulting in loss of consciousness) was 61 percent —much 
higher than would be expected in a criminal popu- 
lation (8). Of the 47 percent (29 patients) who had spon- 
taneous loss of consciousness, 18 of these (62 percent) 
had also suffered a concussion. Of the 9 patients who had 
suffered a convulsion, 7 had also suffered a concussion. 
Of the 36 patients who had broken bones, only 7 had 
never had a concussion. 

Non-drug-induced auditory hallucinations occurred in 
31 percent of these patients and visual hallucinations in 
27 percent. This finding might reflect a propensity toward 
personality disintegration and loss of reality testing in 
this population. A stress reaction due to partial sensory 
deprivation occurring in social isolation or in an environ- 
ment depleted of meaningful stimuli and filled with irrele- 
vant input could also be a contributing factor (9). 

Within the population of 62 men, clinical differences 
were apparent. One subgroup was very self-destructive; 
these patients tended to be more anxious and demanding 
and more irritable than the non-self-destructive prison- 
ers. They described episodes of intolerable anxiety, rest- 
lessness, and depression. 

A second subgroup that was identified included men 
who were quiet and withdrawn. These patients had subtle 
delusional systems not apparent to the unskilled exam- 
iner. Thirteen such patients warranted a diagnosis of 
paranoid schizophrenia. 

A third population similar in many respects to the first 
group but not bearing scars of self-mutilation was identi- 
fied. A fourth group free of manifest psychopathology 
was also found. The prisoners in this group were free of 
delusions and not self-destructive. 

For purposes of further analysis, those who admitted 
to-seriously attempting to hurt themselves and those who 
had mutilated their body were grouped under the heading 
of self-destructive. These were the most impulsive 
patients; many would warrant a diagnosis of explosive 
personality or impulsive character disorder. This was the 
population most likely to describe intolerable tension 
states. As a group they appeared clinically different from 
the non-self-destructive prisoners. Due to the prevalence 
of this behavior, an analysis was made by chi square to 
compare this group with those who were not self-destruc- 
tive. In this comparison it became apparent that the self- 
destructive patient was more likely to have used a 
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strüctive-2)-those who were diagnosed as having para- 
noid schizophréiiiaz-4ád, 3) those who were neither self- 
destructive nor diagnosed as Having. paranoid schizophre- 
nia. The delusional patients were excluded tieu this com- 
parison because they were clinically different. — 

Again, in this three-way comparison the self-destruc- 
tive patient was shown to be more likely to have used a 
weapon on a person (p « .02), more likely when a child to 
have set fires resulting in damage, and much more likely 
to have experienced a spontaneous loss of consciousness 
than either of the other two groups (p « .05). 

The paranoid schizophrenic patient was much less 
likely to have suffered a concussion before the age of 10 
(p « .001) and less likely to have. been incarcerated for 
more than 5 years when compared to the other 2 groups 
(p < .0! and p < .02, respectively). 


DISCUSSION 


The most salient finding for this group of patient/in- 
mates is the high incidence of assaultive prisoners who 
were not only damaging to others but exceedingly dam- 
aging to themselves as well. From the history of broken 
bones and concussions before the age of 10, two possible 
hypotheses arise. First, the self-destructive patients were 
either impulsive, stimulus-seeking children who fre- 
quently set fires, or they were themselves subject to vio- 
lence or deprivation during childhood, resulting in con- 
cussions, injuries, probable neurological damage, and 
behavior disorders. i 

The finding that the self-mutilating patient was more 
likely to have been raised by both biological parents may 
reflect a more developed superego. This finding could 
also reflect disturbances in the patterns of sensory stimu- 
lation received by the self-destructive patients (10). 

The high incidence of spontaneous loss of con- 
sciousness, seizures, and concussions during childhood in 
this group of patients, who were also prone to perceptual 
disturbances (hallucinations), suggests more than a 
purely functional disturbance and raises the specter of 
neurological impairment as the result of either depriva- 
tion (10) or injury. The early onset of symptoms would 
support the inference of either a genetic or a devel- 
opmental defect. We suggest that the violence displayed 
by these patients is the ultimate dysfunction in a more 
globally disturbed personality that is incapable of main- 
taining adaptive behavior. 

In examining this population it is difficult not to draw 
some comparisons between the backgrounds and current 


symptoms of some of our patients and the descriptions of 
the impulsively hyperaggressive, self-mutilating behavior 
observed in some monkeys by primatologists interested 
in environmental deprivation (11, 12). 


Clinical Applications 


Beyond the fact that preliminary steps have now been 
taken to clinically define a group of men who have been 
habitually violent in behavior and who unquestionably 
present severe, chronic psychopathology, it has been 
shown that this seemingly. homogeneous group varies a 
great deal on several variables. Treatment and future 
work with “violence” or “violent people" should define 
more adequately when the population is clinically free of 
psychopathology (violent for social reasons) and when it 
reveals pathology. Psychopathological patients must be 
cosecognized so as not to confuse patients suffering from 


"ue “carders with those presenting severe mood 
swings and QIsord&ies impulse control. 


One clinical applicatiótt-of-ou; findings is the possi- . 


bility that some of the delusional Patients may "well re- 
spond to pharmacotherapy if their illness is"Teéagnized 
early. This might avert some socially unacceptablé“be. 
havior. 

Descriptive histories of some of these patients, particu- 
larly those who mutilated themselves, provide informa- 
tion about sexual histories and interpersonal functioning. 
This will be the subject of a subsequent paper (13). 

The findings of this study strongly support the idea 
that increased attention must be given to behavior early 
in the careers of environmentally deprived children ex- 
hibiting strong tendencies toward stimulus-seeking be- 
havior. They also suggest that the violent individual may 
have been the victim of violence as a child. Our findings 
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also confirm the need for a much more comprehensive 
life history data-gathering approach in the chronically vi- 
olent individual and the need for more comprehensive 
neurological studies. 
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Habitual Violence and Self-Mutilation 


BY GEORGE BACH-Y-RITA, M.D. 





Thirty-seven percent of a group of 22 habitually violent 
patient/inmates were observed on admission to a special 
prison facility to have scars resulting from self-inflicted 
wounds. The author found that these men revealed con- 
siderable psychopathology beginning at an early age. He 
discusses the importance of identifying such patients and 
treating them separately from other violent individuals. 





VIOLENT MEN are not all alike, nor.do they all necessarily ` 


have common roots. In previous studies of incarcerated 
and free men (1, 2), efforts were made to identify and 
classify populations within groups generally labeled yio-- 
lent. This paper describes a highly impulsive subgroup of 
a prison population who were destructive-tó ‘themselves 
as well as to others. td 

In previous studies (13x dfe variable, assaultive be- 
havior, served" ds. ifié criterion for inclusion in the cohort. 
„Groups weré found to be heterogeneous and zhe charac- 
` teristics of subgroups within them were obscure. Two 
principal subtypes were identified in our most recent 
study of habitually aggressive men (1): patients with dis- 
crete thoüght:disorders who generally assaulted in what 
they perceived as self-defense, and patients who clearly 
presented a clinical picture of impulsivity, assaults, self- 
mutilation, and suicide attempts. In this second group the 
assaults formed part of a chronic pattern of impulsive be- 
havior; the violence was maladaptive and not perceived 
as gratifying. In spite of this, it was difficult :o view the 
behavior as purely neurotic (4, pp. 454, 455). 

The present report developed from clinical observa- 
tions made in the course of examining 8 men (37 percent 
of a total population of 22 nonpsychotic men admitted to 
a special prison unit for "violent" men described in an 
earlier report [1]). These 8 men were specifically studied 
because at the time of admission to the unit they had 
scars on their bodies resulting from self-inflicted wounds. 
Their pathology was so distinctive that they merited a 
separate description. 

Every clinic I have worked in sees several similar, al- 
though generally milder, cases a year. The clinic shuns 
these patients and, for lack of better terms, labels them 
psychopaths, schizophrenic personalities, or just plain 
manipulators. They arouse considerable anxiety, fear, 
and hostility in the staff and usually get little treatment. 


At the time this work was done, Dr. Bach-y-Rita was Staff Psychiatrist, 
State of California Department of Corrections. He is now Assistant 
Clinical Professor of Psychiatry, Langley Porter Neuropsychiatric In- 
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I can only speculate as to why patients who show such 
overwhelming pathology end up in punitive maximum 
security prisons rather than being isolated from society in 
a protective way. They are undoubtedly dangerous, but 
the danger extends to themselves as well as society. 

The first eight men admitted to the unit with histories 
of habitual assaultiveness and with scars on their bodies 
resulting from self-mutilation were examined 
three times over a period of four mo Geewion i of 
who came to the unit w fried almost exclusively 
by-eerrection sfer "f the basis of unmanageable 
violent beha¥ Aor.) 







um 
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RESULTS 


The men averaged 26.5 years of age; they had been in- 
stitutionalized for an average of 11.5 years; all of them 
had been incarcerated for more than 5 years; and with 
one exception they all admitted to having repeatedly as- 
saulted persons with a weapon. They averaged 11.5 years 
of age at the time of first arrest; by that age they all had 
already come to the attention of social institutions be- 
cause of their deviant behavior. 

All of the patients had scars resulting from self-in- 
flicted wounds. These scars generally appeared on the 
wrists, forearms, and antecubital fosi, although some cut 
their abdomen or thighs as well. The scars generally re- 
sulted from repeated slashing with a razor or a sharp cut- 
ting instrument fashioned in the cell. Most wounds were 
superficial but all these prisoners had some scarring that 
resulted from a serious suicide attempt. 

The number of scars resulting from admittedly self-in- 
flicted wounds on any one patient varied from 3 to 150, 
with an average of 93 scars per patient. Most of the 
patients had so many scars that they had become con- 
fluent and difficult to count. 

The average age at the time of the first self-inflicted in- 
jury was 19. With one exception, all these prisoners had 
inflicted their first injury while in prison. The only ex- 
ception had first cut himself while in a hospital. 

The early history of these men revealed considerable 
environmental deprivation and tumultuous families. Six 
of the eight described one or both parents or surrogate 
parents as cruel; six of the eight described considerable 
violence in the family. In spite of this background, five of 
the eight described having a positive maternal figure in 
their family and only three could provide a history of 
early maternal deprivation. Two of the patients had a 
family member who had been hospitalized at one point or 


T4 


another for mental illness and they all had alcoholic fa- 
thers or father substitutes. Four of the patients had a fa- 
ther or brother with a criminal conviction on record. 

Early family instability was additionally revealed by 
the finding that four of the patients had lost one parent by 
divorce or death by the time they were one year old; a 
fifth lost a parent at age five. One of the patient /inmates 
had a speech problem and three had serious reading diffi- 
culties. Five of the patients described their preadolescent 
years as turbulent; during this age period four of them re- 
ceived serious head injuries. Six patients remembered 
being known by their peers for their outbursts of anger; 
these six also felt they had substantially more such out- 
bursts than their peers. 

As noted, they were all brought to the attention of the 
authorities by early adolescence. Only four of them could 
describe a close object during adolescence. 

Adolescence, was characterized by depression and 
loneliness. Seven of the patients described problems with 
severe depression and four had had-a reputation for be- 
ing “loners.” The depression alternated with violent 
anger; four of these patients had struck a parent in anger 
between the ages of 14 and 18. 

In spite of the early average age at first sexual contact 
(12 years), sexuality appeared to be a very confused issue 
for these men. Three were either bisexual or homosexual 
out of prison and six had practiced homosexual behavior 
in prison. (This behavior can be adaptive in prison.) 

As adults, all except one of these patients suffered 
from repeated severe depressions; all of them admitted 
to at least one serious attempt at suicide. 

The role played by the self-mutilation was occasionally 
manipulative, but it had a greater meaning than this. All 
eight patients described feeling “low” or depressed prior 
to mutilating and a sense of relief after the act. Several 


were able to describe a sensation accompanied by anxiety ` 


and at times agitation earlier in the day that would later 
lead to a compelling need to mutilate themselves. It was 
described as a feeling that something was going to hap- 
pen or, *I have to do something." The need occurred 
: more frequently while in isolation, particularly in situ- 
ations where they could not act on their feelings. It ap- 
peared to me that the behavior was related to situations 
the patients were accustomed to solving by active behav- 
ior that was frustrated by externally imposed controls. Of 
particular interest was the observation of most patients 
that they sensed little or no pain when they slashed them- 
selves. They stated that this was one of the reasons that 
they were able to slash themselves repeatedly at any one 
time. 


CASE REPORT 


Case 1. Representative of the eight patients studied was a 31- 
year-old man who had been incarcerated almost continuously 
since the age of 16. He came from a lower-middle-class family 
and was the oldest of 5 boys, 3 of whom have been incarcerated. 
The fourth was in a mental institution. When the patient was 5, 
his father abandoned the family; his mother remarried when he 
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was 7. The mother was described as a woman very prone to 
temper outbursts and very emotional. The patient's pre- 
adolescence was associated with many small scrapes and his 
being known as a troublemaker. At age 8 he severely injured his 
brother with a rock and a neighbor's child with another weapon. 
He suffered frequent temper tantrums and was beaten quite reg- 
ularly. He had no close friends and his first close relationship, at 
age 10, was with a male teacher who developed into his first sex- 
ual contact. 

He was unable to establish any close heterosexual relation- 
ship. He was known by his peers as a loner, and this pattern did 
not change until he established a homosexual relationship in the 
prison at age 28. 

He suffered from enuresis until age 12, a pattern that ceased 
soon after he attempted to kill someone with a gun. His educa- 
tion went as far as the second grade. 

From age 11 on he was in constant trouble. At age 14 he at- 
tacked his father. He readily admitted to numerous assaults, in- 
cluding assaults on teachers and a clergyman, attempts to shoot 
people, clubbings, and stabbings. At age 22 the patient was in- 
carcerated as a result of an armed robbery. Up to that time he 
had had a series of automobile accidents. 

He had 63 scars, several of them to the bone. Some in the an- 
tecubital fosi had been incurred in the course of a genuine sui- 
cide attempt. He described himself as having been plagued with 
depression all his life but did not necessarily associate the cut- 
ting witli the depression. 

He stated: “From the time the thought of cutting myself 
would enter my mind till I would do it, the pressure would build 
up." The mutilation would relieve the sense of pressure. The 
patient cut himself both in and out of prison. The first episode 
had occurred at age 20 while he was in prison. 

Though not hallucinating at the time of interview, he had ex- 
perienced hallucinations several times in the past. His thinking 
was not delusional, but his ability to abstract appeared im- 
paired when he was asked to interpret proverbs, He neveiifieless 
appeared of above-average intelligence aud had considerable 
artistic talent. E 


DISCUSSION 


As seen in psychiatric clinics, wrist cutting or self-mu- 
tilation is a phenomenon encountered predominantly 
among women (5-7). When one turns from hospital ad- 
missions to the police records it appears that two-thirds 
of those incidents encountered by the police are among 
men (8). Women were also found to be significantly more 
likely to receive care in a hospital setting than were 
men (8). Apparently more men tend to enter the criminal 
justice system than the mental health system. 

When the literature is searched for information on sui- 
cide or self-mutilation in prison, there is an astonishing 
gap that has been perceived by various authors (9, 10). 
Explanations for self-mutilation vary from sociologic 
reasons such as “‘the root cause is the institution and not 
the patient's pathology" (11) to moral judgments—‘‘anti- 
social manipulation" (12). They include schizophre- 
nia (10) and ethnic background. This study, which gath- 
ered data on more than just suicide attempts, clearly 
demonstrates the massive pathology that can be asso- 
ciated with self-mutilation in prison. 

There are drawbacks in viewing wrist cutting as an iso- 
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lated phenomenon. These patients could well be consid- 
ered as antisocial manipulators if only their overt behav- 
ior were observed, They could be misdiagnosed as having 
schizophrenia if they were seen while agitated, self-de- 
structive, hallucinating, or insensitive to pain. The picture 
is different when the array of clinical manifestations is 
viewed as a syndrome in the light of their histories. I am 
impressed by the lack of inhibitory or superego mecha- 
nisms (necessary for mediating impulses) that pervade the 
lives of these patients from childhood into adult years. 

Of special importance is the inmates' reported lack of 
feeling while mutilating. Rosenthal and associates (5) 
provided an interesting description of patients' feelings 
prior to mutilation that is surprisingly similar to what we 
encountered in our patient/inmates. The pattern of 
mounting anxiety leading to “‘depersonalization, a sensa- 
tion of overwhelming emotion, and a frightening loss of 
contact with internal or external support" (5) was de- 
scribed. Rosenthal and associates (5), as well as Grune- 
baum and Klerman (13), described a total lack of pain re- 
ported by the patients cutting themselves. This altered 
state of pain perception was also described by Cooper in 
a group of Peruvian prisoners who systematically muti- 
lated themselves with razor blades (14). 

Although the phenomenon may be interpreted as de- 
personalization, it has been suggested (15) that the con- 
stellation of withdrawal, depressive reaction, hyper- 
excitability, hyperreactivity, stimulus-seeking behavior, 
impaired pain perception, and violent aggressive behav- 
ior directed at self or others may be the consequence of 
having been reared under conditions of maternal social 
PRI This constellation of symptoms is a common 
phenome a number of environmentally de- 
prived mammals. 

In reviewing the very sparse literature 
self-mutilation in jail and prison, the moralistic viewpoint 
continues to predominate over the humanistic, psycho- 
logical, or biological views. This approach is to a great 
extent fostered by the inmates themselves who, when 
asked, will usually attribute the self-mutilation to a con- 
scious, manipulative maneuver. This rather simplistic ex- 
planation appears to be accepted by most researchers. 
Other authors, such as Clanon (16), have recognized the 
self-mutilating inmate as appearing more ‘‘psycho-schiz- 
opathic" and not fitting any of the standard nomencla- 
ture. 

Although the psychiatric literature contains reports of 
assaultive behavior and of self-mutilation, reports of the 
two occurring as regular patterns of behavior are 
rare (17). This phenomenon is predictable. The concept 
of suicide as anger turned against the self is recognized in 
general psychiatry and suicidology, including suicidology 
among delinquents (18). In addition, there are reports of 
suicide attempts among *'violent" men (19) as well as of a 
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relationship between early acting out and repeated in- 
carceration beginning at an early age. 

The description of the patients in this population is not 
without relevance. First, the uselessness of incarceration 
is apparent. These patients spend their lives in holding in- 
stitutions that are only barely able to contain their behav- 
ior; certainly their life pattern is not changed. Of equal 
importance is the need to recognize the prisoners or 
patients with a disorder of impulse control and to study 
them as a separate group apart from those with dis- 
ordered thought. The description of these men should 
also help in distinguishing them from other offenders and 
lead to more appropriate care. 


REFERENCES 


1, Bach-y-Rita G, Veno A: Habitual violence: a profile of 62 men. Am 
J Psychiatry 131:1015-1017, 1974 

2. Bach-y-Rita G, Lion JR, Climent CE, et al: Episodic dyscontrol: a 
study of 130 violent patients. Am J Psychiatry 127:1473-1478, 
1971 

3. Lion JR, Bach-y-Rita G, Ervin FR: The self-referred violent 
patient, in Dynamics of Violence. Edited by Fawcett J. Chicago, 
American Medical Association Press, 1971, pp 79-83 

4. Mulvihill DJ, Tumin MM, Curtis LA: Crimes of Violence: A Staff 
Report to the National Commission on the Causes and Prevention 
of Violence, vol 12. Washington, DC, US Government Printing Of- 
fice, 1969 

5. Rosenthal RJ, Rinzler C, Wallsh R, et al: Wrist-cutting syndrome: 
the meaning of a gesture. Am J Psychiatry 128:1363-1368, 1972 

6. Ping-Nie P: The syndrome of delicate self cutting. Br J Med Psy- 
chol 42:195-205, 1969 

7. Graff H, Mallin R: The syndrome of the wrist cutter. Am J Psychi- 
atry 124:36-42, 1967 

8. Clemdenin WW, Murphy GE: Wrist cutting. Arch Gen Psychiatry 
25:465-469, 1971 

9. Danto BL: Preface, in Jailhouse Blues. Edited by Danto BL. Or- 

chard Lake, Mich, Epic Publications, 1973, pp xv-xvii 

orn JL, Beto SR: Self mutilation in a prison hospital. Correc- 


tive Psychiatry à Social Therapy 13:133-140, 1967 


11. Johnson EH: Felon self mutilation, correlate of the stress in prison;—— 


in Jailhouse Blues. Edited by Danto BL. Orchard Lake, Mich, Epic 
Publications, 1973, pp 237-273 

12. Danto BL: The suicidal inmate. Ibid, pp 17-25 

13. Grunebaum H, Klerman G: Wrist slashing. Am J Psychiatry 
124:527-534, 1967 

14. Cooper HHA: Self mutilation by Peruvian prisoners. International 
Journal of Offender Therapy 3:180-188, 1971 

15. Prescott JW: Early somatosensory deprivation as an ontogenetic 
process in the abnormal development of the brain and behavior, in 
Medical Primatology. Edited by Goldsmith IE, Moor-Jankowski 
J. New York, S Karger, 1971, pp 1-20 

16. Clanon TL: Persecutcry feelings and self-mutilation in prisoners. 
Corrective Psychiatry and Journal of Social Therapy 11:96-102, 
1965 

17. Hagen DQ, Mikolajczak J, Wright R: Aggression in psychiatric 
patients. Compr Psychiatry 13:481-487, 1972 

18. Wilmotte JN, Platt-Mendlewicz J: Epidemiology of suicidal behav- 
ior in 1,000 Belgian prisoners, in Jailhouse Blues. Edited by Danto 
BL. Orchard Lake, Mich, Epic Publications, 1973, pp 57-82 

19. Beigel A, Russell HE: Suicide attempts in jail, prognostic consid- 
erations. Hosp Community Psychiatry 23:361-364, 1972 


BRIEF COMMUNICATIONS 


A Perspective on Confidentiality 


BY ERIC A. PLAUT, M.D. 





The confidentiality of communications from psychiatric 
patients is threatened from many directions. The tradi- 
tional stance of psychiatrists has been to proclaim total 
confidentiality as the principle and then to make ex- 
ceptions. As third-party payers, peer review structures, 
and governmental agencies erode the exclusively dyadic 
doctor-patient relationship, the traditional stance no 
longer suffices. What is needed is a thorough understand- 
ing of the forces involved and a set of principles to help 
assess the real needs for confidentiality in a variety of 
psychiatrist-patient interactions. 


THE ISSUE OF CONFIDENTIALITY has concerned psychia- 
trists for such a long time and has generated such strong 
feelings that it is easy for us to lose objectivity. My pur- 
pose in this paper is to focus not just on the problem of 
psychiatric confidentiality by itself but also on the prob- 
lem in its current social context. 

A brief historical review may be of help. In English 
common law, upon which our common law is based, the 
issue of testimonial compulsion first arose in 1562 (1, p. 
223). Prior to that time, anyone could refuse to testify. 
Since that time, privilege has been extended to various 
people under various circumstances. 

Under English and American common law no physi- 
cian-patient privilege existed until it was established by 
statute. The first such statute in the United States was 
enacted in New York State in 1828; at the present time 
approximately two-thirds of the states have some kind of 
physician-patient privilege. However, in most cases this 
privilege is severely limited and contains many ex- 
ceptions. These many exceptions have so eroded the vital- 
ity of the privilege that one recent trend has been to drop 
it entirely (2). At the same time, state legislatures are in- 
creasingly recognizing the need for a separate psycho- 
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therapist-patient privilege. All of this stands in marked 
contrast to the law on the European continent. In most 
jurisdictions there, the relationship of physician and 
patient is completely protected by a cloak of privilege (3). 
Further exploration of the history of these differences is 
beyond our scope here. 

Also beyond the scope of this paper is the question of 
what currently constitutes legal and ethical psychiatric 
practice regarding confidentiality. For such guidelines 
psychiatrists should consult their state laws and Section 9 
of the American Psychiatric Association statement re- 
garding medical ethics (4). It should also be remembered 
that although this paper is written from the point of view 
of the responsibilities and rights of the psychiatrist, under 
the law the privilege has traditionally belonged to the 
patient. 


THE RIGHT TO SECRECY AND THE RIGHT TO 
INFORMATION: 1974 


With increasing frequency we are hearing of intense 
conflict over the right to secrecy and the right to informa- 
tion. On issues such as the use of wiretapping and access 
to source information of newspaper reporters, the gov- 
ernment repeatedly asserts its right to information. At 
the same time, it asserts its right to secrecy in such areas 
as executive privilege, the Pentagon papers, and the In- 
ternational Telephone and Telegraph Corporation (ITT) 
case. Conversely, individuals and nongovernmental 
groups are also asserting their right to both secrecy and 
information. Reporters and welfare recipients want the 
protection of secrecy, while the public wants to know 
about the Pentagon papers and the Watergate conspir- 
acy. 

Three forces are involved in this escalating conflict: 1) 
the increasing involvement of government in areas that 
were previously considered private affairs—that is, in 
such concerns as health, welfare, business regulation, and 
product control; 2) the electronic revolution in both data 
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collection (wiretapping, tape-recording) and data storage 
and retrieval (computerized dossiers); and 3) the pre- 
vailing atmosphere of a high degree of suspiciousness be- 
tween individuals and governmental authorities. 

All three factors tend to create self-fulfilling proph- 
ecies that lend credence to the mutual distrust. As gov- 
ernment becomes increasingly involved in the lives of in- 
dividuals, people become more fearful of governmental 
interference, while at the same time the government feels 
it must have more and more data in order to make re- 
sponsible decisions. As data become more easily col- 
lected, collated, stored, and retrieved, both individuals 
and government officials become more guarded about 
their "secrets." The more each guards his own secrets, 
the more the other feels he needs to know. Every piece of 
governmental deceit and every idiosyncratic act of anti- 
establishment violence increases the sense of fear on each 
side and, with the fear, the feeling of needing greater pro- 
tection for oneself and more disclosure regarding the 
other. 

Knowledge, in the sense of both information and 
know-how, has always been power. The data explosion 
has jeopardized the traditional balance of power between 
the legislative, judicial, and executive branches of govern- 
ment in that the executive branch alone has the resources 
to collect, collate, and integrate all the data and know- 
how that are involved in decision making and decision 
implementing. The increase in technological know-how 
has also incréased the power of the individual in ways 
‘that threaten our society—hijackings, *'fraggings," let- 


terbombs. Traditionally, neither the individual nor the : 


government has had absolute rights. The individual has 
always been forced to testify under some circumstances; 
he has always been denied some information in the name 
of executive privilege. Similarly, thé government's right 
to obtain knowledge through congressional inquiry and 
grand jury subpoena has always been limited; at the same 
time, public disclosure laws have limited the govern- 
ment's right to secrecy. We seem, however, to be living in 
an era characterized by unwillingness to accept such 
compromises. 


CHANGES IN THE PHYSICIAN-PATIENT RELATIONSHIP 


It is important to view the psychiatrist-patient rela- 
tionship in the context of the physician-patient relation- 
ship in general. Two categories of alterations in the tradi- 
tional physician-patient relationship are relevant here, 
the technical and the fiscal. 

The uniquely personal nature of the traditional physi- 
cian-patient relationship has been drastically changed by 
modern technology. Not only are we an extremely mobile 
society, frequently changing physicians (and requiring 
our current physician to keep detailed records to forward 
to our next physician), but we require our physician to 
avail himself of a vast array of technological aids for our 
benefit. No longer can he take care of our health needs by 
himself. He must make use of laboratories, technicians, 
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and specialists. Each additional parameter of medical 
care diminishes the private nature of the physician- 
patient relationship and generates more data, more 
records, more forms, and more bills. 

The dramatic growth of third-party payment systems 
is a second factor creating a new dimension in medical 
care. What was once a two-party relationship is now truly 
a three-party relationship. An element of “he who pays 
the piper calls the tune" is inevitable, whether the third 
party is a private insurer or the government. Further- 
more, the role of third-party payers is going to increase. 
As our society establishes health care as a citizen's right, 
the physician-patient relationship will no longer be able 
to stand totally outside the political process. " 

These considerations have a special import for psycho- 
analysis, which has traditionally considered the purely 
dyadic nature of the analyst-patient relationship to be es- 
sential to the analytic process. Organized psychoanalysis 
needs to give careful thought to the possibility that by 
asking to be included under health insurance programs it 
may be selling its birthright for a mess of pottage. 


CONFIDENTIALITY AND CIVIL AUTHORITY 


As the Watergate incident has demonstrated, there is 
no such thing as total confidentiality under American 
law, not even under executive privilege. However, the 
courts have traditionally been extremely reluctant to 
have a priest divulge material from the confessional. This 
priest-penitent relationship has not been subject to the 
large number of limitations placed on the confidentiality 
of the psychiatrist-patient relationship. Underlying this 
distinction is the separation of church and state specified 
in the Constitution. With the interesting exception of the 
marriage ceremony, the clergyman has no civil authority 
whatever. It is this absence of civil authority which allows 
for the almost total confidentiality of the priest-penitent 
relationship. Conversely, psychiatrists have extensive 
civil authority, e.g., in circumstances involving abortions, 
personal injury suits, commitment procedures, and not- 
guilty-by-reason-of-insanity pleas. So long as we retain 
civil authority, our claim to confidentiality will always be 
subject to compromise. 

The principle of the inverse relationship between con- 
fidentiality and authority was long ago realized by psy- 
choanalysts from another perspective. It was apparent in 
analysis that full disclosure by the patient (via free associ- 
ation) was possible only if the analyst had no "authority" . 
in the patient's life, i.e., if the analyst did not give instruc- 
tions or write reports. Many psychotherapists have not 
been consistent on this issue—often claiming absolute 
confidentiality for the same patients regarding whom 
they have written letters to draft boards, abortion com- 
mittees, etc. 

There is, of course, no reason why psychoanalytic tech- 
niques cannot be used in settings involving the exercise of 
some civil authoritv by the therapist as well as the in- 
clusion of third-party payers. What is essential is that we 


understand and accept the fact that these circumstances 
change the nature of the psychiatrist-patient relationship 
and therefore will also alter the confidentiality appropri- 
ate to the setting. 


THREE CATEGORIES OF INFORMATION 


Clarification is also needed as to precisely what it is 
that is being protected by confidentiality. Three cate- 
gories can be distinguished: 1) personal information, 2) 
confidential information, and 3) fully protected informa- 
tion. 

Broadly speaking, the first of these categories corre- 
sponds to the current physician-patient privilege (a privi- 
lege with a great many exceptions); the second category 
corresponds to the current psychotherapist-patient privi- 
lege (a privilege with some exceptions); and the third cat- 
egory corresponds to the current priest-penitent privilege 
(a privilege with rare exceptions). 

One example of a psychiatrist-patient interaction to 
which the designation “personal information" would ap- 
ply is when a patient is hospitalized for an acute psy- 
chotic depression and is treated with shock treatment. 
Generally, the information involved would be acceptable 
in some hands but not in others. The primary need is to 
control the distribution of the potentially stigmatizing in- 
formation. Much of what gets recorded on hospital in- 
patient charts is in this category, as is most of the data re- 
quested by third-party payers. Evaluations generally 
belong in this category. Most of our problems with com- 
puterized dossier formation also concern this kind of 
data. 

The designation "confidential information" obtains in 
the majority of psychiatrist-patient interactions, i.e., 
wherever there is a psychotherapeutic contract. Because 
so much of the psychotherapist-patient interaction deals 
with subjective material, great caution must be exercised 
lest this kind of information be treated as “factual data." 
In many jurisdictions, psychotherapeutic interactions are 
afforded a far greater degree of privilege than ordinary 
physician-patient interactions. In their decision In re Lif- 
schutz (5), the California Supreme Court, while endors- 
ing the principle of psychotherapist-patient privilege, 
concluded that absolute confidentiality was not needed to 
protect the relationship and that the judge could deter- 
mine what confidential information has to be disclosed to 
ensure the carrying out of justice. 

The designation “fully protected information" should 
obtain in those circumstances where the entire relation- 
ship needs to be privileged, as in the traditional psycho- 
analytic setting. Maximal confidentiality is needed and 
no information can be released. That our society has long 
acknowledged the need for such a setting is clear from the 
history of the priest-penitent privilege. It is equally clear 
that our society has been extremely reluctant to expand 
such extensive privilege. The rationale for extending such 
privilege to the psychoanalytic setting rests on the prem- 
ise that without it, the relationship could not exist. The 
burden of proof for demonstrating this and for carefully 
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delineating those interactions we deem psychoanalytic 
rests with us. 


LEGAL CONSTRAINTS 


Legal constraints appropriate to the three categories of 
information need to be developed. Although possibly the 
most difficult to achieve in practice, the third category— 
fully protected information—is the easiest to define. The 
existing priest-penitent (confessional) privilege, if applied 
to the psychoanalytic setting, would be satisfactory. The 
second category—confidential information—now has 
considerable standing in some jurisdictions. The privilege 
is waived only under selected circumstances—for ex- 
ample, when the patient is a litigant and the disclosure is 
to be limited only to those matters of a mental or emo- 
tional nature specifically at issue (5, 6). Further experi- 
ence is needed with these decisions, but they represent a 
very hopeful step toward developing an appropriate set of 
constraints on access to confidential information. The le- 
gal rationale for the patient-litigant exception to the psy- 
chiatrist-patient privilege is twofold: the interests of jus- 
tice (in this case the rights of the defendant) and the 
voluntary waiver of the privilege by the patient who 
chooses to become a litigant. Not yet addressed by the 
law is the sticky problem of patient consent given under 
duress, e.g., by a person applying for a job. 

In a number of states (7) a first step has been taken to- 
ward developing legal constraints with regard to the re- 
lease of the first category of information—-personal infor- 
mation. In California, for example, laws exist that spell 
out conditions required for releasing such information 
and that also establish penalties for. unauthorized release 
of information (8). Unfortunately, these laws are still 
rudimentary, but it does seem that the old physician- 
patient privilege will be displaced in favor of an expan- 
sion of the concept of the right to privacy (9) and new 
laws regarding the management of personal data (10). 

Finally, a new dimension has been apparent recently: 
as informed consent becomes an increasingly important 
legal part of medical practice, the limits of the con- 
fidentiality of a patient’s communications to us will most 
likely become a necessary part of each patient’s informed 
consent to psychiatric treatment. 

Table | is designed to serve both as a summary of the 
preceding remarks and as a framework for developing a 
more rational and more comprehensive position on con- 
fidentiality. The chart is organized around the three types 
of psychiatrist-patient interaction—psychiatric, psycho- 
therapeutic, and psychoanalytic. The summary of the 
role of third-party payers contains one factor not in- 
cluded in the previous discussion, peer review. This is in- 
cluded here because it may become an important screen 
protecting confidential information from third-party pay- 
ers in the future. The psychiatrist’s civil authority in each 
type of interaction is also summarized. The table relates 
the three categories of information to the types of pa- 
tient-psychiatrist interaction and in addition suggests a 
framework for a comprehensive position on confiden- 
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TABLE 1 
Diagrammatic Overview 


Item 





Example 


Involvement of third-party payer 
Civil authority vested in 
psychiatrist 


Nature of information 


Appropriate legal constraints 





Psychiatric 


Type of Physician-Patient Interaction 





Psychotherapeutic 





Patient hospitalized for an acute 
psychotic depression 


Present; third-party-payer review 


Extensive; e.g., commitment 
procedures, criminal and civil 
suits 


Personal; similar to current 
physician-patient privilege 
(has many exceptions) 
Information may be requested and 


released only for legitimate 
purpose and only to the extent 


Outpatient treatment of a patient 
with traumatic neurosis receiv- 
iig temporary disability assis- 
tance who requires medication 


Present; peer review 
Limited; only at the request of 
the patient 


Confidential; similar to current 


psychotherapist-patient privilege 


(has selected exceptions) 

Even when privilege is waived, 
e.g., in a patient-litigant excep- 
tion, the scope of the waiver is 


Psychoanalytic 


Intensive psychotherapy and 
psychoanalysis of a patient 


Absent; no review 


None; the psychiatrist is enjoined 


from taking any extratherapeutic 
action 


Fully protected; similar to current 


priest-penitent (confessional) 
privilege (has rare exceptions) 


Data may be released by the 


psychiatrist only.in rare 
circumstances 


necessary for that purpose 





tiality by outlining three different kinds of appropriate 
legal constraints. 


CONCLUSIONS 


1. The current sociopolitical scene contains threats to 
confidentiality from many sources. We will be able to act 
effectively only if we have a thorough understanding of 
the fiscal, legal, social, and political forces involved. 

2. It is possible to distinguish three different types of 
psychiatrist-patient interaction; each of these requires a 
different type of confidentiality. 

3. [n numerous jurisdictions the law already contains 
the foundations for appropriate legal constraints for 
each of the three circumstances. 
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The Tranylcypromine Isomers: A Controlled Clinical Trial 


BY JAVIER I. ESCOBAR, M.D., BURTRUM C. SCHIELE, M.D., AND ROBERT ZIMMERMANN, PH.D. 





The plus {+ ) and minus (—) isomers of tranylcypro- 

mine ( Parnate) were tested under double-blind condi- 
tions on 11 depressed patients. The (—) isomer was the 
more effective and produced fewer side effects. Because 
the (—-) isomer has been shown to be a stronger blocker of 
the reuptake mechanism for brain amines and a weaker 
inhibitor of monoamine oxidase than the ( +) isomer, the 
results obtained here are of particular interest. 





A FEW YEARS AGO tranylcypromine was widely used as 
an antidepressant drug. It fell into partial disfavor be- 
cause of its ability to induce a paradoxical hypertensive 
headache reaction. This sometimes serious reaction oc- 
curred only in susceptible individuals and usually in asso- 
ciation with the ingestion of tyramine-laden substances 
such as ripe cheese (1). For a time tranylcypromine was 
taken off the market, but it was allowed back under addi- 
tional restrictions because some patients responded bet- 
ter to it than to other antidepressant therapies (2). 

The commercially available tranylcypromine is a race- 
mic mixture of the plus (+) and minus (-) isomers. In an- 
imal studies, the (-) isomer was shown to be a more pow- 
erful inhibitor of the reuptake mechanism for brain 
amines and a weaker inhibitor of monoamine oxidase 
than the (+) isomer (3). It was postulated that the trou- 
blesome side effects associated with the racemic com- 
pound were largely the result of the inhibition of mono- 
amine oxidase and furthermore, that the (-) isomer might 
have the greatest therapeutic effect with the least tox- 
icity (3, 4). 


METHOD 


The clinical trial reported in this paper was run to test 
the preceding hypothesis. Following a washout period of 
three to seven days, 11 hospitalized patients with a pri- 
mary diagnosis of depressive disorder were randomly as- 
signed to either the (+) or the (-) isomer. Patients over 60 
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years of age and those with major medical illness or 
blood pressure higher than 140/90 were excluded. 

The starting dosage was 10 mg. per day of one isomer. 
This dosage was increased to 20 mg. per day after three 
days and to a maximum of 30 mg. after one week, half 
the usual maximum dose of the racemic compound. The 
trial terminated at the end of three weeks. No concurrent 
medications, other than chloral hydrate if needed for 
sleep, were given during the trial. All of the precautions 
included in the official labeling of Parnate (brand name 
of tranylcypromine) were closely followed. 

Behavioral changes were observed by the clinician 
rater and the research nurse. These were recorded on 
standard rating instruments, including the following: 
Clinical Global Impressions (CGI) (5), Hamilton De- 
pression Scale (6), Treatment Emergent Symptoms Scale 
(TESS) (5) Nurses’ Observation Scale for Inpatient 
Evaluation (NOSIE) (7), Symptom Checklist 90 (SCL- 
90, self-rating) (8). Ratings were made at pretreatment 
and days 3, 7, 14, and 21 (or termination). 


RESULTS 


Psychopathology 


"The patients receiving the (-) isomer showed signifi- 
cantly greater improvement on all four factors (sleep dis- 
turbance, somatization, anxiety-depression, and apathy) 
and the total score for the Hamilton scale, on two factors 
(social competence and social interest) and the total score 
for the NOSIE, and on the anxiety factor of the SCL-90. 
Both the nurse and the psychiatrist rated them as show- 
ing greater improvement on the CGI. Maximum differ- 
ences in improvement occurred at week 1 on the Hamil- 
ton scale, at weeks 1 and 3 on the NOSIE, and at week 3 
on the SCL-90 (see figure 1). Differences in pretreatment 
pathology on the Hamilton scale and the NOSIE were 
large enough so that the differential improvement 
brought the two treatment groups to approximately 
equal levels at posttreatment. However, on the SCL-90 
the patients receiving the (-) isomer rated themselves ini- 
tially as having less pathology than those receiving the 
(+) isomer. , 

The consistency of the differences leaves little doubt 
that the patients receiving the (-) isomer showed greater 
improvement. While differences in pretreatment pathol- 
ogy could account for the greater improvement noted on 
the Hamilton scale and the NOSIE, they could not ac- 
count for the differences noted on the SCL-90. Our con- 
clusion is that there was a genuine difference in improve- 
ment favoring the (-) isomer. 
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FIGURE | 


Changes in Mean Pathology in Patients Receiving {+} and (-) Isomers 
of Tranylcypromine* 


a (—) isomer 


24 — = — (+) isomer 
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SYMPTOM CHECKLIST 90 
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* Higher scores indicate increased pathology. 


Side Effects 


The increase in side effects above the baseline as mea- 
sured by the TESS was greater for the group receiving 
the (+) isomer. Five of six patients receiving the (+) iso- 
mer reported feelings of dizziness and faintness as com- 
pared to only one out of five receiving the (-) isomer. One 
of the patients who received the (-) isomer had a tran- 
sient episode of mild hypertension (blood pressure, 160/ 
100) the second day he was on the drug. There were no 
other physical symptoms, and medication was withheld 
for 24 hours. His blood pressure returned to baseline, and 
he was continued in the study with the approval of a car- 
diology consultant. His blood pressure was monitored 
several times daily throughout the remainder of the study 
and remained within normal limits. However, since the 
patient later admitted that he had not swallowed all the 
medication, the dosage levels for this patient following 
the hypertensive episode could not be accurately deter- 
mined. 
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DISCUSSION 


The pharmacotherapy of depression presents particu- 
lar problems, as yet unsolved. The tricyclic antidepres- 
sants are efficacious, but their shortcomings in the treat- 
ment of the seriously depressed are marked in that: 1) 
they have a slow onset of action, and 2) they have a low 
level of potency. 

Among the monoamine oxidase inhibitors, tranyl- 
cypromine has a rapid onset of action, and on some 
patients its effect is claimed to be almost specific (2). The 
isolation of the (+) and (-) isomers, and the consequent 
animal experiments, led to the hypothesis that the (-) iso- 
mer might be clinically more effective and might possibly 
produce fewer side effects than the (+) isomer. 

Our results, taking into account the size of the sample, 
are striking in that they show significant differences on at 
least some portion of each rating instrument, always fa- 
voring the (-) isomer. Retrospectively, the raters all had 
the clinical impression that the (-) isomer was more ef- 
fective than the (4-) isomer and that the clinical effect 
would have been even more pronounced if we had used 
higher dosages. Unless the (+) isomer is completely inef- 
fective, the maximum dose of 30 mg. per day for the (-) 
isomer is therapeutically less potent than the equivalent 
maximum dose of 60 mg. per day of racemic tranylcypro- 
mine. 

While no statistically significant differences were noted 
in the side effects, the trend was toward a higher in- 
cidence in the group receiving the (+) isomer—again sup- 
porting the working hypothesis. The findings obtained 
here support the idea that the inhibition of reuptake 
and/or of release of amines appears to be a major 
mechanism for the antidepressant action of tranylcypro- 
mine. Also, the relative freedom of M AOl-associated 
side effects for the (-) isomer suggests that it may merit 
more widespread use than is enjoyed by most mono- 
amine oxidase inhibitors. 
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Doxepin: Is a Single Daily Dose Enough? 
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BY HAROLD L. GOLDBERG, M.D., RICHARD J. FINNERTY, M.A., AND JONATHAN O. COLE, M.D. 





The authors conducted a post hoc comparison of two 
very similar doxepin studies that included outpatients 
with mixed anxiety and depression. The first study used a 
three-times-a-day schedule, and the second used a bed- 
time schedule. All differences between the two treatments 
favored the bedtime regimen. Although the reports can- 
not take the place of a direct comparison between the two 
dosage schedules, they offer evidence for the usefulness 
and value of single-dose bedtime medication for anxious- 
depressed outpatients receiving doxepin treatment. 





FOR SOME REASON doctors, nurses, and patients come 
into this world programmed to give and receive pills three 
or four times a day. Only sleeping pills and laxatives are 
given at bedtime. In point of fact, medication given three 
times a day or every four hours is only needed when the 
drug has a short duration of action and when the body or 
mind must be affected by the drug constantly. 

In clinical psychopharmacology there is growing evi- 
dence that pill taking three or four times a day is unnec- 
essary at best. There is even a growing suspicion that, at 
least for phenothiazines and tricyclic antidepressants, 
three-times-a-day dosage causes more side effects during 
waking hours; bedtime medication may well allow pos- 
sible side effect-producing actions to pass while the 
patient is asleep. A pharmacologic fact is that the antide- 
pressant or antipsychotic drug action has a duration of 
one or more days, while hypotensive or sedative side ef- 
fects last only a couple of hours after each single dose. 
Obviously sedative drug side effects become useful if the 
drug is given at bedtime and if they are converted to a 
main desired effect. There is evidence backing these 
assumptions. 

For the phenothiazines, as early as 1958 Tibbets (1) 
found that switching his patients from multiple doses of 
chlorpromazine to a single dose did not affect the clinical 
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status of patients or cause an increase in adverse effects 
other than increased lethargy. However, when the leth- 
argy is used as a sleep-inducing action it is viewed as a de- 
sirable rather than an adverse property. 

Haden (2), Lara and Wells (3), and Roberts (4) also 
have observed that these antipsychotic drugs may be 
given only at bedtime without any loss of clinical effi- 
cacy. The sedative effects during the daytime were dimin- 
ished, and the need for hypnotic medication was judged 
to be less. 

Evidence also exists concerning single daily dosages of 
tricyclic antidepressants. Kramer (5) has shown a single 
daily dose of imipramine to be as effective and as well tol- 
erated as the same dose of the drug given in multiple 
daily doses. Goldberg and Nathan (6) reported a dou- 
ble-blind study comparing a single bedtime dose of 
imipramine pamoate with imipramine hydrochloride 
given three times a day. The results of the two treat- 
ments were indistinguishable. This study has recently 
been replicated by Mendels and DiGiacomo using a dose 
double that of Goldberg and Nathan’s with identical re- 
sults (7). 

Finally, Saraf and Klein (8) found that giving patients 
a single dose as compared to multiple doses resulted in no 
significant difference either in clinical efficacy or on a va- 
riety of laboratory tests. They found, however, that with 
single doses there were fewer side effects. 

Our conclusions on the basis of the existing literature 
reinforce those of DiMascio and Shader (9), who state: 
“While only a few studies have shown a clinical superior- 
ity of the daily or twice daily schedule over multiple dose 
schedule, none have reported the reverse." 

In addition to these clinical studies of efficacy, the issue 
of compliance (i.e., reliable pill taking) also supports a 
single daily dose. Ayd (10) cited unpublished data show- 
ing that daily medication is taken much more reliably 
than a medication taken three times a day and that this 
generalization is equally true of psychiatric and medical 
patients. 

Park and Lipman (11) found in a study of compliance 
that the incidence of drug defaulting is generally between 
25-50 percent among outpatients. Although there is no 
universal stereotype of a drug deviator, some common 
factors have been found: for example, frequency of dos- 
age, length of treatment, multiple medications, socioeco- 
nomic factors, and physician attitudes toward the patient 
and toward drug therapy. 

Obviously, daily dosage for inpatients is far less ex- 
pensive of nursing time. Because the patient can take one 
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larger pill daily rather than several smaller pills three or 
four times a day, substantial savings to the patient or the 
facility can be achieved. For example, four 50-mg. tablets 
of chlorpromazine (Thorazine) (total of 200 mg.) cost ap- 
proximately two and a half times as much as one 200-mg. 
tablet. ; 

Our group has now done two studies on doxepin in 
anxious-depressed outpatients with some sleep distur- 
bance. Our belief in the virtues of bedtime medication led 
us to do a bedtime doxepin-placebo study on the second 
occasion. Iri the first study the more conventional dosage 
regimen of three times a day was used. Since there were 
many similarities between the two studies, we decided to 
compare the outcomes of the two studies to see whether 
bedtime medication results were appreciably different 
from those obtained with medication taken three times a 
day. 


METHOD 


Population 


The study population was composed of a total of 44 
patients derived from two studies of doxepin that were 
conducted by the investigators. The first study consisted 
of 52 psychoneurotic outpatients of either sex assigned to 
either doxepin or a placebo. This was a double-blind 
study, with patients randomly assigned to either doxepin 
or a placebo—23 doxepin and 29 placebo. Patients 
ranged in age from 19 to 59 years, with a mean of 33.3 
years. The study was conducted for a four-week period 
with evaluations completed at zero, one, and four weeks. 
Each capsule contained 25 mg. of either doxepin or a 
placebo. Initial dosage was one capsule three times a 
day. Mean dosage was 74.4 mg. per day at one week and 
78.4 mg. per day at four weeks. 

The second study consisted of 42 psychoneurotic out- 
patients of either sex assigned to either doxepin or a pla- 
cebo. This again was a double-blind study, with patients 
randomly assigned to doxepin or a placebo—21 doxepin 
and 21 placebo. Patients ranged in age from 19 to 60 
years, with a mean of 36. The study was conducted for a 
four-week period, with evaluations being completed at 
zero, one, and four weeks. Each capsule contained 50 mg. 
of either doxepin or a placebo. Initial dosage was one 
capsule at bedtime. After one week, dosage could be ad- 
justed within the range of 50-300 mg. per day; mean dos- 
age was 61.8 mg. per day at one week and 94.6 mg. per 
day at four weeks. 

The populations were comparable in regard to diag- 
nosis, age range, and evaluation periods, The dosage 
schedule was dissimilar in that one was single dosing at 
bedtime and the other was three times a day or multiple 
dosing. Mean daily dosing at bedtime was slightly lower 
at one week and a bit higher at four weeks. Both dosing 
schedules individually indicated therapeutic efficacy. 


Investigators 


Patients were seen in private psychiatric practice by 
members of the Boston State Hospital Psychopharma- 
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cology Research Group, which consists of psychiatrists 
and general practitioners who have been trained in psy- 
chopharmacologic research. 


Assessment 


Medical and psychiatric histories were obtained from 
each patient on both studies. Patients who were known to 
be hypersensitive to doxepin, who had glaucoma or a ten- 
dency toward urinary retention, or who had taken mono- 
amine oxidase inhibitors within two weeks of the study 
were excluded. 

The following scales were used in both studies at the 
same intervals: The Lipman-Rickels Scale (12), a 35-item 
self-rating symptom scale, was administered before the 
study, at one week, and at four weeks, measuring five ma- 
jor clinical clusters; the Psychiatric Outpatient Mood 
Scale (POMS) (13), a 55-item self-rating adjective check- 
list, was also administered before the study, at one week, 
and at four weeks; a modified Hamilton Anxiety 
Scale(14), a 13-item symptom description scale, was 
administered by the treating physician before the study, 
at one week, and at four weeks; the Finnerty-Goldberg 
Sleep Evaluation Scale(15), consisting of four items 
that evaluate sleep patterns, was administered by the 
treating physician before the study, at one week, and at 
four weeks. Global evaluations were completed for all 
subjects before the studies, at one week, and again at 
the conclusion of the studies. 


RESULTS 


Table ! shows the overall global improvement after 
one week and after four weeks of treatment with either 
doxepin or a placebo administered three times a day or 
at bedtime. Chi-square analysis showed no significant dif- 
ferences among any of the groups. 

On the modified Hamilton Anxiety Scale (14) a signifi- 
cant difference at one week in favor of bedtime dosing 
over three times a week dosing was seen on anxious mood 
(p «.04) insomnia (p < .002), and depression 
(p « .008). At four weeks significant differences in favor 
of bedtime dosing were seen on thetension item (p « .03) 
and again on the insomnia item (p « .04). On the Lip- 
man-Rickels Scale (12) at one week there was a signifi- 
cant difference on the somatization factor (p « .01) in fa- 
vor of bedtime dosing. On the Finnerty-Goldberg Sleep 
Evaluation Scale (15) there was no significant difference 
between the two groups at either rating period. 

The most common side effects related to three-times- 
a-day dosage were feelings of dizziness and faintness; 
however, no patient had to be discontinued. On the bed- 
time schedule, common side effects were drowsiness, 
dizziness, and lethargy. Again, no patient was discon- 
tinued due to side effects. In fact, as reported in another 
study (1), the lethargy appeared to be effective in pro- 
ducing better sleeping patterns in our patients, as seen 
from the results of the Sleep Evaluation Scale in our 
study of bedtime medication. 


TABLE | 
Overall Global Improvement at One Week and Four Weeks 
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Marked or Moderate Change Slight Change Unchanged or Worse Chi-Square 

Drug Number Percent Number Percent Number Percent Value* 
Doxepin (one week) 

Three times a day H 47.9 6 26.1 6 26.0 1.28 

Bedtime 9 45.0 8 40.0 3 15.0 = 
Doxepin (four weeks) 

Three times a day 14 66.7 3 14.3 3 19.0 0.34 

Bedtime 14 70.0 4 20.0 2 10.0 i 
Placebo (one week) : 

Three times a day 3 10.3 5 174 21 72.3 4.46 

Bedtime 4 19.1 8 38.1 9 42.9 ! 
Placebo (four weeks) 

Three times a day 7 5 17.3 17 58.6 276 

Bedtime 4 8 38.0 9 42.8 É 
*None of the chi-square values was significant. 
DISCUSSION REFERENCES 


The results of this post hoc comparison of two very 
similar studies suggest that giving doxepin at bedtime to 
outpatients with mixed anxiety and depression will yield 
as much improvement as can be obtained by giving the 
drug three times a day. All differences between the two 
treatments favor the bedtime regimen. Doctors' ratings 
on various items of the Hamilton Anxiety Scale (anxious 
mood, depression, tension, and insomnia) significantly fa- 
vor bedtime medication. The only self-report measure 
showing a significant difference was the somatization 
factor of the Lipman-Rickels Scale at one week, which 
favored bedtime medication and probably reflected a 
lower incidence of drug side effects on the bedtime regi- 
men. 

We examined the two placebo groups and were reas- 
sured to find no differences between them on any mea- 
sures. We were also reassured to a reasonable extent by 
the relative similarity of the drug dosages used and by the 
fact that there were no systematic dosage differences at 
the two ratings that would indicate a dosage effect rather 
than an effect due to dosage regime. This report cannot 
take the place of a direct comparison between the two 
dosage schedules, but we believe that it offers substantial 
evidence to reinforce existing evidence for the usefulness 
and value of single-dose bedtime medication for anxious- 
depressed outpatients who are receiving doxepin treat- 
ment. 
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A Practical Therapeutic Use of the Telephone 


BY JOHN A. CHILES, M.D. 





The telephone in psychotherapy is frequently used as an 

emotional safety valve. The author describes its use as a 

planned, often daily, part of therapy in which positive be- 
havior is reinforced. Two cases are presented, along with 
a discussion of the technique involved. 











MANY PRACTICING PSYCHIATRISTS and many psychiatric 
clinics use the telephone as an emotional safety valve. 
Patients are often encouraged or even instructed to call 
"when you feel bad.” Crisis intervention centers and es- 
pecially people doing suicide prevention work make 
themselves available by phone to patients under stress. 
Saul (1), in an early discussion of the use of the telephone 
in psychotherapy, described a patient who would tele- 
phone at times of great distress and desperation. Such 
calls appeared to be useful because they caught the thera- 
peutic urge at its maximum and diluted the transference 
to intensities that the patient could endure. Miller (2) re- 
ported five characteristic patient uses of the telephone: 
for reassurance that support is close at hand, to satisfy an 
oral need for pseudo-intimacy, to achieve some closeness 
while simultaneously maintaining distance, to express 
hostile and controlling impulses, and to make periodic ef- 
forts to break out of depression and isolation by using the 
"action-at-a-distance" quality of a telephone. 

In marked contrast with these modes, this article is 
concerned with an additional and very special use of the 
telephone—as a planned, frequently daily, part of ther- 
apy designed to enhance the self-image of patients by 
asking them to report on aspects of their behavior that 
they considered, prior to the onset of therapy, as some- 
how beyond their capacities. 

The setting within which the cases were seen is a gen- 
eral outpatient clinic, with hours from 8 a.m. to 9 p.m. 
daily and 9 a.m. to 1 p.m. on weekends. The majority of 
the clinic's practitioners are psychiatric nurses. 


CASE REPORTS 


Case 1. A 52-year-old woman was referred to the clinic by 
another agency as a “psychotic telephone user." She had a 20- 
year history of multiple inpatient and outpatient runs at treat- 
ment and was currently on the phone many times a day with 
various doctors and social services, voicing multiple somatic 
complaints. She was talking to everyone and in therapy with no 
one. 
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The initial interview revealed a chronically depressed and 
quite angry individual. She was in a very dependent relationship 
with her 32-year-old son and felt explosive and bitter toward 
her lover of about 10 years. She had few ways of coping with 
these two men in her life. Her days consisted of lying in bed un- 
til noon, fitfully calling various people until the evening, fighting 
with the two men in her life until late at night, and drinking her- 
self to an uneasy sleep. She needed ways of expressing anger, 
ways of dealing with those who made her angry, and, above all, 


' a structure to her life that would make it seem useful. 


The patient was instructed to call the clinic daily to express 
her complaints and anger, and it was agreed with other agencies 
that this was the only place she would call. The time for her 
daily phone calls was set at 8 a.m., with penalties—fines the first 
two times and then discontinuation of therapy—for missing the 
call. Quite quickly she was able to achieve the hitherto *impos- 
sible" task of getting up in the morning. Concomitantly, a new 
problem was created: What to do with these four morning hours 
that had appeared in her life? Twice weekly sessions at the clinic 
dealt with structuring this time, and for a while she was charged 
with making daily phone reports at 10:30 a.m. on the progress 
of mutually agreed upon tasks. After three weeks the patient 
was seen in joint therapy sessions with her lover and her son; af- 
ter several months this resulted in greater freedom and satis- 
faction among them all. After a year the patient was working 
and reported a happier life. When she first came to the clinic she 
was taking several psychiatric drugs but was not on a well-kept 
schedule of 100 mg. of thioridazine at night. She was coming to 
the clinic about once every four weeks for drug follow-up and 
was continuing to telephone daily. The calls lasted from about 
8:00 until 8:05 a.m., and she talked to one of four or five staff 
members, all of whom she had come to know quite well. 


Case 2. A 58-year-old woman who had suffered from asthma 
since childhood came to the clinic at the urging of her sister be- 
cause of what her family saw as a desperate situation. She was 
an amiable, outgoing individual who had successfully held the 
same office position, with advancements, for 25 years. Her 
asthma had required vigorous medication for the past 10 years, 
and she had been on almost continuous daily doses of predni- 
sone during that time. What her family discovered was that she 
was returning to her apartment, where she lived alone, about 
5:30 or 6:00 p.m., exhausted by the combination of her workday 
and her asthma. She would prepare a dinner and then between 
about 6:30 and 9:00 would eat what she called "junk food" and 
drink brandy. By about 9:00 or 9:30 p.m. she would be almost 
stuporous and fall asleep, remain asleep about five hours, and 
then awake about every hour until dawn with asthma attacks 
requiring oral inhalers. Her weekends were longer bouts of this 
same sort of behavior. The family saw this suddenly discovered 
alcoholism and social deprivation as a crisis and got the patient 
to our clinic immediately. 

Initially the patient described her isolation, alcoholism, and 
depression as due to asthma and its accompanying exhaustion. 
But it soon became apparent that her body image was of great 
concern to her. She had not only gained a considerable amount 
of weight over the years, but its distribution, secondary to her 
use of steroids, was quite distressing to her. She had been sex- 


ually active until about three years prior to the interview but 
had ceased such activity, believing that her changing habitus 
made it impossible. Her only social contacts were at work. Her 
evenings were lonely and despairing. 

The treatment program devised for her was complex; it in- 
cluded medication review (she had to remain on steroids), 
twice-weekly group therapy, and family sessions. The use of the 
telephone took two tacks. She called the clinic each evening at 
8:30, the day’s emotional nadir for her, and engaged in a con- 
versation that was quite supportive. She was also required to re- 
port her evening’s intake of food and alcohol. After a week’s 
baseline was established, a graph that would show each intake 
was established, and both the patient and the clinic made 
recordings on it each evening. She soon got to know the evening 
staff of four or five well, and they gave appropriate social rein- 
forcement as she reported improvement. After about three 
months, she had lost 15 pounds and alcohol had ceased to be a 
major problem. She was going out socially about three times a 
week and was increasingly active in church groups. 


DISCUSSION 


The ideas behind the safety-valve function of the tele- 
phone seem quite sound. An outlet is provided for frus- 
tration, anger, anxiety, and other distressful states. A 
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patient is able to talk over what is bothering him at the 
time it is bothering him. The patient is thus able to docu- 
ment what heretofore have been vague episodes and can 
often conceptualize his problems in a manner that is help- 
ful to him. However, the use of the telephone in this way 
has an inescapable regressive component. It emphasizes 
the sick side of a patient, and it implicitly states that psy- 
chotherapy is available to the part of him that feels bad 
and upset. In the cases presented, the therapist accepted 
this limitation but coupled it with a daily affirmation of 
the patient’s growth. The desperate straits of the patient 
were talked about, but this was joined with a therapeutic 
process. A frequent challenge in any psychiatric setting is 
just this: to convert a crisis to a process. This technique 
has been helpful and has been a useful extension of what 
occupies much time in a psychiatric clinic: the therapist- 
patient telephone interaction. 
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Chemotherapy of Delirium Tremens: À Survey of Physicians' Preferences 


BY ARMANDO R. FAVAZZA, M.D., M.P.H., AND PATRICIA MARTIN, M.B. 





Because of the confusion in the literature concerning the 
chemotherapy of delirium tremens, the authors sent ques- 
tionnaires to selected experienced physicians throughout 
the nation. Out of 101 useful responses, 86 physicians 
chose a benzodiazepine as a primary drug of choice. Of 
these, 64 favored chlordiazepoxide and 22 favored diaze- 
pam. The overall mortality of the patients they treated 
appeared to be quite low. 








A REVIEW OF THE CURRENT literature on the chem- 
otherapy of delirium tremens reveals markedly different 
treatment recommendations. Some authors recommend 
the use of paraldehyde (1-4), some a phenothiazine (5-7), 
some a benzodiazepine (8), and some a barbiturate (2). 


The authors are with the Department of Psychiatry, School of Medi- 
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Others state that these drugs are either contraindicated 
or not useful. Paraldehyde, for example, is noted to be a 
toxic substance and addicting, and sudden death may fol- 
low its use (9). Phenothiazines are noted to be epilepto- 
genic and hepatoxic (2). One author states that ben- 
zodiazepines do not control severe cases of delirium 
tremens (5). Barbiturates frequently produce paradoxical 
excitement (9) and also are addicting (10). 

Because of this confusion in the literature, we decided 
to send a questionnaire to selected physicians throughout 
the nation in order to discover what medications were 
most favored in clinical practice. 


METHOD 


In July 1973, we sent a copy of a five-part question- 
naire (see appendix 1) to 238 physicians. These physicians 
were located in 34 state mental hospitals, 17 Veterans 
Administration and other federal hospitals, 50 university 
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TABLE I| 
Relationship Between Number of Patients Treated and Primary Drug of 
Choice of Physician (N= 101 }* . 





Number of Physicians Treating Each 
Size Group of Patients 








0-5 5-10 10-20 20-40 More 

Drug Total than 40 
Benzodiazepines 

Chlordiazepoxide 64 7 7 7 14 29 

Diazepam 22 2 2 3 5 10 
Paraldehyde 12 0 0 3 l 8 
Phenothiazines 5 0 I i l 2 
Barbiturates 4 0 1 0 0 3 





*Some respondents listed more than one drug. 


hospitals, and 33 community and private hospitals. The 
hospitals were chosen as a representative national 
sample. The state hospitals had psychiatric residency 
programs. All the other hospitals had both psychiatric 
and internal medicine residency programs. The question- 
naires were sent to the superintendents of the state hospi- 
tals and to the chairmen of the departments of psychiatry 
and internal medicine of the other hospitals. The superin- 
tendents and chairmen were asked to pass on the ques- 
tionnaire to the person who was most expert in the treat- 
ment of delirium tremens in each hospital or department. 
Attached to the questionnaire was a stamped, self-ad- 
dressed envelope. 


RESULTS 


Within two months we received 108 replies (45 per- 
cent), of which 101 were usable and were included in our 
results. Usable replies were received from state mental 
hospitals (15 replies), university departments of psychia- 
try and internal medicine (20 and 25, respectively), fed- 
eral hospital departments of psychiatry and internal med- 
icine (10 and 9, respectively), and community and private 
hospital departments of psychiatry and internal medicine 
(11 and 9, respectively). The exact departments of two re- 
spondents could not be ascertained. 

Table | illustrates the selection of a primary drug of 
choice and also points out the experience of the physician 
who selected each drug. Some respondents listed intra- 
venous fluids, vitamins, or other medications (magne- 
sium, diphenylhydantoin, and thiothixenes) in com- 
bination with a benzodiazepine as primary drugs of 
choice. One respondent listed intravenous fluids as the 
primary drug of choice. 

Table 2 illustrates the selection of a secondary drug of 
choice. Eleven respondents listed more than one second- 
ary drug of choice, and nine respondents listed no second- 
ary drug of choice. 

Thirty-six respondents (36 percent) stated that they 
had changed their primary drug of choice within the past 
five years. The principal changes were from paraldehyde 
to chlordiazepoxide (N=17), paraldehyde to diazepam 
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TABLE 2 
Secondary Drug of Choice by Responding Physician (N= 100)* 


Drug Number of Citations 





Benzodiazepines - 

Chlordiazepoxide 24 

Diazepam 19 
Paraldehyde 32 
Phenothiazines ` 14 
Chloral hydrate 5 
Hydroxyzine 4 
Barbiturates 4 
Other 9 





*Some respondents listed more than one drug. 


(N =4), chlordiazepoxide to diazepam (N =4), phenothia- 
zine to chlordiazepoxide (N 23), and phenothiazine to 
diazepam (N =4). Two respondents noted a change from 
chlordiazepoxide to paraldehyde. The only commonly 
quoted authority influencing a change of primary drug 
choice was project 16 of the Veterans Administration Co- 
operative Studies in Psychiatry (8). 

The clinical experience of the physicians in our sample 
in treating delirium tremens was established by the fol- 
lowing data: 8 respondents admitted to treating 0-5 
patients with delirium tremens within the past five years; 
8 treated 5-10 patients; 15 treated 10-20 patients; 23 
treated 20-40 patients; 46 treated more than 40 patients. 
One respondent did not answer the question on delirium 
tremens treatment. 

"Experience with mortality due to delirium tremens was 
tabulated as follows: 96 respondents noted 0-5 deaths 
among their patients; 3 respondents noted 5-10 deaths; 2 
respondents noted 10-20 deaths. All 5 respondents who 
listed more than 5 deaths had treated more than 40 pa- 
tients in the five-year period. Diazepam was the drug of 
choice for 2 of these respondents, chlordiazepoxide for 1, 
paraldehyde for 1, and | respondent listed phenothiazine 
and diazepam together as primary drugs of choice. 


CONCLUSIONS 


We would like to think that our relatively high re- 
sponse rate (45 percent) reflects interest in an attempt to 
clarify the current confusion about the chemotherapy of 
delirium tremens. 

The most obvious finding was that the benzodiazepines 
were by far the favorite drugs of choice. Chlordiazepox- 
ide was favored by a large margin over diazepam. The 
use of benzodiazepines in general and chlordiazepoxide 
in particular was highly favored by both experienced and 
inexperienced respondents. The most common change of 
drug of choice within the past five years was from paral- 
dehyde to chlordiazepoxide. 

In general our respondents were experienced in the 
treatment of delirium tremens and reported relatively few 
deaths. Texts frequently note a mortality rate of 4-20 
percent for delirium tremens (11). The answers to our 


questionnaire point toward a low mortality rate. We 
should have included a category of zero deaths, however, 
in order to obtain a more meaningful mortality rate. We 
are at a loss to explain the high number of deaths listed 
by five respondents, except to note that all five treated 
“more than 40” patients and may, in fact, have treated a 
very high number of patients. 
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APPENDIX I 
Questionnaire Sent to 238 Physicians Experienced in the Treat- 
ment of Delirium Tremens 


1. In your opinion, what is the primary drug of choice in the 
treatment of delirium tremens? Second drug of choice? 

2. Within the past five years have you changed your primary 
drug of choice? If yes, what was your former drug of 
choice? 

3. Has any authority (person, article, etc.) markedly influ- 
enced your decision about a drug of choice? If yes, would 
you please list this authority. 

4. Would you please estimate the number of patients with de- 
lirium tremens that you have personally treatéd (or super- 
vised the treatment of) within the past five years? 
— 0-5 __. 5-10 10-20 . ... 20-40 
more than 40 

5. Would you please roughly estimate within the past five 
years how many of your patients with delirium tremens 
have died as a result of their condition? 
— 0-5 5-10 __ 10-20 
more than 40 





——. 20-40 . . 





BY DAVID E. RASKIN, M.D., AND KATHLEEN E. SULLIVAN, M.S.W. 





The unusual syndrome of erotomania consists of a de- 
lusional belief, usually in a woman, that an older man of 
higher social status is in love with her. The authors review 
the few cases of erotomania described in the literature 
and present two new cases. They also discuss some new 
dimensions in understanding this condition. 





G.G. DE CLÉRAMBAULT described a syndrome he termed 
psychose passionelle in 1942 (1). He described five cases 
and referred to a sixth. This syndrome, which we term 
"erotomania," usually affects a woman and consists of a 
delusion that an older man of higher social status is in 
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love with her. When the condition occurs in pure form it 
has a sudden, explosive onset in the presence of a clear 
sensorium. The passion occurs like “love at first sight" 
and is all-absorbing to the patient. 

Before De Clérambault's description, numerous cases 
were reported in the literature. Kraepelin (2, p. 245) de- 
scribed a typical case, which he regarded as a form of 
paranoia. 

In 1956 Balduzzi (3) described the case of an unhappily 
married woman who developed an ardent passion for the 
married doctor who attended her abortion. Arieti and 
Meth (4, p. 551) described a case in 1959, and three new 
cases were reported in 1967 by Enoch and associates (5). 
Recently, Haynal (6) discussed the treatment problems 
posed by the patient with erotomania. 

It is clear that many cases of erotomania have been an- 
ecdotally reported, but incidence and prevalence data, 
clinical varieties, the course of the illness, and treatment 
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approaches are still based on the few cases described in 
the literature. In this paper we report on two new cases. 
We will also consider some new dimensions in under- 
standing this condition. 


CASE REPORTS 


Case 1. Mrs. H., a 32-year-old divorced woman, appeared for 
treatment in 1967 with symptoms of depression that included 
crying, difficulty in concentrating, insomnia, anorexia, and 
marked anxiety. She had been taking amphetamines prior to 
treatment; these were stopped about two weeks before she came 
to our clinic. She was seen in psychotherapy by a psychiatric 
resident. During treatment she felt her doctor was becoming at- 
tracted to her sexually. After this she had the sudden onset of 
ideas that her therapist was “monitoring” her. She felt he sent 
her messages through magazines and that he had instructed the 
clinic staff to test her in various ways. After this therapist termi- 
nated her treatment she continued in treatment with two 
women therapists but continued to be delusional about the resi- 
dent. 

Over a treatment period of three years she related that she 
had lived with her grandfather between the ages of one and four. 
She claimed that their relationship was marked by his sexually 
stroking and stimulating her. She felt overwhelmed and con- 
trolled by him. While at boarding school she would masturbate 
while thinking about her grandfather. She did this during peri- 
ods when she felt isolated and lonely. 

Mrs. H. claimed that her feelings toward her male therapist 
helped her during her current periods of loneliness. She hung on 
his every word during therapy and looked forward to each inter- 
view as the most important moment in her life. It is of note that 
the onset of her feeling that he was sexually interested in her oc- 
curred at about the same time she decided to divorce her hus- 
band and that these feelings reached major delusional propor- 
tions after termination of treatment with the resident therapist. 
During treatment the patient did not communicate these ideas 
to him. After being interviewed by the senior author (D.E.R.), 
this patient reported having sexual feelings about him and also 
claimed to have great difficulty in avoiding daydreaming about 
any man she met. In no case, however, did the delusional mate- 
rial that came out in relation to the first therapist ever emerge in 
regard to any other male figure. 

This patient has been followed for about three years; she has 
been treated with drugs (phenothiazines) and psychotherapy. 


Case 2. Mrs. B., a 37-year-old woman, has felt for the past 10 
years that a prominent psychiatrist is in love with her. She first 
consulted this psychiatrist with her husband about their marital 
difficulties. During the course of therapy the recommendation 
that they divorce was made. After the divorce Mrs. B. became 
convinced that her psychiatrist was going to marry her. During 
the period of counseling she had suddenly felt that he was sex- 
ually interested in her; she interpreted his behavior as communi- 
cating this interest to her. She openly acknowledged her aware- 
ness of his feelings and her interest in him, which caused the 
termination of treatment. During the treatment the patient was 
given medication by her doctor. She is still convinced that this 
medication permitted him from that time on to control her 
mind. She felt that the pills caused her to have nightmares and 
occasional thoughts about sexual interest in women. 

The patient is a pleasant, attractive woman and aside from 
the erotic and persecutory feelings concerning her doctor she 
gives no evidence of any psychotic thinking, affective distur- 
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bance, or behavioral difficulties. The fluctuations in her symp- 
toms seem to relate to relationships with men. There is some 
evidence that there was an erotic interest in a radio announcer 
prior to her delusions about the psychiatrist. Since her contact 
with the doctor, however, there has been no change in the object 
of her delusions over a 10-year period. At one time the erotic 
thoughts became so painful that the patient took an overdose of 
pills. This was about the time the termination of treatment with 
the prominent psychiatrist occurred. 

This patient was brought up by her father; her mother had 
been confined to a mental hospital since Mrs. B.'s birth. Her fa- 
ther was aloof, and she claims she was unable to grieve when he 
died. She sees her psychiatrist “lover” as concerned, but with- 
holding and controlling. She feels he controls her in order to 
teach her lessons about how to manage her life. The patient has 
contacted the psychiatrist many times by mail and phone dur- 
ing the past 10 years. At times she sees him as shy and unable 
to leave his wife, “even though he would like to." 

Mrs. B. has been treated on two occasions by other therapists 
during this 10-year period. With drug treatment and supportive 
therapy the fantasies have become less preoccupying, and over 
the 10-year period there have been relatively symptom-free pe- 
riods, but there has been no major shift in her conviction that 
her first psychiatrist continues to love and persecute her. 


DISCUSSION 


The literature on erotomania is sparse; the few pub- 
lished studies give little information on the possible 
meaning of the syndrome. We have presented two more 
cases of patients who demonstrate this syndrome. Al- 
though at times frankly delusional, Mrs. H. nevertheless 
was able to resolve her symptoms successfully. She still 
occasionally finds herself retreating into fantasies, but 
she recognizes this when it occurs. She has brought up 
three young children and has managed to support herself 
and them. Mrs. B. demonstrates a 10-year course of unre- 
mitting erotomania. Little shift in her symptomatology 
has occurred, and she has little insight into her disorder. 
Her ego functioning and social adaptation are marginal, 
and although her delusions encapsulate her psychosis she 
represents a more classic and severe instance of the syn- 
drome. Atypical is her history of a previous fleeting inter- 
est in a radio announcer as well as her occasional homo- 
sexual thoughts. This patient has also had auditory 
hallucinations and nightmares, but these are organized 
around her persecutor-psychiatrist and are often part of 
the classic syndrome. 

Both patients lacked early meaningful relationships 
with their mothers. Mrs. H. developed an erotic but 
warm relationship with her grandfather; Mrs. B. saw her 
father as controlling and protective. Both women mar- 
ried the first man who proposed, neither found much hap- 
piness in marriage, and neither really enjoyed sex. In 
both cases the delusional system seemed to arise around 
separation from their husbands and was exacerbated by 
the termination of treatment with their therapists. 

Both these women seemed to find their erotomania 
symptoms upsetting but also relieving. In both cases 
there are hints that the symptom has served the purpose 
of warding off depression and loneliness by filling up these 


women’s inner world with controlling, nurturing, yet per- 
secuting men. 

De Clérambault’s syndrome, or erotomania, has been 
described as having an explosive onset, as absorbing, and 
as involving an older man who may appear to harm the 
patient even though he seems to love her. Occasionally 
the patient may become dangerously homicidal if the 
love is unrequited. 

Erotomania must be distinguished from infatuation or 
paranoid schizophrenia. The classic case involves a pre- 
cise onset, a single object, and a chronic course with hal- 
lucinations. Mrs. H. clearly demonstrates some aspects 
of the syndrome, but she responded well to treatment and 
the delusion did not persist. Although Mrs. B. was infatu- 
ated with a radio anouncer and has occasionally had ho- 
mosexual thoughts, in almost all ways she fits the classic 
unremitting course of erotomania without any other psy- 
chotic symptoms. 

In both’ patients the erotomanic delusion seems to 
serve similar adaptive functions. An increase in delu- 
sional thinking occurred after marital separation or ter- 
mination of therapy. With both patients the divorce oc- 
curred precipitously; neither was prepared to lose her 
husband. The delusion seemed to fill a vacuum in these 
patients’ lives. The masking of depression with 
phobias (7), alcoholism (8), and schizophrenia (9) can be 
viewed as a major aspect of the erotomanic syndrome as 
well. 

Both patients felt their therapist-lovers were in com- 
plete control of their feelings, actions, and future, a situ- 
ation that repeated an earlier relationship with an older 
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man (Mrs. H.’s grandfather and Mrs. B.’s father). 

Erotomania may be a syndrome that serves an adapt- 
ive function by providing an outside source of nurtur- 
ance, protection, and control following periods of loss. 
The content of the delusion is understandable in the light 
of both these patients’ histories. We look forward to fu- 
ture reports of the syndrome, in particular its presence in 
individuals with markedly different levels of ego func- 
tioning and its use as a means to cope with depression 
and loneliness. 
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A Historical Approach to Understanding Drug Abuse Among Nurses 


BY DAVID G. LEVINE, M.D., PHYLLIS A. PRESTON, R.N., AND SALLY G. LIPSCOMB, R.N. 





Investigation of the histories of 12 nurses who abused 
drugs disclosed an early and extensive involvement in 
medical treatment. A “medical dependence” became evi- 
dent, manifested by somatic orientation, chronic medical 
difficulties, dependence on alcohol, and, finally, depen- 
dence on other drugs. Irrational attitudes toward addict- 
ing substances underlie this kind of progression. The au- 
thors believe that this developmental theme is significant 
in the genesis of addiction among nurses and that it 
should be dealt with during rehabilitation. 





THIS PAPER PRESENTS the findings of a study of 12 regis- 
tered nurses who used drugs illicitly and volunteered for 
admission to the NIMH Clinical Research Center in 
Lexington, Ky., during a 6-month period ending in May 
1973. Ten of the nurses were subjects on a research unit 
that was established specifically to facilitate clinical in- 
vestigation of addiction among nurses (1). Two addi- 
tional subjects were admitted to the center after the re- 
search unit was closed. 

The purpose of the study was to examine the historical 
antecedents of drug abuse in this group in order to illumi- 
nate the relevant social and psychological forces. The 
bulk of these historical data were obtained in the course 
of a structured interview performed by the junior au- 
thors. The interviews were three to four hours in length 
and generally required several sessions to complete. The 
interviewers recorded the subjects’ responses on a de- 
tailed questionnaire that explored personal and family 
history, educational and employment history, health, fi- 
nances, sexual activities, and history of drug abuse. 

These data were supplemented by a Critical Events 
Form filled out by the subjects with the assistance of the 
interviewers. On this form a schematic outline of the indi- 
vidual's history emerges from a year-by-year recording 
of significant changes in major life areas. Because of its 
chronologic arrangement, this instrument graphically 
displays the temporal interrelationships between events. 

The subjects participated in daily group therapy under 
the direction of the authors, and the continuing treatment 
allowed for amplification of the histories obtained during 
the interviews. This information was also checked against 
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the subjects’? medical records. With one exception, our 
subjects were quite cooperative in the history-gathering 
process. 


RESULTS 


The subjects were all white women, ranging in age 
from 27 to 56, with an average age of 40. They had been 
using drugs illicitly from 1 to 24 years, with a mean of 5 
years. On the average, the subjects had held 11 different 
nursing positions, almost all of the job changes having re- 
sulted from drug-related problems. 

In the large mass of data collected and analyzed, two 
areas stand out as containing information of particular 
interest: health and history of drug abuse. Only these 
areas will be considered in this report. 

The medical histories were characterized by an exten- 
sive lifelong use of medical services. All but two of the 
subjects had been operated on in childhood or adoles- 
cence, the majority having been in surgery more than 
once during those years. By the time of this study, all had 
been surgical patients at least once, with a range from 1 
to 25 operations and averaging 6.1 procedures per sub- 
ject. Ten subjects had been in outpatient psychiatric 
treatment, and eight of them had been hospitalized for 
psychiatric reasons, with most of this psychiatric treat- 
ment preceding any drug use. A striking measure of the 
subjects’ use of medical services was the total number of 
hospitalizations they had had for medical, surgical, ob- 
stetrical, and psychiatric reasons prior to admission to 
the center; these women accounted for well over 200 hos- 
pital stays, of which roughly one-half preceded any drug 
abuse. Although they averaged more than 18 hospital ad- 
missions each, only one-third of the subjects had ever 
been treated for drug abuse. 

The patterns of drug abuse in the study group were dis- 
tinctive. Half of the subjects reported histories of severe 
alcoholism (using the criteria of alcohol addiction in 
DSM-II [2]) which, when present, always preceded the il- 
licit use of drugs, usually by several years. Three-fourths 
of the subjects were cigarette smokers. The drugs abused 
were exclusively prescription drugs; "street drugs" were 
not used even by those who had been addicted for many 
years. Only one subject had tried marijuana and none had 
used hallucinogens or cocaine. Although eight subjects 
had used opiates extensively, none had used heroin. Nine 
subjects had used sedative-hypnotics, four had used am- 
phetamines, and six had used pentazocine. In spite of 
their use of opiates and sedative-hypnotics only four sub- 
jects reported developing physical dependence. 

Each subject was asked which she considered to be her 
main drug or drugs of abuse. The responses are compiled 
in table 1. The most favored class of drugs was the 


TABLE | 
Main Drugs of Abuse 





Subjects Naming Drug* 








Drug Number Percent 
Alcohol 5 42 
Pentazocine 5 42 
Opiates 
Meperidine 7 58 
Morphine 2 17 
Hydromorphone I 8 
Total 7 58 
Sedative-hypnotics 
Barbiturates 2 17 
Gluthethimide l 8 
Methaqualone ] 8 
Total 4 33 





* Multiple answers possible. 


opiates, and all subjects who indicated this class men- 
tioned meperidine (Demerol) specifically. Morphine and 
hydromorphone (Dilaudid) were included in a few cases. 
Five of the six subjects who had used pentazocine (Tal- 
win) considered it to be one of their main drugs, placing it 
on a par with alcohol and the sedative-hypnotics. 


DISCUSSION 


Reliable information on the prevalence of drug abuse 
among nurses is scarce. Estimates based on informal re- 
porting reveal a substantially higher risk for physicians 
and nurses than for the general population (3). Qualita- 
tive differences in patterns of drug abuse between health 
profession addicts and other addicts have also been ob- 
served. In 1953 Isbell and White (4) referred to meperi- 
dine as “the doctors’ and nurses’ addiction." Rasor and 
Crecraft (5) found that almost half the meperidine ad- 
dicts admitted to the U.S. Public Health Service Hospi- 
tal in Lexington, Ky., during a three-year period were 
medical professionals. These authors suggested that 
"failure to appreciate the addictive properties of meperi- 
dine" may have contributed significantly to its abuse by 
medical personnel. Meperidine has apparently continued 
to bea major drug of abuse among nurses. 

Pentazocine seems now to be enjoying a similar popu- 
larity, presumably for the same reasons. Originally de- 
scribed as being free of abuse potential, pentazocine has 
subsequently been recognized as having addictive prop- 
erties (6). The earlier assessment appears to have last- 
ingly affected the reputation of this drug among nurses. 


CONCLUSIONS 


The patterns of drug abuse among these women reflect 
in an interesting way on their personal and professional 
attitudes toward mind-affecting substances. Uniformly 
we found a hierarchy of acceptability underlying the 
nurses’ attitudes in which social convention prevails over 
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rational medical considerations: "Medicines" are most 
acceptable; alcohol and cigarettes are intermediate; and 
"drugs" are least acceptable. Illicit substances such as 
marijuana and heroin are conceptualized as “drugs” and 
are not used. Alcoholism is a matter of significance in this 
group, not only by virtue of its frequency (7) but also be- 
cause when it occurred it preceded the use of other ad- 
dictive substances. The nurses typically considered the 
switch from alcohol to "medicines" to be an improve- 
ment, since they regarded medicines as legitimate thera- 
peutic agents. Only when the arbitrary quality of the 
social distinctions between various addictions became 
evident to these women did they acknowledge that self- 
medication and drug abuse are the same phenomenon. 

The extraordinary predrug medical histories of our 
subjects suggest that an early and sustained commitment 
to a medical orientation may predispose an individual to 
seek relief from career problems (8) as well as countless 
other problems by using drugs. All of our subjects were 
preoccupied with their bodies, habitually expressing 
emotional concerns by way of somatic complaints for 
which they sought medical help. It is then only a short 
step for a nurse to elect to treat herself; every one of our 
subjects at first regarded her illicit drug use in just that 
way. 

Each history we obtained had as a unifying theme a 
struggle against a ‘medical dependence," reflected in the 
career choice as (in some measure) an attempt at mas- 
tery through identification. Among our subjects this 
struggle had ended in failure, with the dependence ex- 
pressing itself in chronic medical difficulties, alcoholism, 
and drug abuse. They were dependent, finally, on nurses, 
physicians, hospitals, alcohol, and drugs. 

Our clinical experience with these women has been 
consistent with the picture that emerges from the histori- 
cal data. They had all encountered serious difficulties in 
becoming self-reliant. They had all undergone intensive 
medical experiences during their developmental years. As 
a result, their dependency conflicts were subsequently 
played out in a medical metaphor, with drug abuse the 
final common pathway. In our view it is essential that 
nurse addicts come to grips with these problems if the 
outcome is to be more favorable. 
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IN MEMORIAM 





Peter G.S. Beckett 
1922-1974 


IT IS A BITTERSWEET CHORE to write a memorial tribute to an 
old friend and a student whose professional career has been 
abruptly terminated. The unvarnished facts of his curriculum 
vitae do an injustice to a man whose physical presence itself was 
the antithesis of the sterility of this abbreviated biographical 
outline. 

Dr. Peter G.S. Beckett died suddenly at his home in Sutton, 
Dublin, Eire, on February 20, 1974. He was Professor of Psy- 
chiatry and Dean of the Faculty of Medical, Dental and Veteri- 
nary Sciences in Trinity College, Dublin. 

Peter was born in Dublin in 1922 and was educated at Trinity 
College, Dublin, where he earned a B.A. in 1943 and an M.B., 
B.Ch., and B.A.O. in 1940-1945. He was awarded an M.D. in 
1960. From January to June 1946, he served an internship at Sir 
Patrick Dun's Hospital in Dublin. After serving in the Royal 
Army Medical Corps as a captain from 1946 to 1948, he served 
as a house surgeon for six months at Whipps Cross Hospital, 
Leytonstone, London, where—typically—he demonstrated his 
sound knowledge of medicine and surgery. 

He then emigrated to the United States, where he served a 
medical and surgical residency at the Overlook Hospital, Sum- 
mit, N.J., from July 1949 to June 1950. The recommendation of 
him to the director of the Mayo Foundation contains such 
phrases as “a most delightful Irish resident," “a swell guy who 
has much on the ball and is well-deserving." 

In any event, he commenced his fellowship in psychiatry at 
the Mayo Clinic on October 1, 1950. We at the Mayo Clinic 
(Graduate School of Medicine—University of Minnesota) are 
required to issue quarterly grades. Quite often these are supple- 
mented by written comments. Dr. Beckett's quarterly reports 
included the following: “A +; excellent job, reliable, with initia- 
tive, enthusiastic, energetic; consistently dependable; very subtle 
with patients—does a superior job." He was elevated progres- 
sively to the responsibility of a first assistant and subsequently 
an assistant to staff, for it was felt that he had demonstrated the 
capacity to work with minimal supervision. 

While at the Mayo Clinic he was involved in long-term col- 
laborative research projects in the ego function of schizophrenia 
led by the late Dr. Adelaide M. Johnson. This set the stage for 
his subsequent research as a staff psychiatrist and eventually 
Professor of Psychiatry at Wayne State University, Detroit, 
Mich. During this period he co-authored 54 papers, including 
13 book chapters and one monograph (of which he was sole au- 
thor), Adolescents Out of Step: Their Treatment in a Psychiat- 
ric Hospital. 

Despite many attractive offers of responsible positions in this 
country, he chose to return to Dublin in 1969 to become the 
Professor of Psychiatry at Trinity College, Dublin, and Consul- 
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tant to St. Patrick’s Hospital. In 1969 he became the director of 
the professional unit which that hospital runs in St. James’ Hos- _ 
pital. He was appointed Dean of the Faculty of Medical, Dental 
and Veterinary Sciences in Trinity College in 1972. 

In recent years Peter Beckett was primarily concerned with 
planning for the development of Trinity College’s medical 
school and postgraduate training in psychiatry. He founded and 
was Chairman of the Unified Post-Graduate Training Com- 
mittee, through which coordinated courses have been provided 
in Dublin for aspiring psychiatric specialists. 

Dr. Beckett married in 1954. He is survived by his wife, Dr. 
Victoria Ling Beckett, and their son, Paul, who was born in 
1959. His brother, John, is a distinguished musician; his sister, 
Ann, an occupational therapist. His cousin, Samuel Beckett, is 
the Nobel Prize winning playwright. 

Peter Beckett bore his many honors with consummate grace. 
He was the first academic Professor of Psychiatry in the School 
of Physic at Trinity College. He had a great gift as a teacher, 
which he carried off with an unassuming manner that endeared 
him to students. As the Professor of Psychiatry, he was an ex- 
officio consultant to St. Patrick’s. In this capacity he in- 
augurated the first general hospital psychiatric unit in Eire. Not 
content with these stellar accomplishments, he spread psychiat- 
ric functions into the provision of community services. Since 
trained manpower is a necessary ingredient to the success of 
such ventures, Peter Beckett became the first chairman of the 
organizing committee that unified postgraduate training in psy- 
chiatry. This achievement was recognized by other educational 
bodies as well, and he became a member of the Medico-Social 
Research Board and the Federated Hospital Committee. 

His industry, talent, and persuasiveness as dean led to a series 
of reforms, some of which were still in the planning stage at the 
time of his premature death. His loss to psychiatry and to Irish 
medicine generally is incalculable. 

Peter Beckett will be remembered as a quiet, unassuming, 
thoughtful man whose contributions to discussions were con- 
structive and concise. His clarity of thought, coupled with a rea- 
soned approach to problems, made him a perceptive researcher, 
an incisive administrator, and a compassionate psycho- 
therapist. 

Typically he loved the hills and the sea; walking and sailing 
were his outdoor hobbies. Music was his indoor love. He was a 
generous host, a deligatful companion, and a warm friend. 
Those of us who knew him will not forget his wonderful smile. 
We share with his wife, Vicky, their son, Paul, and all of Irish 
medicine in their tragic loss. 


HowanRDn P. Rome, M.D. 
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Comments on “An Overview of Schizophrenia” 


Editor's Note: The following correspondence concerns Dr. 
Arieti's recent overview article on schizophrenia. Although it is 
considerably longer than is usual in this section, we feel our 
readers will want to be informed in detail of the differences of 
opinion among several experts in this subject area. 


SIR: In his recent very thoughtful Overview of Schizophre- 
nia from a Predominantly Psychological Approach" (March 
1974 issue) Dr. Silvano Arieti skillfully presented a point of 
view that has been extremely influential in the development of 
our understanding of schizophrenia. Nevertheless, several ex- 
pressed or implied aspects of that overview regarding the etiol- 
ogy and treatment of schizophrenia require comment. 

Simply stated, the etiology of schizophrenia continues to re- 
main unknown, and research in this area is beset with great fun- 
damental difficulties, including the lack of clear and objective 
definitions of the word "schizophrenia," the difficulty of sepa- 
rating genetic and environmental factors, and the illogical as- 
sumption that measurable descriptive differences imply some- 
thing about causes. In general, psychosocial studies have 
greatly enriched the description of schizophrenia but have con- 
tributed little that is certain about its etiology. 

Much of modern psychoanalytic and psychologic thought has 
emphasized defects in the ego function in schizophrenia that are 
generally believed to be the primary core of schizophrenic psy- 
chopathology. One difficulty in studying the many abnor- 
malities of thought processes is that present psychologic tech- 
niques do not permit distinctions among those due to intrinsic 
organic deficit, faulty learning, or abnormal motivation. Al- 
though pathological relationships within the family might also 
contribute to the development of schizophrenia, these are not 
unique to families of schizophrenic patients and might as easily 
be consequences of severe mental illness as causes. Further- 
more, though psychoanalysts have suggested that problems in 
maternal-child relationships may have occurred in the early life 
of schizophrenic patients, the data to support this idea are gath- 
ered retrospectively by observers deeply committed to a theo- 
retical point of view. It may well be nearly impossible to study 
the problem prospectively (1). 

Other problems for psychosocial theories include the fact 
that many different forms of mental illness arise after similar 
early life experiences and that among children exposed to very 
stressful and disorganized early lives, very few later become 
schizophrenic. 

The contributions of dynamic and psychoanalytic psychiatry 
to the understanding of the schizophrenic condition have been 
important. A few highly motivated and gifted psychotherapists 
have devoted their lives to the psychologic study and manage- 
ment of small numbers of schizophrenic patients, with occa- 
sional therapeutic success. Nevertheless, as a general rule indi- 
vidual psychotherapy has not been demonstrated to be 


effective (2, 3) as a primary mode of treatment for the great 
numbers of severe or chronic schizophrenics and may even be 
contraindicated if “uncovering” techniques are used. On the 
other hand, active supportive psychotherapy and personalized 
care of schizophrenic patients are legitimate and humane as- 
pects of their management (4). 

In conclusion, the psychoanalytic approach has made impor- 
tant contributions to the understanding and description of the 
psychotic experience, although its contributions regarding eti- 
ology are unproven and its contributions to treatment are not 
obvious. Nevertheless, some cautious optimism about the treat- 
ment of schizophrenia is justified in that modern pharmaco- 
therapy and rehabilitation methods can help improve the pa- 
tient's level of functioning and hasten and support remissions. 
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Ross J. BALDESSARINI, M.D. 
Boston, Mass. 


Sir: Since I greatly admire Dr. Silvano Arieti and his contri- 
butions to the understanding of schizophrenic disorders, it is 
with reluctance that I write to take issue with a number of state- 
ments in his recent overview of schizophrenia that appeared in 
the March 1974 issue of the Journal. However, I find it neces- 
sary to: 1) correct some of his misapprehensions concerning the 
methods and findings of studies of the families of schizophrenic 
patients carried out by Dr. Fleck and me together with various 
colleagues; and 2) comment on some of his major misconcep- 
tions of my theory of schizophrenic disorders as formulated in 
my recent book The Origin and Treatment of Schizophrenic 
Disorders (1). 


Study Methods and Findings 


Dr. Arieti writes: 


The mother of the schizophrenic has been described as a 
malevolent creature, deprived of maternal feeling... . She 
has been called a monstrous human being.... I have 
reached the tentative conclusion that only about 25 percent 
of the mothers of schizophrenics fit the image of the schiz- 
ophrenogenic mother; 75 percent do not fit... . We must 
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then ask ourselves why so many authors, including . . . Lidz 
and associates ... have portrayed these mothers in this in- 
tensely negative, judgmental way. 


I cannot understand how Dr. Arieti arrived at this negative 
judgment from anything we have written. Indeed, in 1965 in our 
chapter “The Mothers of Schizophrenic Patients” in our book 
Schizophrenia and the Family (2) we said almost the same 
things as Dr. Arieti now writes. We wrote: 


The most striking type of mother is the strange, near- 
psychotic or even overtly schizophrenic woman who has 
been termed “‘schizophrenogenic.” Although a description 
of them sounds extreme, it pales before the reality. How- 
ever, such mothers are in a minority. About half of the 
mothers of the male patients in the series, but only an occa- 
sional mother of a female patient, fits the description that 
foilows (p. 327). 


The study sought to document what Dr. Arieti now states in 
his article, that “in the largest majority of cases the mother is 
not a monster or an evildoer but a person who has been over- 
come by the difficulties of living." Rather than being judg- 
mental, we sought to re-create, insofar as possible, the mother's 
developmental difficulties, including her mother's deficiencies, 
to understand these women's inadequacies as mothers. Further, 
in our treatment program as well as our studies we sought to 
provide emotional support for the parents rather than to convey 
the impression that they were responsible for their child's schiz- 
ophrenic disorder. We appreciated that they were no more re- 
sponsible for their personalities than were the children for being 
schizophrenic. f 

Dr. Arieti is in error when he suggests that we reached our 
conclusions about the parents because “we therapists have be- 
lieved what our patients have told us." We have been careful to 
avoid this error at the expense of years of work. In one of the 
first systematic studies of families of schizophrenic patients (3), 
carried out in 1941, Dr. Ruth Lidz and I checked a clinical im- 
pression by comparing the family histories of 50 consecutively 
admitted youthful schizophrenic patients with those of 50 con- 
secutively admitted depressed patients, recorded at a time when 
none of the psychiatrists who took the histories at the Henry 
Phipps Psychiatric Clinic had any clear idea that the parents 
may have exerted a pathogenic influence. In the study carried 
out later at the Yale Psychiatric Institute (2) the families were 
studied intensively for over six months and usually for several 
years. Opinions were based on direct studies of the parents and 
siblings and observations of the family transactions and only 
minimally on material obtained from the patient. 

Dr. Arieti states that although investigators such as Wynne 
and Singer, Bateson and Jackson, and Dr. Fleck and myself 
have "enlarged greatly our understanding of schizophrenia by 
showing the ways in which the family affects the patient . . . they 
have not illustrated how the environmental forces have passed 
through and been transformed by intrapsychic agencies." Al- 
though I think Dr. Arieti has underestimated what we have ac- 
complished in this area, he is, in part, correct, for Dr. Fleck and 
I have been more interested in how intrafamilial influences are 
transformed into intrapsychic agencies. Although we fully rec- 
ognize that no two children are alike and that some are more 
difficult to raise than others—at least for some parents— we 
have placed emphasis on the internalization of the family trans- 
actions as well as of parental figures. 

When Dr. Arieti writes, “Lidz spoke of the transmission of 
irrationality directly from parents to children," he fails to un- 
derstand a basic component of our studies-and surely has for- 
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gotten what we wrote. His citation of the case I described of a 
young woman who eventually committed suicide after having 
been encouraged by her mother to become a good writer like 
Virginia Woolf as evidence of such views is completely out of 
context (see pages 99 and 100 in The Origin and Treatment of 
Schizophrenic Disorders [1]). If one rereads our chapter on 
“The Transmission of Irrationality" in Schizophrenia and the 
Family (4), one will find that we were trying to clarify why cer- 
tain patients break through the confines imposed by the mean- 
ings and logic of our culture more readily than others and be- 
come schizophrenic. We stated: 


A theory of schizophrenia must explain not only the 
patient's need to abandon reality testing but also his ability 
to do so. We must seek to understand why some persons 
can escape through withdrawal into unshared ways of ex- 
periencing the world around them more readily than oth- 
ers.... We shall pursue the hypothesis that the schizo- 
phrenic patient is more prone to withdraw through 
distortion of his symbolization of reality than other 
patients, because his foundation in reality testing is pre- 
carious, having been raised amidst irrationality and chron- 
ically exposed to intrafamilial communications that distort 
and deny what should be the obvious interpretation of the 
environment, including the recognition and understanding 
of impulses and the affective behavior of members of the 
family. 


And in the closing paragraphs of the chapter we wrote: 


We are not pointing to such defects in communication 
and the presence of an irrational milieu as a cause of schiz- 
ophrenia. We are concerned with multiple factors dis- 
torting personality development rather than seeking a 
"cause." Here, we simply, but significantly, indicate that 
our patients were no: raised in families that adhered to cul- 
turally accepted ideas of causality and meanings, or re- 
spected the instrumental utility of their ideas and commu- 
nications, because one or both parents were forced to 
abandon rationality to defend their own precarious ego 
structure. We are, therefore, concerned here with factors 
that may differentiate the genesis of schizophrenia from 
the genesis of other psychopathological syndromes, in that 
persons who grow up in such families, having had their 
symbolic roots nourished by irrationality in the family, are 
less confined by the restrictions of the demands of reality 
when means of escape and withdrawal are required. 


Although folie à deux and folie en famille occur, and we have 
cited such instances, they are not central to our concepts. 


Theory of Schizophrenic Disorders 


It is difficult for me to comment briefly on Dr. Arieti's re- 
marks about my concepts of “egocentric overinclusiveness," 
“egocentric cognitive regression," and "intercategorical think- 
ing" because he presents my views altogether erroneously. It is 
always difficult to comprehend a theory based on a different 
frame of reference from one's own. It took me many years to 
discard certain psychoanalytic concepts that were blocking my 
understanding and replace them^with concepts more in keeping 
with our findings before I could formulate the theory of schizo- 
phrenic disorders presented in The Origin and Treatment of 
Schizophrenic Disorders (1). Dr. Arieti has not followed my re- 
conceptualizations. 

Dr. Arieti writes: 


In his recent book... Lidz gave more consideration to 
schizophrenic thinking, which now holds an important 
place in his revised theory of schizophrenia. .. . He funda- 
mentally accepts Cameron's concept of overinclusiveness, 
but adds that this overinclusiveness is egocentric. ... This 
egocentricity of the patient leads him to "cognitive regres- 
sion," specifically to an ""intercategorical realm" of think- 
ing. In other words, the patient becomes particularly pre- 
occupied with material that lies between categories. 

It is not very clear how Lidz puts together egocentricity 
and overinclusiveness. The “‘overinclusiveness” that leads 
the patient to believe that many events refer particularly to 
him may be egocentric, but that is quite different from the 
overinclusiveness that makes him believe, for instance, that 
pencil and shoe belong to one category because they both 
“leave traces.” 


My book presents a comprehensive theory of the nature and 
origin of schizophrenic disorders—perhaps the first such com- 
prehensive theory based upon the observable rather than upon 
hypothesized dysfunctions of the brain or a genetic pre- 
disposition that works in some unexplained manner. In contrast 
to Dr. Arietis view of my revised theory, I have, as he could 
readily ascertain, always considered “that the critical charac- 
teristic of schizophrenia lies in the aberrant symbolic proc- 
ess” (5). I believe that if one reads our various papers and my 
recent book carefully, one will appreciate that we have been 
seeking to understand the relationship between the disturbed 
family milieu in which the patient grew up and the cognitive dis- 
turbances that constitute the critical attribute of schizophrenic 
disorders. The understanding that schizophrenic over- 
inclusiveness is basically egocentric and that it can be related to 
the parents' egocentric orientation is the key that permits us to 
fit the pieces of the puzzle into place and reach a reasonably 
comprehensive theory of the disorder. To understand just how, 
I must refer Dr. Arieti and the reader to my book (1) or to my 
article "Family Studies and a Theory of Schizophrenia" (6). 

However, I did not imply that I believe all of the schizo- 
phrenic thought disorder can be explained on the basis of ego- 
centric overinclusiveness or even that all of the over- 
inclusiveness is egocentric. I have used the concept to explain 
several matters. I call attention to the adolescent’s problem of 
overcoming the egocentricity that comes with the start of con- 
ceptual thinking or “formal operations” and the possibility that 
because of difficulties in his personality development, including 
his socialization, he can continue to find cognitive rather than 
realistic solutions to problems and can avoid coming to grips 
with the essential tasks that must be resolved to move beyond 
adolescence. When he finds himself in an insoluble dilemma or 
impasse because he has not developed an identity as a discrete 
individual, capacities for intimacy, or found a path to follow in 
life, he not only regresses “‘libidinally” but also to earlier stages 
of cognitive development. When the patient regresses to think 
*"preoperationally," his capacities to categorize or conceptual- 
ize suffer, and with the breakdown in category formation all of 
his thinking is likely to be overinclusive. Preoperational cogni- 
tion is also likely to be “magical,” and if the patient regresses 
still further he will egocentrically confuse what arises within 
himself and what without, and the self and nonself. 

Piaget's studies enable us to understand the origins of many 
aspects of schizophrenic thought in various forms of childhood 
thinking. My “‘intercategorical realm" relates to the breakdown 
in categorical thinking—but I do not seek to explain all or even 
most of the schizophrenic thought disorder on this basis, as Dr. 
Arieti implies. I cannot here attempt to explain why I empha- 
size intercategorical thinking rather than primary process, but 
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it leads to a more coherent theory, is more "elegant" or parsi- 
monious scientifically, and, I believe, is more in accord with the 
data. 

The closing paragraph of the chapter on the schizophrenic 
thought disorder in my recent book (1) may help allay some of 
Dr. Arieti’s misapprehensions, including those about the direct 
transmission of a delusion or even a style of thinking from par- 
ent to child. I concluded: 


I have related the patient's egocentric cognitive regres- 
sion and the breakdown in his categories to his parents’ 
egocentricities and narcissistic needs, but I have also 
sought to make it clear that the patient’s schizophrenic dis- 
order cannot be attributed to the parents’ cognitive styles 
alone. However, the egocentric needs of the parents that 
force the offspring into cognitive distortions at the same 
time they prevent the development of proper boundaries 
between parent and child, as well as set double-binds and 
otherwise confuse the family milieu, seem critical to the de- 
velopment of a schizophrenic disorder rather than some 
other type of emotional disability (p. 91). 
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Dr. Arieti Replies 


Sir: Dr. Baldessarini raises very pertinent questions. It is true 
that the etiology of schizophrenia has not been fully clarified. 
However, what we know so far is important, relevant, and de- 
serves further study for a more comprehensive integration. Al- 
though it is true that some abnormalities of thought processes 
found in schizophrenia are difficult to differentiate from those 
found in organic defects (for instance, in some semantic apha- 
sias) their variety, constellation, content, onset, and dis- 
appearance make a differential diagnosis possible in the major- 
ity of cases. I do agree with Dr. Baldessarini that the original 
Freudian technique, as originated for the treatment of neuroses, 
is not suitable for the schizophrenic patient. Most psycho- 
therapists of schizophrenic patients, including myself, practice a 
therapy that although it retains some of the basic Freudian con- 
cepts departs from classic psychoanalysis in many ways. 

If I have attributed to Dr. Lidz ideas that he does not hold, I 
deeply regret my misinterpretations. Let us examine the basis 
for what he calls my “misapprehensions” and ‘tmisconcep- 
tions." Obviously I cannot quote from all his numerous publi- 
cations, but I shall focus on two that are among his most recent 
and therefore are probably representative of his current views. 
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Parents of the Schizophrenic 


Dr. Lidz cannot understand how I arrived at the conclusion 
that he portrayed the parents, and especially the mother, of the 
schizophrenic, in a negative, judgmental way. He also states 
that what he wrote about the parents of the schizophrenic 
patient came from observation of the family and not from the 
patient himself. 

In an article written in 1969 (1) Dr. Lidz speaks of the parent 
of the schizophrenic patient as "the engulfing parent, who 
arouses homicidal impulses or provokes incestuous fears” (p. 
241). Two pages later he reiterates the sentence that also ap- 
pears in many other of his publications, describing the parent’s 
*imperviousness to the patient's own needs and feelings." Ona 
later page he reports typical examples of parents of schizo- 
phrenic patients: 


A young man who had brought a girl friend into the 
home to sleep with him after his father left his mother 
was incoherent when hospitalized, but his mother 
begged, “You must cure him—he is all of my life— when 
he started to become sick I slept with him just like man and 
wife." A young woman who had been hospitalized because 
of her confusion and public promiscuity had her genitalia 
examined by her physician father each time she returned 
home from a date to make certain she was still a virgin (p. 
245). 


On the same page Dr. Lidz stresses the point that some poor 
habits and sloppiness are not evidence of schizophrenic dilapi- 
dation but are inculcated from the parents. A woman patient 
“not only spilled food all over herself but blew her nose in the 
napkin. When the matter was broached with the young woman, 
she wanted to know what was wrong—her father, an eminent 
professor, blew his nose in his napkin." Several pages later a 
patient who called his mother “a seductive witch" is quoted 
with apparent approval. In the same article Dr. Lidz discusses a 
delusional patient who had suffered several catatonic episodes. 
Apparently accepting the patient's words, Lidz writes, "Her 
mother told the patient that she feared the father would seduce 
the patient's pubescent sister, with whom he frequently slept. 
The father confided that the mother was a Lesbian and a men- 
ace to the three daughters" (p. 248). 

Most of these remarks were taken directly from the patients 
and were accepted literally. As a matter of fact, in the same ar- 
ticle Lidz writes, "Yet not so many years ago much of what he 
[a schizophrenic patient] said about his witch mother, who se- 
duced and controlled, would have been disregarded as but a re- 
flection of his schizophrenic illness" (p. 239). Lidz writes that I 
took out of context a reference about another patient reported 
in the same article (p. 240) and again in his book (2, p. 100). 
Any reader could easily verify that it is explicitly reported that 
the mother of the patient did not mind whether her daughter 
committed suicide provided she became a great writer like Vir- 
ginia Woolf. The patient eventually did commit suicide. 

If Lidz could write about some or all of these parents without 
negative judgment, he would have reached a degree of scientific 
detachment that seems very difficult to obtain. But I do not be- 
lieve he does, and fortunately so. It is obvious that Lidz is indig- 
nant against the parents who are reported in this negative way. 
Lidz has a sensitive and appropriate emotional response. 

Now I want to clarify again my position. I do not deny that 
parents such as those described by Lidz exist. I have observed 
them myself, both in families of schizophrenics and of non- 
schizophrenics. However, if in articles and books on the family 
of the schizophrenic we report exclusively or almost exclusively 
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parents such as those quoted, the reader will easily infer that 
these are the typical parents of the schizophrenic. I think we 
perpetrate an injustice on these unfortunate parents. My own 
private statistics have led me to conclude that at most only 25 
percent of the parents of schizophrenics are this way, and I do 
not know what percentage of parents of nonschizophrenics have 
these negative qualities. 

In spite of the above quotations from patients, Dr. Lidz re- 
minds us that some of his research was based on direct studies 
of the parents and only minimally on material obtained from 
the patient. Perhaps I am unfair to Dr. Lidz, but I believe that 
we must evaluate the psychiatric climate (or psychiatric sub- 
culture) in which these studies were made. From the late 1940s 
through the 1950s the climate of opinion in psychodynamically 
oriented circles caused us to stress the "perverse sense of moth- 
erhood" of the patient's mother. These are not Lidz' words but 
those of another psychiatrist, very prominent at that time. This 
evaluation of the patient's mother was derived from the treat- 
ment of individual patients. Many psychiatrists were influenced 
by this climate. I certainly was and took for typical the charac- 
teristics that belonged to a minority. Having recognized my er- 
ror, having detected a half-truth that has become a myth, I 
thought it was my duty to express my reevaluations. 

Far be it from me to advocate that the parents of the schizo- 
phrenic are normal people. They are disturbed, but their distur- 
bance is only part of the pathology. We must also analyze the 
biological and psychological factors as well as the timing of cer- 
tain events, intrafamilial and social. In my overview article in 
the Journal and in my book on schizophrenia (3) I wanted to 
stress, in addition to the role of the family, the role that the 
patient himself plays in his pathology, how he transforms the 
images of his parents and of himself, and why in his inner self he 
transforms these images into others that are much worse than 
they are in reality. He transforms the past as well as the present, 
as can easily be evidenced by the distortions he often makes 
about the therapist and what the therapist says. 

The irrationality of the schizophrenic is not imitated from 
members of the family. Often it is the result of the resurgence of 
the primary process. Whatever disturbance the parents pro- 
duced, it ultimately finds psychotic expression not by direct imi- 
tation but by promoting the use of primary process mecha- 
nisms. In a minority of cases we have, in addition, persistence of 
typical Freudian mechanisms. For instance, a girl who is in 
competition with her mother for her father's love will tend to 
see her mother in a negative way or to magnify her negative fea- 
tures. 


Transmission of Irrationality 


When Lidz speaks of “internalization of the family transac- 
tions," he really does not speak of internalization through com- 
plicated intrapsychic mechanisms (such as, for instance, the 
transformation of a guilt feeling into a hallucination or an elab- 
orate delusional mechanism) but almost as direct obedience 
(the girl who committed suicide) or of pure simple imitation 
(the girl who blew her nose with a napkin as her father purport- 
edly had done). What is transmitted by imitation, in- 
doctrination, conditioning, etc., whether desirable or undesir- 
able, is not schizophrenic per se. These types of transmission 
occur in schizophrenics, and even more so in.normais and in 
neurotics. The schizophrenic gives his own autistic or primary- 
process form to whatever has previously disturbed him with 
nonpsychotic psychodvnamic mechanisms. It is the transfor- 
mation and not the imitation that constitutes the schizophrenic 
essence of symptoms or habits. 

Dr. Lidz states that I have failed to understand a basic com- 


ponent of his studies and have forgotten what he wrote in regard 
to the transmission of irrationality directly from parents to chil- 
dren. It is true; I have failed to understand the basic component. 
Has Dr. Lidz described such a component? He quotes from his 
book (4): 


We shall pursue the hypothesis that the schizophrenic 
patient is more prone to withdraw through distortion of his 
symbolization of reality than other patients, because his 
foundation in reality testing is precarious, having been 
raised amidst irrationality and chronically exposed to in- 
trafamilial communications that distort and deny what 
should be the obvious interpretation of the environment. 


In other words, irrationality is easily transmitted because the 
patient is raised amidst irrationality. Tautological reasoning. 


Schizophrenic Thought Disorder 


Dr. Lidz writes that I present his views on schizophrenic 
thought disorder "altogether erroneously.” He adds, “The un- 
derstanding that schizophrenic overinclusiveness is basically 
egocentric and that it can be related to the parents' egocentric 
orientation is the key that permits us to fit the pieces of the 
puzzle into place." It is not such a key for me. Lidz tries to ex- 
plain the overinclusiveness in terms of Piaget's concept of ego- 
centricity as described in early childhood. I have nothing 
against the use of Piaget's concepts in the understanding of 
schizophrenic thinking: I have applied some of them since 
1948 (5). However, egocentricity may have nothing to do with 
overinclusiveness. “‘Egocentricity” is a psychodynamic term 
meaning that everything centers around the self. So-called over- 
inclusiveness is a formal mechanism. Piaget described ego- 
centricity in his very early studies when he was a young man 
and still under the influence of the Freudian concept of narcis- 
sism. Later he abandoned Freudian formulations and focused 
on the logical structures of thought. If egocentricity brings 
about regression, then "*overinclusiveness" has to be explained 
as a mechanism of regression in its formal aspects. Let us re- 
member that this ‘‘overinclusiveness”’ is actually inability to ex- 
clude, that is, inability to form categories. A category or class 
by definition excludes whatever does not belong to that cate- 
gory. 

On page 11 of his book (2) Lidz writes: 


The designation of schizophrenic thinking as "over- 
inclusive" has been highly useful but until very recently— 
and I am now ahead of my story— we did not appreciate it 
was egocentrically overinclusive, that is, the patient typi- 
cally believes that what others do or say centers on him 
even when they are totally extraneous to him, as in ideas of 
reference and persecutory delusional systems. 


Here Lidz confuses two different mechanisms. There is no 
doubt that the paranoid patient refers to himself things or 
events that have nothing to do with him. In aim and content his 
ideation can be considered egocentric or narcissistic. This type 
of ideation is found even in well-systematized paranoid patients 
who show minimal traces of abstract impairment and no trace 
of overinclusiveness. ““Overinclusiveness” is not always present. 
When it is present, it does not necessarily relate to the patient 
himself. It is often an aspect of an impaired cognition with 
which the patient interprets the world. Although in the part of 
his book dealing with cognition Dr. Lidz devotes his attention 
almost exclusively to egocentric thought, I am glad to read in 
his present letter to the editor that he does not seek to explain 
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all or even most of the schizophrenic thought disorder on this 
basis. .. 

Dr. Lidz begins his letter with the statement that he admires 
me and my contributions. I finish my reply in a similar vein. For 
many years I have read many of his contributions with great 
profit. I have benefited from several of his early ones, such as 
the one—important at the time of its publication—in which he 
demonstrated that there is no causal link between rheumatic fe- 
ver and schizophrenia (6). And I have benefited from several of 
his most recent ones, such as the two superb articles that at my 
invitation he generously prepared for the first volume of the sec- 
ond edition of The American Handbook of Psychiatry (7, 8). 

In the psychiatric world, where a biochemical approach to 
psychosis is being stressed more and more, what Dr. Lidz and I 
have in common is more than what separates us. Both of us 
strongly believe that the psychological component in schizo- 
phrenia is a very important one. Within this common frame of 
reference, some disagreements that we may have can be seen 
as healthy inducements to additional work and to the search for 
new insights. 
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SILVANO ARIETI, M.D. 
New York, N.Y. 


NAD and Chronic Schizophrenia 


SiR: One of the issues raised by the American Psychiatric As- 
sociation Task Force Report No. 7 entitled Megavitamin and 
Orthomolecular Therapy in Psychiatry (1) is that attempts to 
replicate the rapid effects of NAD (nicotinamide adenine dinu- 
cleotide) on schizophrenic patients reported by Hoffer and Os- 
mond (2) have “in all instances, failed" (p. 21). However, there 
is an important difference between the attempts at replication 
cited by the task force(3-6) and Hoffer and Osmond's 
study (2). 

The distinction is straightforward. Hoffer and Osmond's 
patients received nicotinamide or nicotinic acid before and 
along with receiving NAD. But in none of the cited attempts at 
replication is there an indication of such administration of nico- 
tinamide or nicotinic acid. 

The difference may be crucial. NAD by itself may be ineffec- 
tive for treating chronic schizophrenic patients. But in concert 
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with nicotinamide or nicotinic acid, which may also be ineffec- 
tive alone, the NAD may be effective. 

It seems reasonable to suggest that more work be done to ad- 
dress this issue. 
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MICHAEL S. ALTUS 
Berkeley, Calif. 


PKSAP II: Some Criticisms 


Sır: The American Psychiatric Association's second Psy- 
chiatric Knowledge and Skills Self-Assessment Program 
(PKSAP II) has been presented to us with the implied threat 
that if we do not take it "voluntarily" we will be required to 
take it. The morality of such an approach is debatable, and 
there is even more room for debate as to the efficacy of 
multiple-choice examinations in ascertaining clinical skills. 
However, if the questions on the exam are sloppily constructed, 
poorly researched, and have a substantial number of wrong an- 
swers, then we are left with impressive looking answer print- 
outs, percentile scores, quartile scores, etc., that all amount to 
statistical garbage. 

For example, question 2 in the "Questions of the Month" 
section of the January 1974 issue of the Journal (question 14 on 
the PKSAP II) concerns a 200 mg. test dose of pentobarbital 
for a patient suspected of “barbiturate abstinence syndrome.” 
The poorly written description of the resulting intoxication 
clearly indicates that the patient is not addicted to barbiturates 
(provided the test dose was given to a nonintoxicated patient). 
The "correct" answer given by the PKSAP I] is that the patient 
is "tolerant to about 600 mg. of barbiturates daily" (answer D). 
Nowhere in the reference (1) cited for this answer is the subject 
of test dose even mentioned. (A correct reference is “Diagnoses 
and Treatment of Drug Dependence of the Barbiturate Type" 
by Abraham Wikler in the Journal [2].) 

Question 31 of the PKSAP II deals with how to withdraw a 
patient physically dependent on both opiates and barbiturates. 
A careful reading of the reference cited (3) shows that the 
PKSAP II gave the wrong answer again. (The best approach is 
to withdraw the barbiturates first, then the opiates.) 

A number of questions occur to me. Who is writing these 
questions? Who is checking the references? Are the producers of 
the PKSAP II and the editors of the Journal going to give the 
usual stock answers of the “We have a distinguished group of 
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dedicated people who have devoted long hours, etc.—of course, 
they are human, etc." type? 

Of course, those who have been appointed to give the exam- 
inations do not have to take them, just as the examiners for the 
American Board of Psychiatry and Neurology exams probably 
do not plan to be reexamined. 

All of us who are eligible to take these exams should be in- 
vited to submit questions, and we should know who is construct- 
ing the questions. In other words, who are our judges and who 
elected them? 


REFERENCES 


1. Committee on Alconolism and Addiction and Council on Mental 
Health: Dependence on barbiturates and other sedative drugs. 
JAMA 193:673-677, 1965 

2. Wikler A: Diagnoses and treatment of drug dependence of the bar- 
biturate type. Am J Psychiatry 125:758-765, 1968 

3. Goodman LS, Gilman A: The Pharmacological Basis of Therapeu- 
tics, 4th ed. New York, Macmillan Publishing Co, 1970, p 304 


RICHARD B. EISENSTEIN, M.D. 
Chicago, Ill. 


Sır: For some years I have had a major interest in both alco- 
holism and drug addiction. fn my clinical experience, the an- 
swer to question 2 from the PKSAP II is completely incorrect. 
In a careful reading of the paper cited as the reference I do not 
see any information that supports such an answer. On page 67 
of the same volume of JAMA there is a paragraph that de- 
scribes in general terms the management of the barbiturate ab- 
stinence syndrome. There is no discussion of the use of a test 
dose of 200 mg. of pentobarbital and the signs that should be 
observed in attempting to assess the presence or degree of bar- 
biturate dependence. 

I find it both offensive and appalling that the reference cited 
for a question in our most recent PKSAP II examination is an 
article written in 1965 and even more distressing that upon re- 
view of this reference one can find no data substantiating the 
answer given or allowing a person who is ignorant of the facts to 
determine the appropriate answer to the question. 


JOHN J. VERDON, JR., M.D. 
Long Branch, N J. 


Sir: I am puzzled about the answer to question 2 from the 
PKSAP II. According to the Merck Manual (1) I would have 
interpreted the symptoms as showing the patient to be tolerant 
to about 400 mg. of barbiturates daily, not 600 mg. daily. I 
checked the reference cited and did not find it as lucid as the ref- 
erence in the Merck Manual. The significance of the answer is 
whether the patient would be reintoxicated at 1600 mg. or 2400 
mg. of barbiturates daily. 


REFERENCE 


1. Holvey DN (ed): The Merck Manual, 12th ed. Rahway, NJ, Merck 
& Co, 1972, pp 1413, 1414 


ARNOLD WiNDT, M.D. 
Fresno, Calif. 


Dr. S. Mouchly Small Comments 


Sir: The letters from Drs. Eisenstein, Verdon, and Windt 
concerning the PKSAP II question on barbiturate tolerance 
published in the January 1974 issue of the Journal are justified 
in their criticism. Many other psychiatrists, including myself, 
disagreed with the answer given, and I strongly suspect that it 
probably perpetuated what was originally a typographical er- 
ror. In a paper I wrote for the APA monograph entitled Eval- 
uative Methods in Psychiatric Education (1) I picked the same 
question to illustrate questions that were poorly constructed 
and selected A, not D, as the correct answer. 

At the risk of appearing to be self-serving I would like to re- 
fer these readers to the article entitled "An Evaluation of Eval- 
uations," written by Peter Regan and me and appearing in the 
same issue of the Journal, which points out the importance of 
careful test construction and statistical analysis. The computer 
printout of test results serves as a check on poorly worded, in- 
adequately edited questions or those with insufficient informa- 
tion to be answered correctly. On this particular question the 
printout shows answer D as the correct answer, the P value 
(P = percentage of examinees who ''pass" or answer correctly) 
as 7 percent, and the biserial coefficient (r) as .03. This on the 
face of it would ordinarily lead to the question being deleted 
from the scoring on National Board of Medical Examiners and 
specialty board examinations. 

The printout shows answer A (“not going to experience with- 
drawal symptoms") to be the preferred answer, with good dis- 
crimination between the high and low performers on the total 
test: 70 percent of the high performers selected A as the answer, 
and only 8 percent picked D as the answer. Furthermore, it was 
just as obvious to the poor performers that D was incorrect 
since 7 percent of that grouped picked it as the correct answer 
and 48 percent picked A. The effective distractor or wrong an- 
swer was obviously B ("tolerant to about 200 mg. of barbitu- 
rates daily"). 

Thus one can see that attention is flagged to inadequate ques- 
tions by the computer printout since such questions show in- 
ordinately low P values and often very low or even negative r 
values. [t is most unfortunate that the question was reprinted in 
the Journal without its adequacy being checked. 

In point of fact, there is insufficient information given in this 
question because the status of the patient before being given the 
200 mg. of pentobarbital is not described. The reference given 
by Dr. Windt from the Merck Manual, which probably borrows 
heavily from Dr. Wikler's work, would suggest that if the test 
dose of 200 mg. of pentobarbital was given orally to a drug-free, 
fasting patient, and one hour later he awoke with the symptoms 
described in the stem of question 2, the patient is probably not 
going to experience withdrawal symptoms. 

In summary, if forced to make a choice on the basis of the in- 
adequate information given on the question, most well-in- 
formed examinees would select A as the best of the five possible 
responses. 

Dr. Eisenstein is quite correct that the reference given, al- 
though it is a valuable one and would serve to inform the exam- 
inee and refresh his knowledge, does not contain a specific an- 
swer to question 2. As stated by Drs. Eisenstein and Windt, 
superior references would be Wikler's article in the Journal or 
that given in the Merck Manual. 

Dr. Eisenstein further questions PKSAP II question 31. I be- 
lieve he is in error and is referring to question 13. The reference 
cited for this question does not clearly delineate the procedure 
of choice. Here the printout favors the answer given by the per- 
son who composed the question. Here too I feel that the infor- 
mation given is inadequate, the choices are not mutually exclu- 
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sive, and the wording leaves much to be desired. 

A paper that I delivered at the recent annual meeting of the 
American Psychiatric Association in Detroit entitled '*Eval- 
uation Techniques: Limitations and Values" (2) clearly in- 
dicated that the present state of the art in using evaluation in- 
struments leaves much to be desired and that only by the use of 
a multiplicity of evaluation instruments can one approach some 
estimate of that elusive goal of "clinical competence." The 
complexity of the newer techniques strongly suggests that eval- 
uation research and teaching seminars for question writers 
have now become imperative if we are to improve our testing 
methodologies. The references in my paper to John Hubbard's 
two books (3,4) would be particularly informative to those 
who wonder about multiple-choice questions and other evalua- 
tive techniques. 

Finally, I believe your correspondents should be informed 
that there is no secret as to who wrote these questions. The 
members of the PKSAP II committee are a matter of public 
record. Each one of them circulated letters to experts in particu- 
lar fields begging and cajoling them to write questions for the 
self-assessment program. Personally, I was involved with the 
patient management problems and did not have any input into 
the multiple-choice questions. I certainly agree that people like 
Dr. Eisenstein should be invited to submit questions in their 
area of expertise and, in fact, the steering committee for 
PKSAP III has recently requested such input from the APA 
membership (5). 
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S. MoucuLy SMALL, M.D. 
Buffalo, N.Y. 


A Case of “Pseudo-Tardive Dyskinesia" 


Sir: I had been following a 56-year-old chronic schizophrenic 
man in the clinic of Philadelphia General Hospital. He had been 
receiving high doses of various phenothiazines for many years. 
During the early spring of 1974 he experienced à reexacerbation 
of his psychosis requiring hospitalization. He was on the in- 
patient unit for six weeks and was discharged on 600 mg. of 
thioridazine daily. 

One week following his discharge I saw him in the clinic. He 
seemed to be experiencing the. oral-buccal movements charac- 
teristic of tardive dyskinesia. I asked him, “Arthur, what is the 
matter with your mouth?" He replied, "My teeth hurt, Doc." 

A dental consultation was arranged. Following the extraction 
of three teeth, his tardive dyskinesia” was cured. 


CaL K, Coun, M.D. 
Narberth, Pa. 
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A Holistic Approach to Medicine 


Sir: The article by Dr. Richard Schwartz, "Psychiatry's 
Drift Away from Medicine” (February 1974 issue), reminds me 
of a line written by Dylan Thomas shortly before he committed 
suicide: “The voyage to ruin I must run." Dr. Schwartz invites 
professional suicide, and I beg a little of your space to explain 
that there are more constructive solutions. 

- Schwartz shares with Szasz the fallacious assumption that 
the term "medicine" covers a discipline concerned with physical 
phenomena only. It is a commonly held fallacy. In fact, as any 
authoritative dictionary will show, medicine is a discipline con- 
cerned with pathology (disease, literally to be “ill at ease”). Pa- 
thology arises out of psychic and physical trauma, has repercus- 
sions on the psychic as well as the organic self, and leads to 
psychic as well as organic symptoms. Emotional anguish and 
physical pain are both abnormal and are equally significant as 
pathological phenomena. 

A brief excursion into history will show that this fallacy did 
not always obtain. From Hippocrates to Galen, Timothy 
Bright, and George Cheyne, the physician’s concern was with 
psychic as well as organic pathology. Indeed the humoral the- 
ory, found not only in ancient Greek and Roman medicine but 
also in the medical systems of India, China, and Egypt, is an at- 
tempt within the limits of knowledge of those civilizations to ex- 
plain the interchange between psyche and soma, this being, then 
as now, a matter of prime concern to the physician. Happily, 
and yet unhappily for psychiatry, the seventeenth century saw 
an upsurge in physiological and organic (physical) medicine; 
psychic pathology tended to be overlooked in the new enthusi- 
-asm. Today we see a move within medicine to redress the bal- 
ance. In this respect, probably no other country in the world 
makes a bigger contribution to medical training than the 
United States. 

The word “psychiatrist,” as originally defined and described 
in 1803 by J.C. Reil in a book devoted to treatment by psychic 
methods (1), means “healer of the psyche." However, Schwartz 
sees mental illness as a disturbance in the function of the central 
nervous system. Indeed he takes us back to William Cullen’s 
original definition of neurosis as a disorder of neuron. He in- 
vites us to retire into neurology. 

To abandon our field is to commit professional suicide. Gaps 
left by us tend to be filled by others. For instance, psychology is 
as basic and fundamental to psychiatry as physiology is to or- 
ganic medicine. If we abandon the field, psychology may aban- 
don its important role and take over clinical functions. This 
would be a double catastrophe. Those best equipped for basic 
personality research and those best able to practice psychiatry 
would both desert their fields. Furthermore, Schwartz advo- 
cates this retirement at a time when medicine is reorienting it- 
self to a holistic approach, which is desirable on a number of 
counts—not only because it leads to a more accurate diagnosis 
of psychic and physical states, not only because of the inter- 
change between them, but also because in psychotherapy our 
treatments have marked repercussions on the body. 

As a branch of medicine particularly concerned with the 
psyche, psychiatry should put its shoulder to the wheel and take 
a primary place in the reorientation of medicine. 
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Dr. Schwartz Replies 


Sir: Although I fully agree with many of the sentiments ex- 
pressed in Dr. Howells’ letter, I feel nevertheless that he has 
misunderstood much of what I was trying to say, possibly due 
to a lack of clarity on my part. I am certainly not in favor of 
psychiatry ignoring psychic or psychological phenomena, 
avoiding the holistic approach to patients, or becoming uncon- 
cerned with emotional anguish, let alone “abandoning our 
field" and "retiring into neurology.” On the contrary I ex- 
plicitly stated that the psychiatrist's primary responsibility to 
society is precisely that of healer for those disorders character- 
ized by emotional anguish and psychic distress, i.e., psycho- 
neuroses, affective disorders, and psychoses. 

Although I indicated in my paper that these disorders are 
characterized by a disturbance in the central nervous system, I 
did not mean to imply that they are of "organic" etiology. I 
share the views of most psychiatrists that the causes of psychiat- 
ric illness are multiple, with psychosocial stress an important 
factor. My purpose in emphasizing that there is disturbed func- 
tioning of the nervous system in anxiety, depression, and psy- 
chosis (whereas there is usually no known disturbed central ner- 
vous system functioning in so-called personality and behavior 
disorders) was to suggest a criterion by which genuine psychiat- 
ric illnesses may be differentiated from abnormalities of person- 
ality or behavior falling outside the scope of psychiatry. 

I would be interested to know if Dr. Howells has any better 
criteria to offer, or does he agree with the present tendency to 
label every type of maladaptive behavior as a psychiatric ill- 
ness? The current practice of defining psychiatric illness so 
broadly that half the population is considered to be in need of 
mental health services has led many. of our best young psychia- 
trists to the conclusion that in order to be socially responsible 
they must abandon direct patient care altogether and become 
administrators and supervisors of far-flung mental health pro- 
grams. 

Living in Great Britain, Dr. Howells may not be aware of tlie 
extent to which American psychiatrists have removed them- 
selves from direct patient care. A recent survey reported in Psy- 
chiatric News (1) revealed that only “forty-five percent of the 
total of psychiatrists’ professional hours each week are spent in 
direct patient contact." 

This unfortunate trend away from the role of physician is 
being actively promoted by many leaders in American psychia- 
try. Pattison and Elpers (2), for example, have recently written: 


We foresee having two basic types of manpower in the 
future. The first group will be a large number of mental 
health workers who will form the basic cadre for making 


contact with and treating patients.... The second group 
will be a small number of doctoral-level specialists in hu- 
man behavior. ... They will provide little direct care, ex- 


cept that calling for highly refined technical skills. They 
will function as teachers, supervisors, consultants, re- 
searchers, and program development and administrative 
specialists (p. 328). 


The general tone of Dr. Howells’ letter leads me to suspect 
that if he were living in the United States, he would be as 
alarmed as I am about these evidences of psychiatry's drift 
away from medicine, and I therefore very much regret that he 
feels we are in basic disagreement. 
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RICHARD A. SCHWARTZ, M.D. 
Cleveland, Ohio 


The **Personhood" of Children 


Sir: It is a pleasure to read articles such as “The Concept of 
Child Advocacy” by Dr. J.F. McDermott, Jr., and associates 
(November 1973 issue). Somehow, however, they, like the Joint 
Commission on Mental Health of Children, missed a crucial 
point about American society. That is, no thing or person in 
America has any genuine rights unless it is a legal entity, i.e., a 
"person." To speak of rights, therefore, is wishful thinking un- 
less one is speaking about a “person” in law. 

Thus, those who advocate children's rights must, to be effec- 
tive, crusade for the legal “personhood” status of children of all 
ages. This could be simply done, I think, by declaring children 
legal persons by virtue of rights and responsibilities defined in 
law, as corporations have been declared to be “persons” for 
years. 

At present the legal status of children is very unclear. As far 
as I can determine, a child is a genuine "person" in America 
only if he has some sort of legal property rights. It would seem 
to me, to quote the U.S. Supreme Court's description of fetuses, 
that children "have never been recognized in law to be persons 
in the whole sense" (Roe v. Wade, 93 S Ct 47 (1973)]. 

For those over 18 or 21 years old, suffice it to say the follow- 
ing: Whatever their rights are defined to be (free press, religion, 
choice of value system, voting, entering contracts, bearing arms, 
bearing children, etc.), their responsibilities should be recipro- 
cal, because it is the combination of reciprocating rights and re- 
sponsibilities defined in law by which all acquire meaningful 
personhood. 

For minors, personhood status could be ascribed in a pro- 
gressive manner, beginning at conception with the right to life 
as the primary right. All other rights are subsequent to the right 
to life. These rights can be subsumed under the broad categories 
of the right to liberty and the pursuit of happiness and achieve 
their acme during adulthood. 

Children's rights, like those of adults, become meaningful by 
virtue of reciprocal responsibilities. With rights and responsi- 
bilities defined in law, personhood status can be readily ac- 
knowledged. Children's rights will become not only prac- 
ticalities to be implemented and funded but will provide 
psychological guidelines for child rearing and for general be- 
havior at all ages. 

The expectations derived from laws defining the personhood 
of children (like laws defining the equality of women) could 
bring about great improvement in our society. Suddenly every- 
one would have to be "nice" to children not because of whim or 


'A chart outlining the progressive reciprocal rights and responsibilities 
at various age levels is available from the author on request. 
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good intention but because children have the right to be treated 
nicely (just as women have the right to equal treatment). Not 
only would children gain rights but parents could anticipate rea- 
sonable limits and expectations of their children because such 
limits and expectations are the responsibilities of children that 
are reciprocal to their rights. 

Anything less than progressive rights and responsibilities that 
create personhood for children would not be children's rights 
but half measures that on deeper analysis would prove to be 
adult advocacy—usually disguised as concerns about being 
wanted by someone else or being “healthy” as decreed by some- 
one else. Needless to say, the value of being a person is that 
your rights are yours alone and not dependent on someone else. 

Let us declare children to be "persons" in law, because with- 
out being persons they can have no genuine rights. 


SAMUEL A. NIGRO, M.D. 
University Hospitals of Cleveland 
2026 Abington Rd. 

Cleveland, Ohio 44106 


Drs. McDermott and Putman Reply 


Siz: We would take exception to Dr. Nigro’s overbroad gen- 
eralization that the law denies rights to a child as a "non- 
person.” There is probably no other area of law in this country 
that is undergoing more significant and rapid change than the 
law applicable to children and their rights. Many date the be- 
ginnings of this new development to the Kent [384 US 541 
(1966)] and Gault [387 US 1 (1967)] decisions and the cases 
that followed. These decisions specifically recognize that chil- 
dren are entitled to the full protection of the Bill of Rights. Fur- 
thermore, many courts have enunciated the rule of law that mi- 
nor children are entitled to the same redress for wrongs done 
them as are any other persons [e.g., see Peterson v. City and 
County of Honolulu, 462 P 2d 1007 (1969, amended 1970)]. 

It is true that for some purposes children are not considered 
legally competent persons under the law. Frequently such status 
of incompetency has the primary consequence of protecting 
children from being taken advantage of by more experienced 
adults, as with contracts that cannot be enforced against mi- 
nors. Other laws, many of them statutory and widely heralded 
as salutory to the well-being of children, take cognizance of the 
particular vulnerability of children, as in child abuse laws. 

We would add that the status of children cannot be dealt with 
in a vacuum, for their status relates to the status of parents and 
to the responsibility of the state as parens patriae of all children. 


JOHN F. MCDERMOTT, JR., M.D. 
PATRICIA K. PUTMAN, J.D. 
Honolulu, Hawaii 
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Home from the War; Vietnam Veterans: Neither Victims nor 
Executioners, by Robert Jay Lifton. New York, N.Y., Simon 
and Schuster, 1973, 461 pp., $8.95. 


War is no stranger to us of the twentieth century, and among 
American psychiatrists Robert Jay Lifton is no stranger to war 
and its awful consequences. His book Death in Life (1) sensi- 
tively portrayed the lingering aftereffects of atomic war: for 
years people suffer in their minds as well as in their bodies. 
Most especially, they ask questions: Why did I survive, whereas 
others did not? What might I have done, what might we have 
done, to deserve this? And what, if anything, is there for us to 
anticipate with any degree of hopefulness—those of us who 
have looked at hell itself and managed to stay at least somewhat 
alive? 

Now Dr. Lifton has spent time with Americans rather than 
Japanese—our survivors, so to speak. They are the Viet Nam 
veterans who have come home with memories of their kind of 
hell. Theirs is a psychological hell not unlike that which Dr. 
Lifton saw in Hiroshima: terribly hurt people, confused and de- 
moralized by a monstrous war whose causes or purpose they do 
not always comprehend. Dr. Lifton makes it clear that for 
many of our veterans, less vulnerable than the Vietnamese 
people, the same questions have come up: What have we—what 
have J—been doing over there, and why for so long did I not 
think to ask just that? And on and on. 

Home from the War is a forceful, compelling book. Dr. 
Lifton makes no pretense of “neutrality.” All along he has been 
appalled at our nation's role in this most recent of our inter- 
national entanglements, and he is especially powerful as a 
writer when he conveys to us the bond he has felt with those vet- 
erans who have turned against a war they once helped fight. He 
is at his best when he calls upon his clinical skills to show us 
what it is that such men think and feel as they question them- 
selves, their own past deeds, and, not least, this nation of ours, 
so rich and powerful and envied yet so troubled and divided and 
feared. 

I only worry that Dr. Lifton gives little attention to an issue 
at once methodological and all too important from the so-called 
practical point of view. A good many formulations are made 
about a group of people called over and over again “Viet Nam 
veterans." But which veterans? Dr. Lifton does not claim to 
have spoken to any but a relative handful of them, and he is 
careful to make that point quite clear. But his generalizations 
about various forms of guilt, about what it is that “survivors” 
come to feel, are not always sufficiently qualified. There are 
many veterans— perhaps even a majority—who may well not 
have the ideas and feelings or the continuing conflicts that Dr. 
Lifton has taken pains to describe. Nor will it do for “us” (psy- 
chiatrists like Dr. Lifton, or for that matter other strong oppo- 
nents of the United States' recent policies in Southeast Asia) to 
insist upon our knowledge of “them.” 

It may well be that thousands of veterans would read Dr. 
Lifton's book and fail to recognize themselves—not because 
they have repressed something, but because the formulations in 
this book simply do not fit them. It may be that we need a good 
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number of efforts like Dr. Lifton's, some of them made by psy- 
chiatrists with views other than his and some in cooperation 
with veterans other than the kind he happened to see. Put differ- 
ently and more abstractly, because of their training psychia- 
trists are at their best when they make clinical efforts to under- 
stand the particularity, the astonishing complexity, and the 
individuality to be found in any group of men and women. 
When psychiatrists go on to become social scientists, intent on 
making broad generalizations (so desperately wanted by many 
in this nation), they face substantial risks as well as opportuni- 
ties for intellectual affirmation. 
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R.D. Laing, by Edgar Z. Friedenberg. New York, N.Y., Viking 
Press, 1974, 111 pp., $5.95; $1.95 (paper). 


I was misled by the title of this book. I had hoped that it 
would be a clear description of the controversial British antipsy- 
chiatrist and of his ideas, or perhaps even a presentation of 
some new data on how well these ideas actually work out, but 
not so. Laing's ideas are only a springboard for the presentation 
of Friedenberg's views on various matters. The book's real 
context is provided by pointed references to such politically sen- 
sitive items as the Berrigan brothers, the CIA, Lt. William 
Calley, the conspiracy trials, and the dilemma of recruits in the 
Army, Navy, and Marine Corps. The Rosenhan paper, “On 
Being Sane in Insane Places" (1), is given two pages of space, 
while Kingsley Hall, Laing's residential therapeutic commu- 
nity, is dismissed in six lines with the comment that it was in op- 
eration from 1965 to 1970. 

The book lacks clinical detail throughout, but great attention 
is paid to such matters as the futility of the popular vote. This 
section includes the remarkable comment that "even if the 
[booth] curtain were longer hardly anyone could masturbate 
successfully in a polling place. The ambience is rassentiment 
made palpable." This is only one example of the author's ironic 
literary style, which is rich in foreign phrases, literary allusions, 
and academic references. The following is a fairly typical illus- 
tration of the author's style: “This remarkable bit of auctorial 
hindsight into Mr. Abbot's state of mind circa 1930 does pro- 
duce the desired frisson at his presumed necrophilia." The aver- 
age psychiatrist reader will be able to get at the meaning of 
most of the strange words by context, as I did, and words like 
*granfaloon" and “karass” are defined for him, but if my expe- 
rience is any measure he is likely to feel as awkward as a truck 
driver at a literary tea when on page after page he is faced with 
offhand references to such works as Billy Liar, The Home- 
coming, The Birthday Party, The Cocktail Party, The Work of 


Tao Teh Ching, and even A Clockwork Orange and The Green- 
ing of America. The implication is-that everyone, but everyone, 
is or should be totally familiar with these works. Quotations 
and references from them are presented as clear and convincing 
evidence supporting or illustrating the author’s points. 

One tends to take a wide variety of the author’s assertions 
and references on faith until one runs into statements like the 
following: “[In earlier societies] ... mad did not mean mentally 
ill; people who created certain kinds of social problems were 
called mad, but with no implication that they should be given 

.. medical treatment." This creates a credibility problem. 
What can he mean by such an assertion? Either I have totaily 
misunderstood Hippocrates, Aretaius, Aurelianus, and Robert 
Burton, or Friedenberg has misread medical history. 

On the positive side we can say that the author feels free to 
criticize the ideas of Laing as well as those of traditional psychi- 
atry. He feels, for instance, that Laing has gone too far in reject- 
ing psychiatry as a research tool and in failing to agree to the 
use of controls in his work. Laing also underestimates psycho- 
therapy, which the author insists can help a patient “to accept, 
reveal, and celebrate himself." Friedenberg himself "experi- 
enced such help in full measure in a conventional Freudian 
analysis." The disagreement is weak, however, and quickly 
qualified by the comment that at a deeper level psychotherapy is 
only a sort of analgesic that in the long run robs us of the pain 
stimulus needed for growth of the "true self." 

Actually, Friedenberg himself often goes too far, as when he 
suspects "that it would no more have occurred to Laing to look 
to the literature of psychiatry . . . to help [troubled people] than 
... to consult the files ofthe CIA." Laing's work actually shows 
that he has made full use of the psychiatric literature in formu- 
lating his own ideas, and this includes the old romantic period 
in Germany as well as modern work. No matter what one 
thinks of his conclusions, his concepts are clearly stated and he 
even gives recognition to the interplay of social factors with 
newly emerging data on biochemical and genetic factors in the 
creation of schizophrenia. 

All in all, this is not a book for anyone who wants a clearer 
overall view of Laing and his writings; still less is it a book to 
help the clinician to evaluate the Laingean approach. For these 
purposes one can do no better than to go back to Laing's own 
work, especially the chapters on technical matters. What we 
really need, of course, is not a restatement of Laing's thesis but 
some evidence that it really works. It should be a testable hy- 
pothesis that what the schizophrenic really needs is a skilled 
guide to bring him through his voyage from the outer to the in- 
ner world and back without interfering with the process. 

Finally, I am still puzzled as to why Friedenberg chose to fea- 
ture a certain quotation from Laing both on the dust cover of 
the book and in its opening paragraph. The quote reads, "We 
are all murderers and prostitutes.” 

To figure out the meaning from the context I looked for the 
original and sure enough found it in the introduction to The 
Politics of Experience (2). I did not get an explanation as to why 
the phrase was so important, but my effort was not altogether 
lost; in the search I stumbled on another haunting quotation. It 
reads, “Few books today are forgivable” (2, p.xiii). 
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Marijuana: Medical Papers, 1839-1972, edited by Tod H. Mi- 
kuriya, M.D. Oakland, Calif., Medi-Comp Press, 1973, 449 pp., 
no price listed. 


This is probably the best compendium available of the major 
studies and observations that have been made on marijuana and 
its derivatives during the past 135 years. Practically every con- 
troversial aspect of marijuana is covered, with special reference 
to use of its active agent in medical treatment. 

Cannabis sativa is an unusual plant in that it seems to be ca- 
pable of synthesizing a considerable number of compounds that 
affect the nervous system particularly. Whether these effects are 
harmful or helpful in the treatment of disease should be an item 
of high priority for the medical profession. Perusal of this book 
should heighten enlightened curiosity, which in the present so- 
cial environment of decreasing hysteria concerning marijuana 
might well lead to significant pharmacological research on the 
possible beneficial uses of the cannabinols. 

The editor is optimistic that with further research on the ef- 
fects of marijuana in human beings new medical uses for it will 
be found, especially since recent research has suggested that tet- 
rahydrocannabinol may be useful in the treatment of glaucoma. 

Shulgin's chapter on “Recent Developments in Cannabis 
Chemistry" and Musto's summary of “Social Origins of the 
Marijuana Laws" are especially good. The entire volume is 
warmly recommended for those who wish to understand the 
complexities of the marijuana problem but who do not have un- 
limited time to spend on it. 


Dana L. FARNSWORTH, M.D. 
Boston, Mass. 


Law of Hospital, Physician and Patient, 3rd ed., by Emanuel 
Hayt, LL.B., Lillian R. Hayt, J.D., and August H. Groeschel, 
M.D. Berwyn, Ill., Physicians’ Record Co., 1973, 1,165 pp., no 
Price listed. 


No physician or hospital administrator needs to be reminded 
of the innumerable situations that may give rise to legal actions 
against him. The past two decades have seen a burgeoning of 
lawsuits against persons in the health and hospital fields claim- 
ing malpractice, negligence, or malfeasance on their part. The 
hospitals, which not so long ago were regarded in the courts as 
charitable organizations immune from such suits, have now lost 
this defense and face such a variety of claims that a knowledge 
of the pertinent law is almost a prerequisite for a good hospital 
administrator. 

This third edition of Law of Hospital, Physician and Patient 
covers the vast range of legal responsibilities and liabilities of a 
nongovernmental hospital, ranging from pertinent corporate 
law to problems that may arise in each of the professional serv- 
ices that together constitute the general or community hospital. 

This is not a book one sits down to read, nor does it make the 
reader a legal expert. Rather, it is in the nature of a guide for 
hospital administrators that might be consulted when diffi- 
culties arise or when the need for possible preventive action is 
recognized. The text is based extensively on recent case law, 
thus providing the administrator a valuable reference for up-to- 
date information. 

The book contains some elementary but informative sections 
for the nonlawyer. The first five chapters lay the foundation for 
understanding the legal process. They deal with the origins of 
law as it pertains to the hospital, the structure of the legal sys- 
tem, the principles of civil and criminal law, and the law of evi- 
dence. It also contains chapters on areas of increasing signifi- 
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cance such as confidential communications, medical records, 
privilege, informed consent with respect to adults and minors, 
and the rights of privacy. 

Since the body of law in the mental health field has recently 
become a highly specialized area of medicolegal expertise, there 
is little discussion of problems arising strictly out of psychiatric 
practice or the care of psychiatric patients. Nevertheless, ad- 
ministrators of mental hospitals as well as those of community 
general hospitals will find this a most useful source of current 
information on the legal aspects of their common responsi- 
bilities. 


JOHN DONNELLY, M.D. 
Hartford, Conn. 


The Child and Reality: Problems of Genetic Psychology, by 
Jean Piaget, translated by Arnold Rosin. New York, N.Y., 
Grossman, 1973, 174 pp., $7.95. 


The appearance of a new book described on the dust jacket as 
"designed to make Piaget's revolutionary work accessible to 
the general reader" raises hope that what follows will be less 
formidable than much of his published work. In fact, this hope 
is partly fulfilled —there are indeed sections of the book that 
psychiatrists and child psychiatrists will find exceptionally stim- 
ulating. However, the book has a number of undesirable quali- 
ties that need to be mentioned together with its assets. 

First, the book's English title is misleading and promises 
more than it delivers. The French title, Problems of Genetic 
Psychology, is much more accurate than The Child and Reality. 

Second, the book is not an integrated exposition written with 
the general or nonspecialist reader in mind. Rather, it is a col- 
lection of talks and papers delivered by Piaget between 1954 
and 1971 and oriented toward a variety of specialist audiences 
such as neurologists, psychologists, and philosophers. Thus a 
considerable amount of the material is quite specialized and 
sometimes very difficult for the general reader to understand. 

Third, the translation complicates Piaget's already complex 
style. It looks as though the translator did a highly conservative 
and literal translation of both terms and sentence structure. 
Thus many sentences become French arabesques rather than 
scientific English, and many French scientific words translated 
literally become English neologisms. To summarize, the book 
will cause the general reader considerable difficulty. 

On the positive side, the book has aspects that more than off- 
set its problems. It is always instructive to read a scientific pio- 
neer writing about his work, and this is especially true of Piaget. 
For me at least, one of the most impressive aspects of his work 
has been his methodology. He uses simple tests and asks simple 
but profoundly insightful questions that produce really inter- 
esting results. As one reads and ponders, trying to get inside 
Piaget's head, it gradually becomes clear that he is not simply a 
child psychologist attempting to understand how children think. 
Rather, he is in part a practical philosopher attempting to un- 
derstand human reality by way of children. His aims resemble 
those of the cultural anthropologist who attempts to get at the 
underlying and unquestioned assumptions and infrastructures 
of behavior. Thus Piaget's research questions and discussions 
become exceptionally insightful as the reader becomes familiar 
with the concepts and language he uses to communicate. 

For the psychiatrist, one of the most provocative results that 
come from immersion in Piaget's thought is the gradual devel- 
opment of new ways of thinking about old phenomena. For ex- 
ample, psychiatrists generally agree that most people experi- 
ence a repression of their early childhood experiences and 
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memories. As for the cause of this repression, there are few 
good explanations other than the psychoanalytic. However, as 
one reads Piaget's descriptions of sensorimotor intelligence and 
the extent to which childhood cognition is dominated by non- 
verbal and nonsymbolic mental functioning, it begins to look as 
though many things we have regarded as defense mechanisms 
are actually reflections of normal cognitive developmental proc- 
esses. 

To say it a bit differently, it may be that the repression of pre- 
oedipal and oedipal conflicts and the entry into latency may be 
due to the dominance of symbolic and verbal intelligence over 
sensorimotor intelligence. What is the practical value of this? 
Most therapists treating children find themselves behaving very 
differently when attempting to point out a defensively moti- 
vated resistance (e.g., repression) than when attempting to pro- 
vide a child with the symbolic and verbal tools to help him learn 
what he already knows on a sensorimotor level. One is nearly 
always able to do the latter comfortably, since it is a giving type 
of activity. The former is always a delicate matter of phrasing 
and timing, since it is a taking away or uncovering type of activ- 
ity and may be interpreted by the child as criticism. Thus Piaget 
may help the therapist to become a “stretch” instead of a 
"shrink." 

Yet another practical insight for psychiatrists that comes 
from reading this book of Piaget's is a recognition of the 
enormous cognitive differences between child therapists and 
child patients. Therapists are normally used to thinking in ab- 
stract logic (Piaget describes it as hypothetico deductive), in 
terms of contingencies and consequences (if x then y). This de- 
ductive style is so logical and useful in explaining behavior that 
it is difficult indeed to realize that our child patients are in- 
capable of such reasoning. Rather, they come to us with a mix- 
ture of sensorimotor knowledge (largely nonverbal) and sym- 
bolic, verbal mental operations that work by nonalgebraic logic, 
e.g., by means of adding or subtracting information to or from 
existing concepts. Although they can understand conservation 
of matter by age 8, they cannot understand conservation of 
weight until age 10 and conservation of volume until age 12. In 
sum, | came away from this book with a much richer apprecia- 
tion of the communication gap in child therapy. 

By way of conciusion, this book, though misleadingly adver- 
tised and requiring more thought, patience, and tolerance than 
usual, should reward readers with more than usual intellectual 
dividends. 


WiLLIAM M. BoLManN, M.D. 
Honolulu, Hawaii 


The Moralist, by Allen Wheelis. New York, N.Y., Basic Books, 
1973, 159 pp., $7.95. 


This is the sixth book by the author, who is a psychoanalyst 
in San Francisco. As Publishers Weekly said of him, he ‘‘com- 
mands a strong, supple prose.” Of this there is no doubt, and he 
uses it convincingly in this searching meditation on morals. 

To inculcate right conduct in these unbuttoned times is de- 
voutly to be wished. But the times are irreverent, as the opening 
sentence of the book indicates: “If God is dead, says Ivan Ka- 
ramazov, everything is permitted." And what an everything it 
has become, as the riders on the spaceship Earth have come to 
know in an age of atrocities terrible to contemplate. 

Weston LaBarre defined the problem of morals as follows: 


No morality is an absolute, the safety proven, the caught 
bird with salt on its tail. It is the chosen and the hoped-for, 


a loyalty that is man’s burden, his glory, and his cross. For 
in the last analysis every culture is a moral geometry—a 
system not inalternatively imbedded in the physical world, 
but a contingent means of triangulating one’s course 
through reality. But culture is also the immortality of dead 
men, a way in which their judgments and choice manage to 
coerce the living. Still all men, including dead men, can be 
wrong (1, p. 221). 


We are all of us potential criminals, but we do not become 
criminals because a social authority of sorts operates within us. 
Any diminishment of this authority, in parents during forma- 
tive years or in our leaders in social and government institu- 
tions, is apt to upset our balance. Thus external reinforcement is 
required by some to be able to exhibit moral restraint, so as not 
to act on impluse. When social authority diminishes, force 
moves in to restrain crime and restore order as an alternative to 
anarchy. The political hierarchy is crucial to our security, for 
here power is held and wielded. This would seem to call for bet- 
ter methods for the making of statesmen, who have been in rare 
supply for a long time. 

Wheelis appears to see a slow growth of standards preceding 
awareness that are to be discovered but not created. Man de- 
signs clumsily and there is no principle created by him that can- 
not be subverted. There is no more striking example than the 
holocausts perpetrated in the name of love or other “good.” 

Wheelis recommends seeking after awareness and empathy, 
to use better what we already know about good and evil. This 
understanding need not halt at national boundaries, or even at 
man himself, since man will increase in dimension if under- 
standing extends to nature—‘‘to banyan trees, to the great blue 
whale, and the wild honking goose." This was Albert Schweit- 
zer's concern in his reverence for life. 

There is nowhere to go but ahead. Wheelis believes that the 
secure community is growing, which is that association of 
people relatively free of the danger of breaking apart into de- 
structive, warring factions and slowly growing in awareness of 
others. They are the only hope of mankind. 
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Learning for Tomorrow: The Role of the Future in Education, 
edited by Alvin Toffler. New York, N.Y., Random House, 
1974, 399 pp., $10.00. 


In this interesting and important multiple-author book, edi- 
tor Alvin Toffler reminds some of us and advises others of the 
existence of an exciting and ever expanding new field in educa- 
tion—that of futurism. 

Best known to most readers for his popular best seller Future 
Shock (1), Toffler has brought together in this new and some- 
what lower-key volume the thinking of 19 leaders from the field 
of futurist studies. These experts from such overlapping dis- 
ciplines as sociology, psychiatry, education, and theology share 
one overriding interest —that the education of our youth be rad- 
ically recalibrated to prepare them to foresee the swelling tidal 
wave of future problems and to commence the invention of so- 
lutions to them now. One contributor quotes Robert Finch, 
former Secretary of the U.S. Department of Health, Educa- 
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tion, and Welfare, in his succinct critique of the prevailing ped- 
agogical pattern: “All too often we are stuffing the heads of the 
young with the products of earlier innovation rather than teach- 
ing them how to innovate. We treat their minds as storehouses 
to be filled rather than as instruments to be used." 

Fast-moving, far-ranging, and readable, these essays include 
such intriguing titles as Toffler's own contribution, "The Psy- 
chology of the Future," along with ““Tomorrow’s Curriculum 
Today," “Educating Scientists for Tomorrow," “Science Fic- 
tion as an Educational Tool," “Futurism and the Reform of 
Higher Education," and many others just as promising by the 
remaining contributors. Although the topics are varied, two 
themes seem to predominate throughout. First, the core thesis 
of futurist education is that all teaching should be done with an 
active mind and an eye toward the future rather than as a ritual- 
istic tribute to the dead and largely irrelevant ghosts of the past. 
Second is a repeatedly voiced concern with the ever widening di- 
vergence of C.P. Snow’s “two worlds"—that of science and 
technology on the one hand and that of the humanities on the 
other. 

Notably absent from this otherwise comprehensive survey is 
an adequate appraisal of those most perplexing and trying is- 
sues in the human drama which are of the greatest, most imme- 
diate, and most telling interest to the practicing psychiatrist: the 
evolution of the rules by which people live—their manners, 
morals, aesthetic adventures, politics, and religious convictions. 
Today's working psychiatric clinician can hardly get through a 
day at the office without wondering once again about the future 
of marriage, optional public nudity, the viability of the concept 
of a personal God, widely prevailing and variegated notions of 
posthumous rewards and punishments, the desacralization of 
sex and its steady relegation from the sacramental to the re- 
lational and recreational, and why—-after some two centuries of 
trying—we have still not succeeded in delivering the guarantees 
of the Constitutional Bill of Rights into the everyday lives of 
our people. : 

Even so, Learning for Tomorrow is a rewarding reading and 
thinking experience. An appendix at the end of the book dra- 
matically illustrates the remarkable growth of the futurist 
movement in modern education by providing an abundance of 
useful information to “those interested in the design of future- 
oriented curricula with materials, resources, ideas, and contacts 
that may be helpful." 

My concluding evaluation is that this book is strongly recom- 
mended reading. 
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Schizophrenia: A  Psychopharmacological Approach, by 
Thomas A. Ban, M.D. Springfield, Ill., Charles C Thomas, 
1972, 122 pp., $12.75. 


Perhaps it is not too cynical to note that there is often an in- 
verse relationship between the popularity of books on schizo- 
phrenia and their psychiatric content. The most successful ef- 
forts in recent years have tended to be highly sensational and 
almost devoid of scientific meaning. This small volume by 
Thomas Ban, on the other hand, treats schizophrenia as if it ex- 
ists and is an illness. He does not see it as a political activity or 
as an exploration beyond the undesirable constraints of reality. 
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For those readers who are interested in schizophrenia rather 
than fiction, the book is highly recommended. 

The author is a noted Canadian psychopharmacologist who 
approaches his topic succinctly, lucidly, and with deep under- 
standing. [n a few brief pages he describes the neuroleptics that 
are in common use in the treatment of schizophrenia and their 
clinical effects. In a concise but admirable 36 pages he describes 
the effects of the neuroleptics on schizophrenic patients in ex- 
tremely useful clinical terms. In a very real sense, Ban attempts 
to communicate a frame of reference for approaching the schiz- 
ophrenias. This is not a manual on the use of neuroleptic 
agents; it is much closer to a way of conceptualizing and ap- 
proaching the problem. 

There have been many positive consequences to the in- 
troduction of the major tranquilizers. They have certainly had a 
beneficial therapeutic impact on both the acute and the chronic 
patient population. More importantly, they have helped bring 
about the dramatic change in the delivery of psychiatric services 
from a long-term, state hospital orientation to more of a com- 
munity orientation. This last comment is not meant to deny the 
existence of a prepsychopharmacologic-era trend toward com- 
munity orientation. Nevertheless, these drugs have enhanced 
and augmented the trend dramatically. 

Ban reviews some of the biochemical theories of schizophre- 
nia in an extremely succinct and balanced way. He appears to 
favor the transmethylation hypothesis as the most viable. He is 
not alone in this bias. 

He reviews some of the work using response to phenothia- 
zines as a classificatory principle in schizophrenia. Certainly the 
psychopharmacologic approach to classification is a helfpul 
supplement to our more traditional methods. He does not de- 
ceive himself into believing that the "breakthrough" has been 
achieved, yet he is able to see the value of incremental increases 
in knowledge. It is this scientific attitude which separates him 
from the polemicist. He also recognizes some of the problems 
and dangers in keeping chronic schizophrenic patients out of 
the hospital. The community-must bear a larger number of sick 
individuals in its midst who contribute to the gene pool as well. 

This small volume (only 90 pages of text) is strongly recom- 
mended to anyone interested in schizophrenia. It reviews much 
of our knowledge from a psychopharmacologic perspective and 
raises many important questions on which the reader can re- 
flect. 


ROBERT CANCRO, M.D. 
Hartford, Conn. 


Drug Dealers—Taking Action, by Richard H. Blum and asso- 
ciates. San Francisco, Calif., Jossey-Bass, 1973, 307 pp., $10.75. 


This rather ponderous book is not easy to read, perhaps be- 
cause of the complexity and intangibility of the subject matter. 
As the authors point out, it is difficult to obtain hard facts or 
come to firm conclusions regarding the shadowy world of illicit 
drug trafficking. There are literally tens of thousands of illegal 
drug dealers all over the world conspiring to proselyte and push 
their wares onto an increasing number of willing consumers. 
The problem is international and universal. Tourists, migrants, 
transportation personnel, law enforcement officers, judges, doc- 
tors, legislators, and drug companies as well as mysterious 
mobsters and smugglers are involved in the flow of this con- 
traband. 

Traditional attempts to control drug dealing are not working. 
This book attempts to probe some of the reasons why inter- 
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diction efforts so often fail. For one thing, the characteristics of 
ilicit dealers are amorphous and range all the way from the 
adolescent grade-school user-dealer to the small-time street 
pusher to the gangster and the big-time international operator. 
Arrests can only be spotty because of insufficient funds for ef- 
fective enforcement. The chances of getting caught are so slen- 
der that a desperate user-dealer will easily risk arrest to obtain 
his own drug supply. The big-time, slick, sharp operators can 
well afford to gamble on not getting caught, considering the po- 
tential for huge financial rewards. 

Complicating enforcement efforts is the existence of world- 
wide international sanctuaries for the production, warehousing, 
and shipping of drugs as well as for the safeguarding of dealers 
who are wanted elsewhere as criminals. Equally complicating is 
the fact that a large segment of society passively acquiesces to 
drug use if not actuallv engages in it. The widespread tolerance 
of alcohol and marijuena abuse is not conducive to public pres- 
sure for the heavy expenditures necessary for more than a rhe- 
torical demand for stricter drug control. 

Actual studies reported in this book regarding programs in 
prisons and other correctional institutions designed to combat. 
drug dealing show that they often have the opposite effect. Pris- 
ons and treatment centers flourish as hotbeds of trafficking. 
Drugs apparently are easily smuggled in through a variety of 
ingenious methods, often with the help of corrupt guards. The 
most ingenious and repulsive method described is the swallow- 
ing of a condom or balloon containing drugs by a visitor who 
then passes this via the visitor's toilet into the prison sewer 
system, from which it is retrieved by a prisoner. 

Although a solution to the problem seems almost hopeless 
unless social strictures against drug use become more effective, 
this book does offer some suggestions. The greatest cost effec- 
tiveness in preventing drug abuse is attained with the young 
user-dealer. The first arrest of an adolescent who is not other- 
wise too delinquent offers the best opportunity to turn him away 
from a life as a drug dealer. The authors suggest that youngsters 
who are passing through the initial dealer phase might best be 
left alone, at least officially, rather than prematurely labeled or 
institutionalized as criminals. Constructive family and peer 
influences with good counseling at this point offer the best 
chance of salvaging potential hardened dealers. 

Except in this situation, punishment or even treatment is sel- 
dom successful. With a little luck and a great deal of praying, | 
the natural maturing process will rescue most youths from the 
drug-dealer quagmire. As young people get older and wiser, 
there is a natural tendency to split from the drug scene. 


FREDERICK LEMERE, M.D. 
Seattle, Wash. 


Therapy in the Ghetto: Political Impotence and Personal Dis- 
integration, by Barbara Lerner. Baltimore, Md., Johns Hopkins 
Press, 1972, 216 pp., $8.95. 


The author's major thesis is that psychotherapy in the ghetto 
is not only possible but also clinically effective and competitive 
in cost with other common forms of treatment for mental dis- 
orders. She presents clinical and theoretical evidence both for 
and against this view and then describes lucidly and in a manner 
understandable by most students and practitioners a fairly rig- 
orous clinical experiment designed to test several hypotheses 
bearing directly on her thesis. Using a modification of the Ror- 
Schach examination (which she took the trouble to validate) as a 
measure, it was possible to demonstrate statistically significant 
degrees of positive change in the psychic functioning of ghetto 


patients with rathér severe mental disturbances. These results 
were obtained with courses of psychotherapy ranging from 10 
to 75 sessions provided by therapists of various disciplines 
(mainly social work and psychology) who had varying amounts 
of professional experience as therapists. Some but not all of 
these therapists had personal experience as psychotherapy 
patients. 

A second major hypothesis, for which data of this study pro- 
vide much support, is that the effectiveness of psychotherapy 
with ghetto residents is a function of the therapist’s motivation, 
attitudes, and personality structure rather than of the client’s 
psychopathology or socioeconomic status. The author’s eluci- 
dation of these relationships is a valuable contribution to the 
field as a whole, and particularly for those responsible for pro- 
viding psychotherapeutic care to ghetto populations, in spite of 
the markedly contrasting views that currently prevail. 

It is unfortunate, in view of all the merits of this volume, that 
it presents a rather negative and unbalanced view of the role of 
psychiatrists in organizing, supporting, and providing psycho- 
therapy services for poor people. Perhaps some of us who are 
actively engaged in psychiatric work in ghetto areas are open to 
criticism for having failed to counter prevailing attitudes with 
the kind of documentation Dr. Lerner has given us. In view of 


the importance of developing alliances between like-minded cli- , 


nicians, I hope that psychiatric readers will attend less to this 
aspect of her work than to the substantive and valuable contri- 
bution made by the study. 


ELIZABETH B. Davis, M.D. 
New York, N.Y. 


The Murdering Mind, by David Abrahamsen, M.D. New York, 
N.Y., Harper & Row, 1973, 245 pp., $6.95. 


In the first 44 pages of this book, Dr. Abrahamsen gives his 
views on the psychology of the murderer and his victim. In the 
remainder of the volume he presents a somewhat fictionalized 
and dramatized story of a particular case and the tangled, com- 
plex, emotional relationship between the killer and his victim. 

In the expository portion of the book, Abrahamsen again 
presents his outline of the 10 “distinguishing characteristics of 
the murderer” that were previously published in his book Our 
Violent Society (1, p. 133). He concedes that all of the listed 
signs may only indicate emotional disturbances that may not 
necessarily result in murder. Nevertheless, the listing of them as 
positive evidence of murderous potential is, in my opinion, very 
misleading. However, it does illustrate the difference between a 
clinical casebook approach and the requirements of the 
more “hard-nosed,” statistically valid, and reliable evidence 
that would be required for prediction of violence and that would 
justify preventive detention. 

Unfortunately, at the present time prediction of violence is 
usually accomplished with the use of soft clinical evidence of the 
type that Dr. Abrahamsen describes. It is now well known that 
this type of evidence grossly overpredicts violence. Dr. Abra- 
hamsen’s long-standing interest in the possible relation of cer- 
tain types of habitual misspellings to violence potential is an ex- 
ample of such overprediction. He has presented fairly 
convincing evidence that many violence-prone individuals have 
a propensity to spell in a careless manner, usually relying on a 
crude kind of phonetic spelling rather than learning the correct 
spelling of many common English words. This is interpreted as 
a sign of egocentrism: "In these cases the person uses his imagi- 
nation and spells a word as his fantasy directs him because he 
wishes the word to be written Ais own way." Abrahamsen advo- 
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cates use of this criterion as a possible means of detecting the 
potentially murderous person. In the detailed case discussion of 
"Tiger," which constitutes the main portion of this book, Abra- 
hamsen has some doubt at times as to whether the defendant- 
patient actually committed the murder. But he observes the 
man’s tendency to misspell words and concludes that “it may be 
another factor of circumstantial evidence confirming Tiger’s vi- 
olent act." 

Abrahamsen apparently gives no consideration to the most 
elementary validation of this misspelling-murder-potential re- 
lationship. One may be prepared to concede that many murder- 
ers are poor spellers. But what is the value of such information 
if, as we know to be the case, millions of nonmurders are also 
poor at spelling? Again, with statements such as "The prime 
marks of the murderer are a sense of helplessness, impotence 
and nagging revenge carried over from early childhood," the 
reader is left with a sense of frustration in not knowing whether 
these characteristics are supposed to apply to all murderers or 
only to certain types. And what about the incidence of these 
“prime marks" in persons who have never murdered and never 
will? 

The extensive case history of Tiger is interesting, but one is 
uncertain as to how much reliance to put upon the author's in- 
terpretations of the psychodynamics of the killing in view ofthe 
intentional distortions that have been introduced by the author 
for the sake of maintaining confidentiality and for purposes of 
dramatic emphasis. Abrahamsen has "'disguised identities, 
sometimes by making a composite picture, at others by in- 
tensifying certain actions of psychiatric importance, in order to 
place the murderer in sharper relief in terms of his psychic na- 
ture." 

Included in the case report is a very detailed account of a 
court hearing to determine whether Tiger was sufficiently sane 
to permit his trial for homicide. The description of this hearing 
will be very confusing to most readers for it is a most atypical 
legal proceeding in which many other issues than the defend- 
ant's present insanity were considered. 

A book such as this, which appears to be aimed at both lay 
and professional readers, can seldom please both. To the lay 
reader, it will certainly reveal how a psychoanalytically oriented 
psychiatrist conceptualizes murderers and their victims. To 
the psychiatric or legal professional, there will remain many 
doubts as to the validity of the author's conclusions about vio- 
lence and the mind of the murderer. 
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BERNARD L. DiAMOND, M.D. 
Berkeley, Calif. 


The Malpractice of Psychiatrists, by Donald J. Dawidoff. 
Springfield, Ill., Charles C Thomas, 1973, 145 pp., $9.75. 


Malpractice is a word that strikes fear into the hearts of 
many physicians, and the spiraling costs of malpractice in- 
surance indicate good cause for concern. The psychiatrist, how- 
ever, as long as he avoids electroconvulsive treatment and the 
like, has generally felt beyond the reach of such a legal remedy 
for any errors in judgment or treatment. 

In this rather poorly written book, Attorney Dawidoff at- 
tempts to show how malpractice law can be extended to those 
practicing "the verbal therapies of psychoanalysis and psycho- 
therapy." While the book is purportedly written for both law- 
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yers and psychiatrists, the latter will probably find the legal lan- 
guage and reasoning abstruse and difficult to follow. 

After ineptly describing psychotherapeutic techniques with 
inordinate emphasis on the importance of transference and 
countertransference, the author then proceeds to argue that the 
psychiatrist is responsible in some way for the behavior of his 
patient and can be held accountable in a malpractice suit. He 
then proceeds to apply the malpractice concept of "standards of 
care" to the use of words in psychotherapy and the concept of 
"fiduciary duty" of the psychiatrist to his patient, along with 
other legalisms, as well as to discuss problems of proof. 

In the latter chapters of the book, the author goes on to dis- 
cuss some of the better established areas in psychiatric malprac- 
tice case law involving ECT, use of psychotropic medications, 
improper commitment evaluations, and similar areas, but these 
are dealt with briefly and with little enthusiasm. 

Mr. Dawidoff's arguments would be far more convincing 
were it not for his extraordinarily naive approach to the causes 
of human behavior and intervention through the use of psycho- 
therapy. Further, the legal cases cited to buttress his arguments 
are few and not directly to the point; one of the most frequently 
cited cases was obtained from a newspaper item in the London 
Times. Be this as it may, Attorney Dawidoff's inquiry into the 
application of malpractice law to "the verbal therapies" is not 
ill-timed. Recent court decisions in the area of right to treat- 
ment create a new psychiatric “Catch 22." These result in in- 
creasing pressures to provide psychotherapeutic treatment, 
which must maintain some reasonable professional standards. 

To be sure, the reluctance of many patients to bring suit and 
potentially open to public view some of the private areas of 
their lives would make such cases rare, but they can and do oc- 
cur. Were the attitudes of our trial and appellate courts a little 
more consistently reality oriented, I would tend to discount this 
book entirely and could hardly in good conscience recommend 
it to anyone. However, with new directions being taken by our 
courts on so many issues, this book may very well encourage 
some lawyers to bring litigation into areas previously unfettered 
by the many restraints required of a medical practice forced to 
be defensive because of the threat of potential malpractice. Per- 
haps the chief value of the book to the psychiatrist is to study 
the legal mind and its functioning. As such it may be a real 
sleeper. 


AMES Rosey, M.D. 
Ann Arbor, Mich. 


The Technique of Psychoanalytic Psychotherapy, vol. 1, by Rob- 
ert Langs, M.D. New York, N.Y., Jason Aronson, 1973, 632 
pp., $15.00. 


Dr. Langs’s book may best be described as a workbook that 
focuses on the technique of psychoanalytic psychotherapy. The 
book was motivated by Dr. Langs’s observation, both as a prac- 
titioner and as a supervisor of psychotherapy, that effective 
therapy depends on the application of psychoanalytic principles 
and his frustration that the literature dealing with the issues and 
problems in this area is meager. Thus for 10 years he has col- 
lected data that he presents in this book to clarify and concep- 
tualize the practical application of psychoanalytic theory, espe- 
cially the developments in ego psychology, to the process of 
psychotherapy. 

According to Dr. Langs, the prime focus in therapy is on the 
reality situation with which the patient is struggling and to 
which he has responded maladaptively because of his anxieties 
and intrapsychic conflicts. Keeping the context of the patient’s 
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reality in mind, the therapist listens and looks for indicators of 
psychic malfunctioning that are produced by the memories, fan- 
tasies, id strivings, and ego and superego dysfunctions that have 
been stimulated by the reality situation. Indicators of malfunc- 
tioning are symptom regressions, vague communications, si- 
lences, inappropriate actions, defenses, distortions of reality, 
impaired object relations, and troublesome fantasies. 

As the therapist listens, he formulates from the patient's as- 
sociations and from material from past sessions the issues that 
are causing the patient distress. The therapist intervenes when 
after listening for a reasonable time he believes that he either 
must ask for more information or has developed a formulation 
that should be communicated to the patient to help him deal 
with defenses and resistances and to afford insights that will fur- 
ther the progress of treatment. Interventions may take the form 
of questions, clarifications, confrontations, or interpretations 
and are designed to further the patient’s understanding of his 
thoughts, feelings, and behavior. Confrontations and clari- 
fications deal with surface manifestations while interpretations 
deal with genetic and various levels of unconscious material. 
Confirmation of the validity of the therapist's interventions is 
obtained from the patient’s responses. A second volume, to be 
published soon, will describe these in greater detail. 

Dr. Langs illustrates with more than 300 vignettes the effects 
on the patient of the therapist’s behavior and interventions. The 
use and abuse of silence and questioning, the importance of the 
timing and accuracy of confrontation and interpretations, and 
the impact of the therapist’s manner and tone are amply docu- 
mented. The necessity to identify current stresses that may not 
always be readily apparent to the patient is emphasized. The 
therapist should be mindful that an important aspect of the 
patient’s current reality is the therapeutic relationship, which is 
influenced by such factors as the initial contact with the thera- 
pist, the location of his office, the fees charged, appointment 
schedules, the prescription of medication, vacations, attitudes 
toward gifts, extratherapeutic contacts, physical contact, and 
responses to requests for advice. Langs repeatedly demonstrates 
the importance of interruptions of treatment and anticipation 
of termination in reviving the patient’s feelings and attitudes as- 
sociated with unresolved losses and separations. 

None of the vignettes is very lengthy, but they are sufficiently 
detailed and well written to convey the process of psychother- 
apy. For the most part, they contain enough data to sub- 
stantiate the conclusions Dr. Langs derives from them. Because 
communications are multidetermined, the material can of 
course lend itself to assumptions that differ from Dr. Langs’s. 
Because he is aware of this he has on occasion used the same vi- 
gnette to illustrate different points. At times Dr. Langs’s con- 
clusions may appear arbitrary and simplistic, but his overall ap- 
proach is sensitive, comprehensive, and thoughtful. This book is 
a welcome addition to the literature and can be useful to the 
practitioner and supervisor of psychotherapy, especially if he 
seeks from it not definitive models of how to do psychotherapy 
but source material on which to base reflections about and dis- 
cussions of the process of psychoanalytic psychotherapy. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


The Development of Freud’s Thought, by Reuben Fine, Ph.D. 
New York, N.Y., Jason Aronson, 1973, 296 pp., $10.00. 


In this volume Dr. Fine has undertaken a tedious and cum- 
bersome task. No other work attempts this effort in the same 
way as Dr. Fine does. He has reviewed all of Freud’s important 


psychological writings to put them in historical perspective, re- 
late them to each other, and depict the development of psycho- 
analytic theory at the time of Freud’s death in 1939. 

The author states that a major reason for writing this book 
was to set the record straight regarding what Freud said and 
what he did not say. He is particularly sensitive to the plethora 
of partial theories and technical innovations that have sprung 
up in the past three decades. Claiming to be advances, they re- 
ject the "older," “‘fatalistic,” “‘instinct-dominated,” "classical" 
psychoanalytic thinking. The author indicates that such views 
often reflect only partial awareness of psychoanalysis as a body 
of theory. 

Dr. Fine is clearly at home in psychoanalytic theory, but this 
sometimes leads him to treat complex concepts too concisely. 
He has a rather abrupt writing style in which he introduces and 
disposes of issues quite suddenly. The beginning student will 
find this disturbing. For example, in the chapter “‘Psychoanaly- 
sis, Psychiatry, and Psychology," Fine refers to major differ- 
ences among the three but treats them too simply, in my opin- 
ion. He constantly works at correlations and syntheses and 
makes significant points, but they need to be expanded, even 
though that would result in a longer book. 

The chapter titled "Freud's Major Works from 1914 to 
1939” is a particularly good one. Dr. Fine writes clear sum- 
maries of the important papers of that period, from “On Nar- 
cissism: An Introduction" through “Analysis Terminable and 
Interminable." These summaries are good companions to the 
original papers and should stimulate clearer thinking on the 
part of the serious student. 

The notes that end each chapter contain specific references 
and comments by the author on the relevance of the references. 
This is an important and thoughtful addition by the author. 

In summary, Dr. Fine has completed a difficult task with sig- 
nificant success. His book will help both the student and the 
teacher of psychoanalysis. 


Epwin C. Woop, M.D. 
Houston, Tex. 


The Right To Die: Decision and Decision Makers. Symposium 
No. 12, by the Group for the Advancement of Psychiatry. New 
York, N.Y., GAP, 1973, 96 pp., $3.50 (paper). 


The title of this GAP symposium would lead the reader to an- 
ticipate a timely discussion of medical ethics, but such is not the 
case. The dilemma between preserving life and relieving suffer- 
ing that has been thrust upon the medical profession is provok- 
ing increasing debate. Has a dying individual the privilege to 
terminate his life under certain circumstances? Has the physi- 
cian a corresponding obligation to refrain from interference in 
such a decision? These questions are now being posed with a 
sense of urgency. Because psychiatrists are frequently involved 
in the treatment of dying patients, they are as eager for the an- 
swers as their colleagues in general medicine. However, the par- 
ticipants in this symposium do not address themselves to these 
questions or even attempt to define them. In fact, their diverse 
offerings tend to confuse psychiatry with philosophy and over- 
step the bounds of psychiatric competence. 

The panelists present a series of penetrating insights, each 
from his own particular vantage point. They note that advance- 
ments in medical science and technology have given physicians 
increasing control over death and with it increasing responsi- 
bility for the character of a patient’s dying. As Prescott Thomp- 
son poignantly illustrates from his own experience, try as we 
may we cannot evade this responsibility. If we follow the Hip- 
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pocratic injunction to do no harm we must at least refrain from 
actions that rob patients of basic human qualities. 

The panelists agree that under certain circumstances the 
choice of death is both rational and impelling. In fact, this 
choice is, according to panelist Jack Weinberg, the essential and 
ultimate human freedom upon which we ought not encroach. In 
critically examining the will to die, however, Lawrence Green- 
leigh reminds us of our limited appreciation of death. Though 
we can experience the loss of another, we cannot experience our 
own cessation. Consequently we tend to anticipate continued 
existence. Perhaps, as panelist Robert Butler suggests, we 
should capitalize on this sense of continuation and develop a 
deep personal sense of legacy in the face of increasing threats of 
world destruction. 

Alvin Goldfarb sees society’s preoccupation with death as a 
sign of ultraconservatism and authoritarianism. He finds this 
fad consistent with the current cultural concern for individual 
freedom in the face of repressive social forces. But he cautions 
that the widespread glamorization of dying may be but another 
repressive force. Beyond that, however, panelist Montague Ul- 
man tells us that our society is hypocritical toward death, sanc- 
tioning killing in war but prohibiting individuals from taking 
their own lives. 

Unanswered by this highly stimulating panel is the question 
of whether a dying patient has a right to choose the time of his 
death and, if he does, what the physician’s obligation is in the 
matter. Several panelists offer analyses calling for change in the 
social order. In so doing they stray from the special body of 
knowledge and experience that is unique to psychiatry. Other 
panelists take up the cause of the dying patient, giving varied 
reasons why they believe such suffering individuals should be 
granted the right to die. The ethical dilemma can be resolved 
only by continuing debate in which attention is given to the pre- 
cise definition of terms and the explicit statement of principles. 
Psychiatrists, as they participate in this debate, should speak as 
private citizens, not as experts. 


Russet Noyes, M.D. 
Iowa City, lowa 


The Writings of Anna Freud, vol. 3: Infants Without Families: 
Reports on the Hampstead Nurseries 1939-1945. New York, 
N.Y., International Universities Press, 1973, 666 pp., $17.50. 


Volume 3 of The Writings of Anna Freud contains the classic 
observations made at the Hampstead Nurseries during the 
World War H blitz on London. The effects on young children of 
war-imposed separation from their families were studied. 

The first half of the book consists of the monthly reports sent 
to the institution in New York City that supplied the major 
funding for the nurseries, the Foster Plan for War Children, 
Inc. These reports provide delightful reading for anyone inter- 
ested in the development of children. They are written simply, 
with no jargon, and provide careful naturalistic observations on 
the emotional and developmental impact of the child's separa- 
tion from the family. The only one that has been published be- 
fore is Report 12, the first annual report. 

The importance of these reports is well and modestly stated 
in the first paragraph of the foreword: 


Since World War II, when these reports were written 
and the conclusions drawn from them, they have been fol- 
lowed by a long line of studies of young children who have 
to pass through their infancy deprived of family care. 
Some of these publications contain material which is more 
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impressive in its tragic impact than the observations re- 
corded by us; or which has had a wider impact on the pub- 
lic mind; or which surpasses us by far in scientific accuracy. 
Nevertheless, we can claim the merit to have been first on 
the scene, and thereby to have initiated the series. 


The second part of this volume contains the already classic 
document "Infants Without Families." 

Most important in the evaluation of the significance of this 
work is the clear discovery that destruction of the mother-child 
bond is far more deleterious to the welfare of the child than are 
the horrors of war. These are not observations on the impact of 
war but fundamental observations on the growth and devel- 
opment of the human mind. 

Anna Freud and Dorothy Burlingham, who collaborated, set 
a standard of presentation in directness, clarity, and precision 
that one can only regret has so few followers. The volume is 
recommended to anyone in the wide field of human understand- 


ing. 


Doucras D. Bonp, M.D. 
Cleveland, Ohio 


Psycholinguistics: Selected Papers (1970), by Roger Brown. 
New York, N.Y., Free Press (Macmillan Publishing Co.), 1972, 
376 pp., 83.95 (paper). 


The battle against information overload and efforts to im- 
prove information retrieval are problems being partially solved 
by collections of important articles on one topic like this book. 
All students of psycholinguistics, and that includes students of 
human behavior, will welcome this reissue of a 1970 publica- 
tion. There are 14 essays by Roger Brown and his nine coau- 
thors that span the 15 years from 1954 to 1969 and cover the 
shift from a major focus on structural linguistics to a focus on 
transformational linguistics. 

Brown believes that this shift indicates that "the inter- 
penetration of linguistics and psychology increases" (p. ix). 
Since opinions on this subject vary, this volume is valuable be- 
cause it makes an effort to elucidate the often complex sub- 
ject matter that makes up so much of this book. 

The book contains two parts: The Development of a First 
Language, and Psycholinguistic Processes in Adult Life. Part 1 
contains 8 articles previously published by Roger Brown and his 
coauthors that are the preliminary work to a research mono- 
graph on child speech. It is hardly necessary to recommend 
Roger Brown to workers in the field of child development. His 
longitudinal studies at Harvard on the development of gram- 
mar in preschool children are becoming well known. 

The essay “The First Sentences of Child and Chimpanzee” 
will be of particular interest because it reviews the growth of 
Washoe, a chimpanzee reared like a child by Allan and Beatrice 
Gardner of the University of Nevada, Reno, Nev., and taught 
the American sign language used by the deaf. Washoe is com- 
pared with Gua, a chimpanzee reared by the Winthrop Kellogs 
40 years ago, and with Vicki, a chimpanzee reared by Keith and 
Cathy Hayes. Upon personal review of the data, Roger Brown 
believes that Washoe.does indeed use signs in sequence, and 
thus employs grammar, “heretofore an exclusively human pre- 
serve" (p. 212). 

The articles in part 2 were added by Dr. Brown to fill out this 
volume. He chose miscellaneous topics that he liked best. They 
are all of interest. In one chapter he examines the equivalence 
or nonequivalence of words. In another, he and Eric H. Lenne- 
berg review the Whorf hypothesis and in another Brown reviews 
sentences. There is also a chapter on "The Tip of the Tongue 
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Phenomenon" and a psychological analysis of Lolita by Nabo- 
kov. In the latter, Dr. Brown comes to the conclusion that tlie 
major theme of the novel is that insight is not enough to alter 
behavior, thus giving us an acquaintance with a rich and active 
intelligence. Not least, we must be grateful to Roger Brown and 
many other serious workers at the interface between disciplines. 
They help us see our so-called more professional problems 
more clearly and in better perspective. 


Henry W. Brosin, M.D. 
Tucson, A riz. 


Transcultural Psychiatry, by Ari Kiev. New York, N.Y., Free 
Press (Macmillan Publishing Co.}, 1972, 210 pp., $7.95. 


In this small book Dr. Kiev presents an excellent discussion 
of psychiatric disorders in non-Western cultures as well as of 
the contributions of culture and social change to such disorders. 
It is, in fact, the kind of book that would probably interest al- 
most any reader acquainted with psychiatry because of its 
broad scope and the attention given to so many etiological and 
sociocultural aspects of disordered behavior. There is also con- 
siderable material for the researcher, as well as a chapter on in- 
troducing psychiatric programs to developing countries. 

One chapter that particularly pleased me, “Pre-Scientific 
Medicine and Psychiatry," discusses the contributions and pos- 
sible uses of native healers sympathetically. This chapter has 
much to say that is relevant to the participation of "para- 
professionals" in Western medicine and psychiatry. 

The chapter titles and subtitles provide a good sketch of the 
scope of the book: Chapter 1, “Theoretical Considerations,” in- 
cludes topics such as the nature of psychiatric disorders; social 
and cultural stress; the production of psychiatric disorders; and 
social change as stress. Chapter 2, “The Problem of Normal 
and Abnormal," includes culture-personality studies; concepts 
of disease; symptomatology; and unusual mental states. 

In chapter 3, "The Effect of Culture on Psychiatric Dis- 
orders," the subtitles include: special transient forms of schizo- 
phrenia; frequency of hysterical disorders; and rarity of depres- 
sive disorders. The subtitles for chapter 4, "Culture-Bound 
Disorders," include anxiety states (koro, susto, bewitchment); 
obsessional-compulsive neurosis (frigophobia, shinkeishitsu), 
hysterical disorders (/atah); phobic states (evil eye, voodoo 
death and curse); depressive reactions (hiwacitck, the windigo 
psychosis, malignant anxiety); dissociative states (amok, Asieh- 
ping, piblokto, spirit possession); and a discussion that sets 
these disorders in a modern psychiatric framework. 

Chapter 5, "Pre-Scientific Medicine and Psychiatry," in- 
cludes the subtitles: preventive measures, pre-scientific healers, 
pre-scientific theories of illness, pre-scientific treatment of the 
mentally ill, traditional systems of medicine, and value of pre- 
scientific psychiatry. The subtitles for chapter 6, “The Epide- 
miology of Psychiatric Disorder in Developing Countries," are: 
the problem of method, prevalence studies, incidence studies, 
research goals and objectives, and conclusions. For chapter 7, 
"Introducing Psychiatric Programs to Developing Countries," 
they are: administrative cooperation, cultural cooperation, psy- 
chiatric programs and community health centers, and con- 
clusions. 

Dr. Kiev's career interests and experience have placed him in 
an excellent position to write on these subjects, and he has 
brought them together in this book in a very useful form for the 
purposes of various kinds of readers. In addition to his own 
thoughts, he makes many references to the works of others as 
documentation. I believe that his treatment of a number of the 


topics is more satisfactory than any I have seen to date, in that 
he takes full and sensitive account of cultural differences yet an- 
alyzes "exotic" reactions in the light of modern psychiatric 
thinking, thus tying them together in a most comprehensible 
manner. 


DOROTHEA C. LEIGHTON, M.D. 
Chapel Hill, N.C. 


Theory and Therapy in Dynamic Psychiatry, by Jules H. Mas- 
serman, M.D. New York, N.Y., Jason Aronson, 1973, 228 pp., 
$10.00. 


Dr. Masserman has undertaken a monumental task, and he 
truly persuades us that he has accomplished it. In 190 pages (ex- 
clusive of a glossary and two indices) he has given us a history 
of man’s attempts to cope with his environment, beginning 
“three billion years ago in the Algonkian slime" and running 
through to the time of Esalen and Eric Berne. He even casts his 
eyes ahead, predicting that with an increased “breadth of vision 
and depth of understanding we may become wiser, humbler and 
kinder—and perhaps a bit happier." 

In the course of this historical journey Masserman gives us 
pithy, concise descriptions of almost every therapeutic 
method—including physical modalities such as elec- 
troconvulsive therapy and the magnetic belt. He outlines the 
distinctive features of the approach of Valentine Greatrakes 
(the stroker), Franz Anton Mesmer, and Mary Baker Eddy as 
well as the more familiar theories of Freud, Jung, and Erikson. 
When one is through, one wonders why Gregory Zilboorg and 
George Henry took over 600 pages to accomplish much the 
same thing in their classic volume (1). I, for one, felt fully in- 
formed at completing the book under review. 

Although broad in one sense the book is narrow in another. 
Masserman tells us in his foreword that one of the “sorrows” of 
a professor of psychiatry is the necessity of "unteaching" his 
students. The book makes it clear by implication that what 
must be "untaught" is classical analytic theory. Although he 
devotes far more space to describing the Freudian theory than 
to his description of any other view of personality structure, 
Masserman's evaluation of psychoanalysis as “a prolonged rit- 
ualized and expensive mode of therapy ... applicable to some 
carefully selected patients" shows his lack of faith in the tech- 
nique. Most of the patients described in his 48 illustrative case 
histories improved because of environmental manipulation or 
direct advice. Insight is infrequently mentioned and rarely given 
credit for the improvement of symptoms. 

Masserman believes that the psychotherapist should treat the 
body as well as the mind. He advocates that therapists give a 
physical examination and prescribe drugs such as vitamin B-12 
or thyroid extract if indicated. He also believes that the patient 
should be helped to cope better with cultural, social, and intra- 
psychic stress without altering his philosophy or religion. Such 
views will stir controversy. 

This book makes good reading and gives us an excellent over- 
view. It should inform and entertain students and teachers 
alike—anyone, for that matter, interested in man's struggle for 
stability in a confusing world. 
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The Collected Works of C.G. Jung, vol. 2: Experimental Re- 
searches. Bollingen Series XX, edited by Sir Herbert Read, Mi- 
chael Fordham, M.D., Gerhard Adler, Ph.D., and William 
McGuire, translated by Leopold Stein in collaboration with Di- 
ana Riviere, Princeton, N.J., Princeton University Press, 1973, 
627 pp., $17.50. 


With the publication of this gathering of Jung's early writings 
on word-association studies, The Collected Works of C.G. Jung 
are almost complete; one volume of miscellany and one with a 
bibliography and general index to Jung's writings are the only 
ones left to be issued. 

Volume 2 brings together Jung's nine studies of experiments 
in word association originally published between 1904 and 
1907, some experiments that he developed and applied to the in- 
vestigation of both normal and abnormal psychology, two lec- 
tures on association methods that he delivered at Clark Univer- 
sity, Worcester, Mass., in 1909, and three articles on 
psychophysical research. 

Jung developed his word-association tests soon after joining 
the staff of the Burghólzli Hospital, Zurich, Switzerland, in 
1900. This early work shows the unmistakable influence of 
Freud, to whom Jung sent a copy of the studies in 1906 and who 
responded enthusiastically. From this exchange grew a corre- 
spondence, an eventual meeting, and a collaboration that lasted 
for several years. 

The first article shows the emphasis Jung put on the "erotic 
complex" as a major source of disturbance in his subjects’ re- 
sponses to stimulus words, thus confirming empirically some of 
Freud's research into the underlying influence of repressed sex- 
ual contents on mental processes. This article also gives an ad- 
mirably complete presentation of Jung's method of word-asso- 
ciation studies and the results achieved. In four pages (pp. 36- 
39), Jung briefly and clearly summarizes the various kinds of 
connection between his stimulus words and responses of the 
subjects. What is particularly interesting to the close reader of 
Jung is the appearance, even in these early experiments, of con- 
cepts Jung was later to emphasize as central to psychic process 
and its interpretation. For example, he focuses on the dominant 
role of the complex in subjects' responses: where a complex is 
operating, the reaction time or reaction content shows unam- 
biguous disturbance. His discussion of the analytic and syn- 
thetic styles of judgment (pp. 19-20) presages his later devel- 
opment of two distinct methods for interpreting psychic . 
contents (see part 1 of Two Essays on Analytical Psychology 
HD. 

The essay titled “The Association Method,” which was one 
of the lectures given at Clark University, is a concise summary 
of the method and aim of all the word-association experiments 
and is a good place for the beginner in the field to get his bear- 
ings. What also turns up in this article is in effect an in- 
troduction to what Jung later developed in Psychological 
Types (2). Here we read his initial distinction among four prin- 
cipal types, distinguished from each other by differences in 
emotional attitude (pp. 458ff.). 

The second Clark University lecture, “The Family Con- 
stellation," shows—through examples of remarkable similarity 
of reaction between a mother and her daughter, even to the 
point of choosing the same words—the influence of environ- 
ment, education, and, most important, what a mother may in- 
culcate in her child through her own unconscious affective states 
(p. 474). 

This volume should prove particularly useful to psycholo- 
gists, students of Jung, and any others who.may be concerned 
with investigating the unconscious through the study of distur- 
bance in conscious reaction patterns. 
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Progress in Neurology and Psychiatry: An Annual Review, vol. 
XXVII, edited by E.A. Spiegel, M.D. New York, N.Y., Grune 
& Stratton, 1972, 354 pp., $26.50. 


This annual review of progress in neurology and psychiatry 
has been edited by E.A. Spiegel since its inception. Volume 27 is 
smaller in size than the previous volumes. It includes many au- 
thors, who have contributed 22 chapters divided into the usual 
four sections, basic sciences, neurology, neurosurgery, and psy- 
chiatry. 

Full coverage of recent literature is given in the chapters on 
neuroanatomy, bioelectric aspects of general neurophysiology, 
regional neurophysiology, neuropathology, and neurophar- 
macology. The authors of these basic science chapters have 
made exhaustive surveys of the literature and this section of the 
book is a significant contribution. Similarly, the chapters on 
clinical neurology, otoneurology, epilepsy, the autonomic ner- 
vous system, electroencephalography, and neuroradiology are 
characterized by a comprehensive survey of the literature. The 
chapters on peripheral nerve surgery, spinal cord surgery, brain 
tumors, and vascular disorders are somewhat limited in their 
scope. The chapters on clinical psychiatry, criminal psycho- 
pathology, child psychiatry, family therapy, psychosomatic 
medicine, psychoanalysis, and drug therapy merit recognition 
for the contributions by their authors. An index completes the 
volume. 

The contributors to this book constitute an adequate direc- 
tory of specialists in the basic science and clinical aspects of 
neurology and psychiatry. Nevertheless, I have definite reserva- 
tions in recommending this volume because of the increasing 
emphasis upon the vast number of papers listed in the bibliogra- 
phy and the contrasting diminishing emphasis on discussion of 
published articles. One may question whether this book has out- 
lived its usefulness and duplicates what is available from other 
Sources. 


NATHAN S. SCHLEZINGER, M.D. 
Philadelphia, Pa. 


Sexual Deviation: Psychoanalytic Insights, edited by Mortimer 
Ostow, M.D. New York, N.Y., Quadrangle/ New York Times 
Book Co., 1974, 184 pp., $7.95. 


This report is a study of sexual deviations by a panel of eight 
distinguished, highly experienced, and classical psychoanalysts. 
The use of the group as a research unit for studying clinical ma- 
terial, employing the rigors of a psychoanalytic session, is an ef- 
fort to counter the repeated assertions that quantitative studies 
are needed to validate some psychoanalytic hypotheses. While 
this report does not suggest any final answers to the problem of 
proving psychoanalytic hypotheses by quantitative methods, it 
does demonstrate that it is possible to arrive at some consensual 
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understanding of clinical issues without using highly structured, 
detailed statistical analyses of data. 

However, the composition of such research groups is crucial. 
If all group members share the same conceptual viewpoint, as in 
this group, they may simply reaffirm it rather than clarify novel 
interpretations of data. Perhaps one way the authors could have 
avoided this problem would have been to include in the group a 
number of clinicians equally experienced in various psycho- 
analytic backgrounds, including some who have rejected the li- 
bido theory as an explanatory concept. 

While no new insights into the psychodynamics of sexual de- 
viation seem to have come from this project, the group suc- 
ceeded in asking many intriguing questions about the per- 
ceptual qualities of the deviant person as well as his impulsive 
tendency for concrete action rather than for the resort to fan- 
tasy. In this sense, those who are sexually deviant are very like 
those with psychopathic character structures. 

The definition of perversion used by the authors is the one 
originally proposed by Freud—that perverse activity involves 
sexual behavior in which there is some distortion of the aim as 
well as the object. The authors seem to be oblivious to the 
present atmosphere of profound change in the whole area of 
sexual behavior, including attitudes toward homosexuality and 
female sexuality and the enormous interest in nondeviant sexual 
outlets. It is astonishing that research on sexual deviation in the 
1970s would not devote some space to these revolutionary de- 
velopments. 

The conclusions elicited at the panel sessions described in the 
book are too often characterized by fanciful formulations based 
on a prior assumption without sufficient supporting data by 
very gifted analysts. For example, it was suggested that the be- 
havior of a patient who occasionally tied his penis with rubber 
bands before intercourse was related to the fact that his mother 
tied his hands to his crib because he sucked his thumb. Rather 
than raising some doubt about etiological factors, the absence 
of supporting data seems to elicit more positive assertions on 
the panel's part to support preexistent expectations. For ex- 
ample, one participant indicates that “the nature of a perverse 
act has a prototype in literal experience somewhere in child- 
hood—even if we never find it. It may be buried in amnesia or 
concealed in some manner but it is there somewhere" (p. 10). 
There is no evidence to support this assertion except prior the- 
ory, and consequently no one is convinced but those who al- 
ready believe. 

When such a project is initiated with researchers who are 
convinced of the existence of castration fear, bisexuality, and 
the libido theory, it is not surprising that such material is amply 
documented in the case reporting. Yet the case reports of other 
individuals who deal with deviations produce very little such 
data. This unfortunate tendency seems to underlie some highly 
questionable formulations about deviant behavior's resulting 
from excessive parental body exposure or from sharing toilet 
experiences during the developmental period. 

The descriptions of the etiology of sexual deviations in this 
book are too inclusive and convey an impression of greater un- 
derstanding than is actually present. Every symptom has to be 
fully comprehended in terms of the libido theory and no issue 
can be left unresolved. The mental gymnastics of the research- 
ers require them to make a symbolic interpretation of any piece 
of data that the patient presents. This leads to the abundant use 
of the primal scene trauma to answer too many questions. The 
attempts to explain everything indicate some underlying uncer- 
tainty about the validity of the explanations. 

The book will interest the burgeoning group of sex therapists 
who are being heavily influenced by the concepts of Masters 
and Johnson. Since traditional psychotherapy has had only lim- 


ited success with these disorders, it would have been more con- 
vincing if the formulations and recommendations in the book 
carried some feeling of incompleteness and uncertainty. One is 
left with the mistaken conclusion that we now have all the 
knowledge and tools necessary to deal with the problem. This is 
clearly invalid with regard to homosexuality and other sexual 
deviations. The necessity for many such research groups, with 
interdisciplinary or at least varied intradisciplinary partici- 
pants, is still evident. The book may stir up more research 
groups involving psychoanalysts of different persuasions, since 
the research design and methodology, while not ideal, are never- 
theless scientifically fruitful. 


LEON SALZMAN, M.D. 
New York, N.Y. 


The Teaching and Learning of Psychotherapy, revised edition, 
by Rudolf Ekstein, Ph.D., and Robert S. Wallerstein, M.D. 
New York, N.Y., International Universities Press, 1972, 335 
pp., $12.50. 


When Freud first stumbled on the phenomenon of transfer- 
ence he considered it a nuisance, an interference with the proc- 
ess of psychoanalysis. It is one of the primary examples of his 
creative ingenuity that he was able to amplify and modify tech- 
nique so that the nuisance was converted into an essential thera- 
peutic tool. In their monograph on the theory and technique of 
the supervisory process in teaching psychoanalytically oriented 
psychotherapy, Ekstein and Wallerstein demonstrate a similar 
ingenuity. Obstacles to learning are not battered at, they are 
transformed into the process of learning itself. In clear, articu- 
late language, amply illustrated with descriptive material, the 
authors explore in detail the process of learning from the points 
of view of the training setting, the student, the supervisor, the 
patient, and their interactions with each other. 

Because of their stance, which fosters learning by integrating 
the intrapersonal, interpersonal, and environmental difficulties 
into the teaching process, the book has wide applicability 
beyond the setting in which the authors conducted their re- 
search. Despite the fact that the book was first published in 
1958, it is as pertinent now as when it was written. As the au- 
thors point out in their preface to this second edition, individual 
psychotherapy is beleaguered today. I see the present attack as 
but one example of the assault on the individual person by our 
mass-oriented society that glorifies instant impulse gratification 
and demands immediate solutions to complex problems. The 
assault comes in many guises: from the somatically oriented, 
who insist we will find simple chemical cures for mental ills, 
through the various current schools of individual or group inter- 
vention, with their simplistic views of man and single all-pur- 
pose "therapeutic" approaches, to the radical position, which 
views individual psychotherapy as but another opiate of the 
people perpetuating the status quo and deflecting our attention 
from the presumed etiologic social ills. 

In times such as these, Drs. Ekstein and Wallerstein's book 
offers a ray of hope. We know that transference resistance can 
be converted by the psychoanalytic stance into an agent of ther- 
apy. This book demonstrates that learning impediments in the 
developing therapist can, with conscientious supervision, be- 
come the material through which the student learns, and that 
socioeconomic and administrative impingements on treatment 


can be coordinated into the therapeutic and educational proc- . 


ess. Perhaps, then, if psychiatrists maintain rather than com- 
promise their traditional medical concern for the suffering per- 
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son, aspects of the current mass production fads may be 
transformed into support for individual human dignity. 


Roy M. COLEMAN, M.D. 
Washington, D.C. 


Understanding Understanding, by Humphry Osmond, with 
John A. Osmundsen and Jerome Agel. New York, N.Y., Har- 
per & Row, 1974, 216 pp., $7.95. 


Dr. Osmond's very stimulating book reflects the great variety 
and breadth of his interests during a quarter-century of work in 
clinical psychiatry and research. Although coauthored by John 
A. Osmundsen and Jerome Agel, both of whom seem to be 
journalistic writers, the book still comes across as a series of in- 
tensely personal presentations, frequently spiced with. autobio- 
graphical reflections and personal views about contemporary 
life, personalities, and politics. 

The initial chapter recounts Osmond's experience with the 
perceptual problems induced by the development of ocular 
cataracts and their surgical removal. This leads to a plea for 
more understanding of individuals’ differing viewpoints. Dr. 
Osmond then proceeds to present a typology of personality, 
which delineates 16 types, each with its own existential world. 
Based on combinations of four basic functions—thinking, feel- 
ing, sensation, and intuition, as presented and modified in in- 
troverted and extroverted persons—the typology is quite com- 
plex. Fortunately, Dr. Osmond is in the process of coauthoring 
a book that will further explain the typology, which is partially 
based on Jung's ideas. 

Several internal and external environmental factors that of- 
ten affect people's behavior and their understanding of each 
other are discussed in separate chapters. The ideas presented in 
chapter 4, “The Special Worlds of Space-Time,” seemed to me 
to be among the most valuable in the book. As a child psychia- 
trist, I was especially pleased to find a brief section on the spa- 
tial needs of children that could very well be extended into a full 
book. It is reassuring to see that some of the other ideas in this 
section are already being noted and developed by writers in the 
popular press (1). 

Similarly, the discussion in the chapters titled “The Special 
Worlds of Madness," "The Special Worlds of Drugs," “The 
Special Worlds of Violence," and “Exploring the Worlds of the 
Mentally Sick" present a great many ideas and theories in a 
highly condensed form. Dr. Osmond's controversial megavita- 
min therapy for schizophrenia and other disorders is presented 
repeatedly in these chapters. The Hoffer-Osmond Diagnostic 
Test and the Experiential World Inventory, diagnostic and eval- 
uative measures developed by Osmond and his associates, are 
also reviewed here. Some readers may well find these worthy of 
exploration for use in their clinical practice. 

The final three chapters of the book present "'typo-methec- 
tics," a theory of group-member relations. Dr. Osmond de- 
scribes the theory: 


The system is called typo-methectics because it com- 
bines features of our Typology (Chapters 2 and 3) and of 
the theory of methectics. This theory was named after the 
Aristotelian methexis (meaning participation) by its in- 
novator, my old friend and colleague, T.T. Paterson, pro- 
fessor of industrial administration at the University of 
Strathclyde in Glasgow, Scotland. Methectics is a theory 
for dealing in a practical way with human enterprise in 
terms of bestowed or adopted roles of members of a 
group—ergo, group participation (p. 169). 
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This quite complex theory deals with the different kinds of 
authority with which an individual can be invested, the impor- 
tance of optimum group size, five basic roles within groups, and 
the specific suitability of persons of the different types (as de- 
fined in the typology presented earlier) for the various roles, Dr. 
Osmond discusses briefly the possible applications of this the- 
ory to management practices in the business world and to the 
structuring of various types of organizations. 

Finally and, I feel, rather unwisely, he discusses several 
prominent personalities (Richard Nixon, Henry Kissinger, and 
Mao Tse-tung), placing them in the typology and criticizing 
their performance and suitability for the positions they hold 
from the framework of the theory of methectics. This seems to 
me to border on psychohistory and so to be subject to some of 
the criticism detailed in Psychiatric News (2). 

Understanding Understanding is an interesting book that 
condenses a large number of Dr. Osmond’s theories. It has 
value for both the psychiatrist and the general reader. 
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Interviewing and Patient Care, by Allen J. Enelow, M.D., and 
Scott N. Swisher, M.D. New York, N.Y., Oxford University 
Press, 1972, 226 pp., $7.50; $3.95 (paper). 


At the time this volume was written, Dr. Enelow was Chair- 
. man of Psychiatry and Dr. Swisher was Chairman of Medicine 
at the College of Human Medicine, Michigan State University, 
East Lansing, Mich. Dr. Enelow, with L.M. Adler and M. Wex- 
ler, has for many years addressed himself to the subject of inter- 
viewing in his other writings and in films. These are well known 
to first- and second-year medical students. Dr. Enelow is also 
known for his work in devising continuing education courses in 
the application of psychiatric principles and techniques to medi- 
cal practice for general and family practitioners (1). This book 
originated from the collaborative efforts of the Michigan State 
University faculty to develop a curriculum that would at all 
times focus on the patient and on understanding his problems 
and care in the larger contexts of family, society, and the health 
care organization. 

Interviewing in this book is not viewed as medical, psychiat- 
ric, or, especially, as medical history taking but rather as a rela- 
tionship process between a helping individual and a patient re- 
quiring help. The interview method outlined is not limited to 
verbal exchange alone but focuses on nonverbal behavior of 
both parties and on the therapeutic aspects of these processes. 
Since observations are not enough, the authors give consid- 
erable attention to the formulation of data gathered in an inter- 
view according to Weed's problem-oriented medical record (2). 

Expanding on other treatises on the subject of interviewing, 
this book includes chapters by other authors titled: "Inter- 
viewing Children”; "Interviewing the Family,” a sensitively 
written chapter by Cyril Worby; and “Social Context of the 
Clinical Interview." These are valuable for the student in plac- 
ing the patient in a larger world than the hospital or consulting 
room. 

The early sections could use more subheadings to help orient 
the reader. The evaluations of mental status, cognitive func- 


1060 Am J Psychiatry 131:9, September 1974 


tions, and thought content are inadequately covered, especially 
when viewed from the standpoint that 40 percent of acute medi- 
cal patients show cognitive dysfunctions that interfere with in- 
terviewing. I would also have appreciated a more detailed dis- 
cussion of patient and physician personality styles and how 
these relate to the interviewing process. The references and bib- 
liography are by no means exhaustive, and a number of classic 
references have been omitted and are acutely missed. 

Despite these reservations, the authors have achieved a read- 
able manual for the beginning student that is less tedious and 
more human than many. It goes considerably beyond the usual 
confines of interviewing in stressing the larger communities of 
which the patient and the physician are a part and how these af- 
fect patient care. The ultimate success of the book will depend 
on its acceptance by medical students and their preceptors. 
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Crisis Intervention and Counseling by Telephone, edited by Da- 
vid Lester, Ph.D., and Gene W. Brockopp, Ph.D. Springfield, 
Ill., Charles C Thomas, 1973, 322 pp., $11.95. 


Telephone counseling services have achieved popularity be- 
cause of the immediazy of their response and the anonymity 
available to the caller. This book on telephone counseling cov- 
ers a pertinent topic and will be clinically useful. It is a smor- 
gasbord that covers suicide prevention centers (SPCs), how the 
psychiatrist uses the telephone, and a variety of specialized tele- 
phone services ranging from Dial-a-Prayer to a youth hotline. 

Telephone services apparently meet some type of need. In 
any medium-sized town an SPC will receive hundreds of calls 
per month. Few of the callers (approximately 20 percent) are 
actually thinking of suicide or about to take some action. Only 
9 percent of the calls relate to a real crisis where something 
must be done now. Most of the calls occur from 6 p.m. to mid- 
night; they average in time from 16 to 20 minutes; the callers 
scem to be lonely people. This book reports some of the statisti- 
cal studies describing the callers and the types of problems 
presented. 

The organization and staffing of these centers are fairly con- 
sistent. Phones are manned 24 hours a day by trained counsel- 
ors. The counselors are likely to be volunteers. Callers who ask 
for a specific counselor are discouraged because it is felt that the 
relationship should be to the telephone service and not to a spe- 
cific counselor. Anyone who calls should be served. The tele- 
phone programs are generally separate from rather than part of 
a comprehensive system of mental health treatment. Although 
some centers do face-to-face counseling, most refer to existing 
direct service clinics or agencies. 

Those who volunteer are generally young (in their 20s), have 
some college education, and are distributed among men and 
women at a ratio of 60 to 40, respectively. In most centers the 
only requirements for the volunteers are that they be over [8 
years of age, demonstrate emotional stability, and commit 
themselves to work for a certain number of hours every week or 
two. They must agree to continuing training and to professional 
supervision as well as to keep all information confidential. 


One of the book’s chapters (by McKinnon and Michaels, re- 
printed from Psychiatry) deals with the psychiatrist on the tele- 
phone. It discusses initial calls, telephone interruptions, man- 
agement of phone emergencies, and the occasional conduct of 
psychotherapy by telephone. Except for this chapter and the 
chapter on evaluation by Williamson, the rest of the book is 
written by mental health professionals outside of psychiatry. 
The book also includes chapters on crisis intervention, legal is- 
sues, suicidal patients, outreach programs, and specific types of 
problem callers. To my knowledge there is no other book or se- 
ries of papers covering the clinical management of such tele- 
phone problems as obscene calls, chronic callers, silent callers, 
and nuisance callers. 

One problem highlighted by this book is the antiprofession- 
alism apparent in some SPCs. This attitude is evident in the 
chapter by McGee and Jennings and in the chapter by 
McColskey. They propose that other emergency psychiatric 
services are "superficial," use “stopgap chemotherapy,” and 
are "medically oriented surveillance." Telephone crisis inter- 
vention, on the other hand, is described in such words as “‘com- 
prehensive.” The telephone is the * "preferred" medium since it 
“bridges ritualistic delays in scheduling." 

One research study highlights the finding that volunteers are 
rated higher on warmth, empathy, and genuineness than are 
mental health professionals. This would be very interesting if 
there were hard evidence that those traits are associated with 
clinical effectiveness. SPC directors may shock audiences by 
enunciating Litman’s law (“the more severe and acute the sui- 
cidal crisis is, the less one needs to be professionally trained to 
manage it effectively”) but none has offered to prove the law. 
The value of the trained volunteer in telephone crisis inter- 
vention is unquestioned, but his value is enhanced by appropri- 
ate training and the availability of continuous professional 
backup. SPCs need professionals for leadership, training, and 
consultation; they need trained volunteers to carry on the serv- 
ices of the center. The attacks on professionals are initiated not 
by volunteers but by professionals themselves. 

The book also points out the need for outcome research on 
telephone counseling. One study on the availability of a coun- 
selor (by making telephone calls at various times of the day) 
highlights the need for increased responsiveness. There is a de- 
scription of the Fowler Technical Effectiveness Scale, a nine- 
item instrument for rating the ability of the telephone worker to 
secure communication, assess the patient’s condition, and form- 
ulate a plan of action. It depends upon ratings and judgments. 
In another chapter, Williamson proposes to develop patient 
stimulation techniques to test clinical effectiveness. His ap- 
proach is the most careful since it reviews previous work and 
proposes careful testing of reliability and validity. However, no 
studies are presented or proposed that measure clinical out- 
come or compare outcome in one system with another. 


DONALD G. LANGSLEY, M.D. 
Sacramento, Calif. 


The Theory and Practice of Psychotherapy with Specific Dis- 
orders, edited by Max Hammer, Ph.D. Springfield, Ill., Charles 
C Thomas, 1972, 423 pp., $16.75. 


The aim of this book, according to its preface, is twofold: to 
provide the reader with ‘the newest, most creative, most effec- 
tive approaches today” and “to serve as a source book or refer- 
ence book for professional psychotherapists and students." It 
achieves the second aim but falls far short of the first. Its core 
consists of 12 chapters on the major psychiatric syndromes. The 
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typical format is a summary of psychoanalytic and neo- 
psychoanalytic formulations of the psychodynamics of a dis- 
order followed by consideration of implications for manage- 
ment of the transference or foci of interpretations. The 
presentations are well done and afford a good overview of cur- 
rent psychoanalytically oriented thinking. Seldom, however, do 
they venture beyond conventional psychoanalytic wisdom. 

Most case illustrations are similarly conventional. They sim- 
ply describe an interpretation or other therapeutic maneuver 
without relating it to the final outcome of therapy, as if a cor- 
rect interpretation were automatically therapeutic. The far- 
thest conceptual reaches are represented by Dyrud, who offers 
a trenchant, thoughtful comparison of behavioral and psycho- 
analytic treatment of anxiety; by Gendlin, who describes his 
highly subjective approach to the psychotherapy of chronic 
schizophrenics; and by Leonard and Roslyn Schwartz, who ad- 
vocate the apparently successful, but ethically questionable, se- 
duction of a young sociopath into dependence on the therapist 
by connivance in his antisocial behavior. 

One looks in vain for consideration of crisis management or 
of the host of innovative group and individual therapies that 
currently agitate the psychotherapeutic scene. The editor would 
probably defend these omissions by asserting that they do not 
fall within his definition of psychotherapy, which he presents at 
excessive length in the opening and closing chapters. He es- 
pouses a radically existentialist view that defines psychological 
health as “the process of being totally open and fully sensitively 
aware and accepting of one's moment-to-moment experiential 
reality." This happy state can be achieved only through an "'in- 
tersubjective"' interaction with a therapist who is himself totally 
in contact with his own inner life and therefore able to enter 
fully into the patient's experiential world. The therapist can 
achieve this state of grace only by undergoing long-term in- 
tensive therapy himself. The editor develops his position in a 
chapter addressed to prospective therapists, which concludes 
with a list of 10 unworthy motives for entering the field—a pre- 
sentation more likely to discourage than recruit a student. 

The editor seems to be untroubled by his acknowledged real- 
ization of the apparent contradiction between his theory, ac- 
cording to which all that matters in therapy is person-to-person 
intimacy, and the specific prescriptions offered in the rest of the 
book. In fact, he himself contributes excellent chapters on the 
therapy of depression, on suicide, and on the aging that are full 
of diagnostic distinctions and practical suggestions for manage- 
ment. Considering the present disarray of the field, it may be 
too much to ask for complete consistency, but he cannot have it 
both ways. If specific therapeutic maneuvers do make a differ- 
ence, then no book that claims to describe the newest therapies 
can ignore those outside the psychoanalytic-existential frame- 
work; if these are ignored, the advocacy of specific approaches 
for different disorders is superfluous. This quibble aside, the 
book offers a useful review of the present status of the still 
dominant school of psychotherapy. 


JEROME D. FRANK, M.D. 
Baltimore, Md. 


Tactics and Techniques in Psychoanalytic Therapy, edited by 
Peter L. Giovacchini, M.D. New York, N.Y., Science House 
(Jason Aronson}, 1972, 727 pp., $20.00. 


This book contains a wealth of material for the serious stu- 
dent of treatment by psychological means. Although it has 
multiple authors it has been so carefully edited that a sense of 
continuity pervades. There is some discussion of psychoanalytic 
theory, but the book is limited for the most part to strictly clini- 
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cal aspects of treatment, as the title promises. Significant in- 
novations are made by the editor and his associates in four dis- 
tinct areas. 

First, there is a serious attempt to move beyond the “hydro- 
dynamic-energic-discharge" hypothesis of Freud into a struc- 
tural system that originates in the child-mother fusion and that 
recapitulates this primary fusion throughout life with contin- 
ually changing stages of emotional development. This point of 
view is amply discussed theoretically and profusely illustrated 
with case material. — 

The second departure from classical psychoanalysis is the as- 
sumption that psychoanalysis need not stop its efforts at the dis- 
covery of narcissistic or psychotic processes. Skipping defini- 
tional niceties about transference, the authors simply state that 
full structural transference need not occur, although Freud be- 
lieved this was necessary for treatment..Clinical evidence is 
presented to support the idea that narcissistic and psychotic 
patients often project parts of themselves onto the analyst and 
that the psychoanalytic posture can be used therapeutically with 
these parts. 

The third innovation is that this book stresses the counter- 
transference aspects of the treatment process more than most 
texts in the field. This facet of the therapeutic encounter is given 
continual and almost equal attention as the clinical and techni- 
cal aspects of psychoanalysis are discussed. 

Fourth, the emphasis upon autonomy for the patient as a 
goal of treatment is given detailed attention. The need for au- 
tonomy and the means to obtain it, including the need for the 
capacity to keep secrets, are discussed through many aspects of 
the dyadic situation. It is not so much the keeping of any given 
secret as the concept of "secreting"—the ability to choose to 
be private or not about a thought or event—that is stressed. 
This idea also runs counter to some of the classical analytic 
"rules," but it should be noted that the authors feel that too 
rigid insistence on fundamental rules—decision making, free 
association, abstinence, etc.—may frequently constitute a seri- 
ous intrusion upon the patient and prevent or suppress whatever 
residual autonomy he may have. 

These are the main thrusts of the book, but there are many 
other technical points discussed, ranging through choice of 
cases to be treated, the role of play within the analytic frame- 
work, the absurdity of the ‘‘fully detached analyst” (a cover for 
sadism?), details of the preverbal basic unity between mother 
and child, and the problems of the “concrete mind" that is un- 
able or unwilling to deal with psychological experiences. 

The last 238 pages of the book are devoted to a transcript of 
"Fragment of an Analysis" by Donald W. Winnicott, anno- 
tated by Alfred Flarsheim, which gives an inside view of analy- 
sis seldom seen in print. The description of this case, as well as 
the entire book, well portrays Dr. Giovacchini's conviction that 
patients are not "tragic examples of human misery" but, rather, 
persons worthy of psychic study, exploration, and mutual 
achievement of higher levels of ego integration. In this sense, 
the "analytic viewpoint . . . [truly] . . . becomes a way of life.” 


RAYMOND HEADLEE, M.D. 
Elm Grove, Wis. 


ESP Research Today: A Study of Developments in Para- 
. psychology Since 1960, by J. Gaither Pratt, Ph.D. Metuchen, 
N.J., Scarecrow Press, 1973, 186 pp., $6.00. 


Dr. Pratt is no ordinary journalistic writer. He has devoted 
more than 30 years to parapsychology and has won inter- 
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national acclaim as the scholarly author of a number of books 
and more than 100 articles on the subjects of extrasensory per- 
ception, psychology, and the general sciences. A psychologist, 
he has achieved the post of Professor of Psychiatry on the re- 

- search staff of the Division of Parapsychology at the University 
of Virginia School of Medicine, Charlottesville, Va. 

Emanating from such an impressive source, this little volume 
will no doubt be hailed as a bible of sorts in the field of para- 
psychology by devotees and novices alike. It will certainly be re- 
quired reading in any academic curriculum on the subject. For- 
tunately, it is written in a free-flowing, comprehensible style 
that will appeal to readers at all levels. It also carries a sense of 
conviction, somewhat starry-eyed at times, that makes the 
reader wonder if he is indeed witnessing a metamorphosis of 
science fiction into scientific fact. 

The introductory chapters describe how extrasensory per- 
ception is empirically validated in everyday psychical experi- 

—ences and provide an overview of current research in traditional 
rather than innovative areas: telepathy, clairvoyance, pre- 
cognition, psychokinesis, and psychic healing as well as pol- 
tergeists, reincarnation, and hauntings. This somewhat nostal- 
gic survey is followed by chapters covering only selected phases 
of ESP research in Russia and an eloquent evaluation of para- 
psychology as a new and emerging field of science. Vivid case 
histories are interspersed throughout, some of which strain the 
bounds of credulity and sound like archaic esoterica but are 
supported by careful investigation nevertheless. These illustra- 
tions include the case of a South African man with a built-in 
ESP alarm clock; the projection of psychic pictures on photo- 
graphic negatives; and studies of ghosts, poltergeists, and rein- 
carnation. 

Totally absent from the book are any references to such in- 
novative, exciting, and promising recent developments as bioen- 
ergetic emanations, Kirlian photography, psychotronics, psy- 
chedelic states of consciousness, biofeedback, and physiological 
effects of meditation (1, 2). Seeking to explain this hiatus, Pratt 
states in his introductory chapter, “The selection of topics to be 
covered will inevitably reflect the personal thoughts, prefer- 
ences, and the prejudices of the author." Fortunately, this ap- 
parent parochialism is more than offset by a contrasting state- 
ment in the concluding chapter: 


We propose to redouble our research efforts and seek 
more effective ways to communicate our results to others. 
... Indeed, parapsychology will fade away if the present 
ESP research workers do not succeed in drawing into the 
field some of the students who will be the scientists of the 
next generation. ... This is a field for those who are open- 
minded regarding the possibility that science may yet 
make discoveries along totally new lines that will enable us 
to understand better some of the deeper remaining mys- 
teries of the universe. 


An ever increasing number of professionals, students, and re- 
sponsible lay people are becoming interested in the scientific as- 
pects of psychic phenomena. They look to leaders like Dr. Pratt 
for inspiration and guidance. It is therefore important that his 
second statement should prevail (3). 
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Aspects of the Epidemiology of Mental Illness: Studies in 
Record Linkage. International Psychiatry Clinics, vol. 8, no. 3, 
edited by J.A. Baldwin, M.D. Boston, Mass., Little, Brown and 
Co., 1972, 221 pp., $21.50 (annual subscription rate). 


Community psychiatric registers were developed most ac- 
tively in several countries during the 1960s, when interest and 
support in this kind of activity were at their height. In the 
United States, central case register systems were initiated in 
various jurisdictions such as a state (Maryland), a county 
(Monroe County, N.Y., which includes the city of Rochester), 
and an island (Martha’s Vineyard, Mass.). In the United King- 
dom, a hospital registry was extended to a small city (Notting- 
ham), a register was started in a town near a large municipality 
(Salford), and data collection was begun in a geographic catch- 
ment area of South London (Camberwell). The register in 
northeast Scotland, an area that includes the city of Aberdeen, 
is one of the best known registers in the United Kingdom and 
the subject of this volume. 

The studies selected for this publication are from a sympo- 
sium that is not identified as to time or place and are based on 
data from the cumulative psychiatric case register in the north- 
east Scotland region. The decision to assemble these studies in 
record linkage stems from the suggestion made earlier at the In- 
ternational Symposium on Psychiatric Epidemiology held in 
Aberdeen in 1969 that the field of epidemiology in psychiatry 
had become too large and complex to be treated as a whole and 
therefore subspecialty areas should be explored in detail. 

All of the authors have at some time worked in the Depart- 
ment of Health of the University of Aberdeen, and almost all of 
the papers have appeared elsewhere in whole or in part. Dr. 
John Baldwin, who has been most closely identified with the 
Scottish register, is editor of the volume and author or coauthor 
of 8 of the 11 papers, thus giving a coherence to the material 
that often is lacking in collections of this type. 

The first two chapters offer descriptions of the population, 
which numbers about 500,000, and of the psychiatric services 
and the case register in the region. This is followed by an ac- 
count of the five-year (1963-1967) incidence of reported psychi- 
atric disorders. Two papers are concerned with social class— 
one by Dr. David Hall on psychiatric referral and the other by 
Dr. John Birtchnell on social mobility and downward drift in re- 
lation to schizophrenia and other psychiatric disorders. The fre- 
quency of familial mental illness (paper by Dr. Norma Robert- 
son), mental illness in married pairs, psychiatric illness and 
deviant behavior in children, psychiatric prognosis in the mid- 
dle-aged, and the effect of population dynamics on psychiatric 
services are the subjects of other chapters. 

In a clear and balanced preface, the editor discusses the uses 
and advantages of record linkage for cumulative personal and 
family psychiatric case histories and the limitations inherent in 
or built into this type of ongoing information system. This re- 
view and analysis of the first five years' experience of the opera- 
tion of the Scottish register should be of interest to all those 
concerned with psychiatric epidemiological research. 


CHARLOTTE SILVERMAN, M.D. 
Bethesda, Md. 
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Treatment of the Sex Offender. International Psychiatry Clinics, 
vol. 8, no. 4, edited by H.L.P. Resnik, M.D., and Marvin E. 
Wolfgang, Ph.D. Boston, Mass., Little, Brown and Co., 1972, 
242 pp., $21.50 (annual subscription rate). 


Nearly two-thirds of the states have special programs for the 
treatment of sex offenders. With few exceptions, little is known 
about the composition of these programs, and even less is 
known about their results. Unfortunately, the assemblage of pa- 
pers in this monograph adds very little to our knowledge of 
what goes on in such institutions, although it does tell us a great 
deal about what might be accomplished, assuming the availabil- 
ity of adequately trained staff. 

As an inevitable consequence of being a compilation of the 
views of several writers, who often proceed from different 
frames of reference, the book belies its title in that it does not 
present a consistent and cohesive conception of the sex of- 
fender. Instead, it deals with an amorphous amalgam of ill-de- 
fined entities ranging from the ambiguous and nondescript sex- 
ual psychopath to the ubiquitous sexual deviation and 
perversion. 

Halleck's introductory essay suggests that candidates for 
treatment as sex offenders are persons convicted of sex offenses 
who are thought to be emotionally disturbed or sick, likely to be 
dangerous to others, and likely to benefit from treatment. In ex- 
amining these criteria, he concludes that the offender's dan- 
gerousness should be the governing consideration, leaving aside 
questions of illness and sexual deviancy. He goes on to note in- 
adequacies in existing treatment facilities and is especially con- 
cerned with the technical problems in therapist-patient relation- 
ships that inevitably arise in treatment programs for 
institutionalized offenders. 

In sharp contrast to Halleck's approach, Salzman optimistic- 
ally suggests that all sex disorders are amenable to treatment 
with the application of the same techniques employed in the 
psychotherapy of neurotic disorders, allowing due consid- 
eration for the usual countertransference problems. 

Various psychosocial modalities for the treatment of the sex 
offender are described in the several essays that follow. Wayne 
Oates urges that pastoral counselors collaborate with other pro- 
fessionals involved in the treatment of the sex offender in a 
multidisciplinary approach. Serber and Wolpe provide a ration- 
ale for the use of behavior therapy, although they observe that 
there have been no controlled studies of the results of such 
treatment with this patient group. Peters and Roether recom- 
mend a small-group treatment approach to facilitate cohesive- 
ness, dilute resistance, and combat the denial so often seen in 
these patients. In a related essay on group psychotherapy for 
homosexuals, Hadden stresses the importance of motivation 
and observes that treatment is likely to be more successful with 
patients in the younger age groups. 

In a very studious paper, Sonne stresses the importance of in- 
volving family members in the treatment of sexually acting out 
girls, relying heavily on the classical work of Johnson and Szu- 
rek (1) concerning the role of conscious and unconscious pa- 
rental conflict in the genesis of antisocial behavior in children. 
Costeli and Yalom provide a comprehensive theoretical basis 
for institutional group treatment, referring to programs at the 
Atascadero State Hospital in California. These authors observe 
that there are unfortunately no criteria for recovery, and they 
make the interesting suggestion that an additional dimension of 
the patient's progress might be measured by assigning him as a 
cotherapist or therapist at an appropriate stage of his in- 
volvement in the group program. 

In discussing their program in New Jersey, Brancale and as- 
sociates state that their diagnostic armamentarium is much 
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stronger than their treatment resources. They continue to stress 
intensive study and examination with flexible treatment and 
management programs. Their current emphasis is upon mara- 
thon group sessions designed to effect significant catharsis fol- 
lowed by further reinforcement and exploration through the 
medium of videotape playback. 

The monograph also includes two short essays by Money, 
one reporting a few cases in which sterile medroxyprogesterone 
acetate suspension (Depo-Provera) was employed to induce 
temporary functional hormonal castration and another on sex 
reassignment. Money suggests that the results of both of these 
techniques be considered tentative. Sturup provides a rationale 
for the use of surgical castration as employed in Denmark and 
offers the conclusion that castration is no more harmful than 
the alternative of a very long imprisonment. 

Resnik and Woifgang's contribution to their monograph ex- 
presses the optimistic view that our notions of perversion and 
unnatural conduct are beginning to be tempered with tolerance, 
a view that may be somewhat shaken by the 1973 Supreme 
Court decision relating to obscenity. They note the present in- 
adequacies in the treatment resources for sex offenders and sug- 
gest some innovations, most of which are probably so con- 
troversial as to preclude their being seriously considered by 
even the most enlightened program in existence today. 

In Mohr's closing essay on the evaluation of treatment one 
finds a succinct and cogent discussion of the sex offender that 
includes such considerations as social significance, definition 
and categorization, actuarial prognosis, and, most importantly, 
the goals and results of treatment. Perhaps we should pay more 
heed to Mohr’s admonition that we not “‘psychologize de- 
viance,” thereby making such deviance a personal attribute that 
then becomes subject to treatment. No doubt we should also 
keep in mind his observation that treatment often depends more 
on the persuasion of the therapist than on the nature of the 
patient’s problem. 
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The Joys and Sorrows of Parenthood. Report No. 84, by the 
Group for the Advancement of Psychiatry Committee on Pub- 
lic Education. New York, N.Y., GAP, 1973, 138 pp., $4.00 (pa- 


per). 


Written for the lay public, this report starts from an inter- 
esting point of departure—what it is to be a parent. Its goal is to 
"promote mental health in parents through public education.” 
The growth and development of parents through and beyond 
their child-rearing years is emphasized. The committee clearly 
sets out to try to reduce the climate of guilt and anxiety accen- 
tuated in young parents by many publications on how to raise 
children, 

The main part of the book centers on parenthood in the 
middle-class American family in chapters on the stages of par- 
enthood, discipline, and the transmission of values and ethical 
standards. Special chapters on the middle years of parenthood 
and on “grandparenthood” are interesting. The most clinically 
oriented chapters deal with the more difficult problems facing 
the divorced parent, the adoptive parent, the stepparent, and the 
parent of the handicapped child. The encounters with loss dur- 
ing parenthood are also covered adequately. 
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Professionals can recommend this report for parent study 
groups, for high school and college courses in family-life educa- 
tion, and, indeed, for all conscientious parents. 


PauL N. GRAFFAGNINO, M.D. 
Hartford, Conn. 


Child Mental Health in International Perspective. Report of the 
Joint Commission on Mental Health of Children, edited by 
Henry P. David. New York, N.Y., Harper & Row, 1972, 415 
pp., $10.00. 


This volume is the product of a survey of the international lit- 
erature on child mental health, carried out as part of a broader 
mandate to the Joint Commission on Mental Health of Chil- 
dren. The survey was directed by the editor, H.P. David, 
and the articles selected for inclusion represent more than 700 
journals published during the period 1962 to 1968. The 35 selec- 
tions are grouped into seven general categories covering such 
areas as emotional disturbance, delinquency, cultural dis- 
advantage, mental retardation, manpower, prevention, and 
group care. Despite the careful selection and synthesis, the total 
volume is uneven in quality and suffers from the disadvantage 
of superficiality in describing a given type of problem-solving 
strategy or the interrelationship of various programs within a 
single country in the different areas mentioned above. 

The articles themselves are of variable quality, and only a 
limited number give sufficient detail to be informative. How- 
ever, there is a bibliography appended that essentially provides 
the expanded reading necessary for a more in-depth knowledge 
of the programs described. Despite this criticism, the volume 
should not be overlooked, since it contains in broad form infor- 
mation and ideas that should be common knowledge to anyone 
practicing in the area of child mental health. 

From a general point of view the book is refreshing because it 
outlines in broad strokes what appear to be universal problems 
as well as their similar solutions arrived at by the diverse coun- 
tries and sociopolitical organizations represented in this study. 
One cannot derive any gratification from the fact that other 
countries have serious problems in the areas of emotional dis- 
turbance, juvenile delinquency, mental retardation, and man- 
power, but the fact that most countries are approaching these 
problems energetically and that the operational solutions con- 
tain similar strategies, even if supported only by consensually 
validated ideas, is supportive. A somewhat more distressing 
thread throughout the entire volume is the inescapable con- 
clusion that almost all intervention techniques used in the vari- 
ous problem areas have the major shortcomings of few reliable 
outcome studies and extremely limited efficacy studies, particu- 
larly studies comparing one intervention strategy with another. 

A second theme that seems to pervade the book is the 
marked contrast between the approaches of the communistic 
and socialistic nations and those of the free-enterprise nations, 
particularly the United States. The differences appear most 
manifest in the central organization for care and in the in- 
tegration of the handicapped into the general economy, which 
seem more characteristic of the collective-type economies. In- 
tegration into the economic life of the communistic and social- 
istic nations is also bolstered by the concept of personal value 
deriving from economic and political contributions to the sup- 
port of the country (i.e., patriotism). This appears to be diamet- 
rically opposite to the current American atmosphere, where pa- 
triotism has a pejorative quality and more lip service than 
anything else is given to integrating the handicapped into the 
Beneral economy. These advantages obviously have to be 


weighed against the constrictions or constraints placed on indi- 
viduals who, for one reason or another, do not seem to perform 
well within the system or support its goals. Another contrast be- 
tween systems, basically less ideological and more a derivative 
of experience, is the tendency to polarity between dynamic, psy- 
choanalytically based programs and behavioral reward and 
punishment programs. Although on the surface it would seem 
logical to assume that the more collective economies would 
focus on a behavioral reward/punishment scheme, this is not 
borne out by the reports presented. There seems to be a consid- 
erable intermixture of these approaches within single systems 
except in the Soviet Union. 

Other areas of major note within this volume relate to in- 
creasing delinquency rates and the lack of evidence that current 
programs are effective, problems of territoriality between dis- 
ciplines in interdisciplinary program settings, career ladders for 
child-care workers and others traditionally at the bottom of the 
child-caring professional continuum, and, finally, the idea that 
there is considerable knowledge available that has not been syn- 
thesized and systematically applied to some of our current child 
mental health problems. 

More specifically, there are several articles in this book that 
are extremely interesting and should be read even if one is un- 
able to read through the entire volume. David's “The Relevance 
of Programs in Other Lands: An Overview,” and the paper by 
Buckle, Lebovici, and Tizard on “The Inpatient Psychiatric 
Treatment of Children in Europe” are particularly informative. 
Tunley's chapter, titled "Some Good Ideas from Abroad That 
Few, If Any, Americans Try," describes the hostels, childrens' 
villages, housing unit service teams, and citizens' delinquent 
squads that present extremely interesting approaches to some 
of the more difficult problems faced by mental health workers 
in the area of delinquency. Two contributions from Israel are 
particularly intriguing: the first concerns the role of the human 
mediator described in Feuerstein's article “Alleviation of Re- 
tarded Performance," and the other focuses on the youth inter- 
rogator characterized in Reifen's article “Protecting the Sex- 
ually Assaulted Child in Israeli Courts." Also among the best 
articles is Bronferbrenner's description of "Soviet Methods of 
Character Education.” This is only one of several articles on the 
Soviet child-care system that are quite good. 

It is really impossible to cite all the trends and themes derived 
from this volume, or to refer to all of the outstanding articles 
among the 35 presented. On balance, although some of the arti- 
cles are not useful, the overall volume is extremely informative 
and should be read by mental health professionals—particu- 
larly those involved in program development. 


JAMES Q. Simmons III, M.D. 
Los Angeles, Calif. 


The Effects of Hospitalization on Children: Models for Their 
Care, edited by Evelyn K. Oremland, M.S.W., and Jerome D. 
Oremland, M.D. Springfield, Il., Charles C Thomas, 1973, 333 
pp., $12.75. 


The most important thing about this book is that it was pub- 
lished. I say this not sarcastically but because there is not 
enough awareness about the topic of hospitalized children 
among psychiatrists, psychologists, and social workers. The 
idea of publishing a book about it is enough to focus our atten- 
tion on the hospitalized child. 

New developments in the understanding of the infant necessi- 
tate much closer scrutiny of the meaning of separation. We 
know today that from the very beginning the newborn has per- 
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ceptual and learning capacities. In the past there has been a lack 
of focused concern with this age level and those few who were 
interested did not have proper tools for observation. Man is the 
only animal who artificially forces separation between mother 
and newborn; this interferes with the natural development of 
mutuality between the two. 

The book’s discussion of the adolescent in a hospital gives 
special consideration to the intensity of teenagers’ interactions. 
Despite the pessimism voiced by many who are concerned with 
disruption on adolescent wards, it is evident that the chances for 
success improve when a program is properly structured and 
gives teenagers a chance for active participation and a voice in 
planning. Often it is the adolescent who shows the way to the 
sensitive professional staff. 

The negative aspects of hospitalization have been emphasized 
for a long time and deserve the attention they are getting, but it 
is indeed fortunate that we find in this book a chapter on the 
positive aspects of hospitalization as well. Hospitalization can 
provide a setting for psychological growth for the child; it is a 
very special experience. Among those who benefit from hospi- 
talization are children with feeding problems and battered chil- 
dren. 

Let me conclude by quoting John J. Piel, one of the contrib- 
utors to this volume. He writes, "There is the excitement of the 
intermingling of diverse theories and speculations, and the pre- 
sentation of solid data and pragmatic suggestions, to help the 
practitioner relate in his special role in the hospitalization ofthe 
child.” 


LEON Tec, M.D. 
Norwalk, Conn. 


Socialization for Achievement: Essays on the Cultural Psychol- 
ogy of the Japanese, by George A. De Vos. Berkeley, Calif., 
University of California Press, 1973, 582 pp., $20.00. 


For the past 20 years, George De Vos has been exploring 
various aspects of Japanese culture as they relate to the broad 
theme of societal adaptation to the stressful changes of modern- 
ization. Developing what he calls psychological anthropology, 
De Vos examines in this book the links between socialization 
processes and achievement motivation. 

Building on McClelland’s theories, De Vos stresses the im- 
pact of cultural and social variables in influencing adult role be- 
havior. Challenging the idea that Japan is a "shame" culture, he 
offers clinical and Rorschach evidence that the Japanese inter- 
nalize guilt, a pattern overlooked because of the less rigid re- 
pression of sexuality in Japan. This internalized guilt, he main- 
tains, motivates the Japanese to validate themselves through 
achievements. Thus even in rural villages, the Japanese focus on 
long-range social goals, the sacrifice of immediate pleasures for 
future-oriented purposes, and the maintenance of high'stan- 
dards of attainment. 

Traditionally the potential for guilt has been minimized in 
the close-knit, ceremony-bound Japanese family by obligatory 
deference to self-sacrificing parents. The disruption of the fam- 
ily by modernization has resulted in a decline in such patterns 
and a concomitant increase in "superego" problems and in sui- 
cide rates. 

In addition to normative patterns in Japanese culture, De 
Vos also presents a good deal of fascinating material on the so- 
cial organization of the Japanese underworld and of the sub- 
culture of the “invisible race"—two million “untouchables” liv- 
ing in squalid urban ghettos who are alienated from the larger 
social system. 
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De Vos maintains that cultural inputs to personality that give 
the person his unique cultural identity occur throughout the life 
cycle. He has developed a general theory of socialization that 
relies heavily on psychoanalytic concepts of psychosocial matu- 
ration. Accordingly, the persistence of a particularly Japanese 
culture and personality despite changes in legal institutions and 
technology as well as the acquisition of Western technology, 
modernism, and esthetics cannot be explained solely by means 
of a sociological analysis of social structures. The cultural 
transmission of particularized characteristics must be taken 
into consideration. Functionally autonomous cultural phenom- 
ena such as child-rearing patterns, which influence cognitive 
and social perceptual skills, persist despite socioeconomic and 
political changes. The earliest psychological inputs persist as 
well, despite changes in adult social attitudes. For example, atti- 
tudes about marriage based on personal choice exist in modern 
Japan, but arranged marriages are still more common. 

This book will surely become required reading for all stu- 
dents of transcultural psychiatry. 


ARI Kiev, M.D. 
New York, NY. 


The Ecology of Mental Disorder, by Leo Levy, Ph.D., 
S.M.Hyg., and Louis Rowitz, Ph.D. New York, N.Y., Behav- 
ioral Publications, 1973, 204 pp., $12.95. 


In accord with the authors' intentions, this book is indeed in 
the tradition of Faris and Dunham (1). It is prefaced by a kind 
introduction by the latter, who long ago described the biases in 
his Chicago study and withdrew his conclusions. This study, re- 
ported by Levy and Rowitz 30 years later, is also based upon re- 
ported cases from state hospitals but adds all other sources of 
psychiatric hospital admissions, so that their findings are much 
more complete and considerably different. Clinic or other 
sources of data are not included. 

However, there is a fatal flaw in this study that is common to 
many other American studies, beginning with Jarvis after the 
1840 census first reported asylum inmates, through Pollack, 
Malzberg, and countless others who frequently drew politi- 
cally and socially detrimental conclusions. The flaw is that these 
studies were based on reported cases, with the implication that 
they provide prevalence or incidence rates. They provide, of 
course, nothing of the sort. While the data may be useful to ad- 
ministrators, they are not the well from which epidemiologic 
knowledge can be drawn. Since a relatively large number of 
much more sophisticated studies attempting to sample and even 
examine and diagnose representative samples of various popu- 
lations have been done the last few years, I can see very little ex- 
' cuse for the publication of this volume. 

It would be best to end the review here, but to avoid total 
waste of space I would like to comment on a study alluded to by 
these authors, as well as by innumerable others, which is mis- 
leading in its conclusions. This is the study by our late, very 
competent epidemiologic colleague, Rema Lapouse, and her 
coworkers (2). They are quoted in this book as having found in 
Buffalo, N.Y., that the drift hypothesis for schizophrenia is in- 
valid. However, Dr. Lapouse was careful to state that the con- 
trols in this study were questionable; indeed they were suffi- 
ciently questionable that the conclusion was invalidated. 

Levy and, Rowitz remark upon the limitations of their own 
data, but when the limitations are so great that the conclusions 
.are in question it might be kindest to leave the study off the 
shelves. It is sufficiently distressing to see those studies which 
are good misquoted, misunderstood, and generally subjected to 
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misfeasance and, perhaps, malfeasance; but when obsolete stud- 
ies are published at outrageously high prices, some protest is 
warranted. 
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The Outpatient Patient: Consumer and Client, edited by Alan B. 
Tulipan, M.D., and Allan R. Cutting. New York, N.Y., Brun- 
ner/ Mazel (distributor), 1972, 192 pp., $6.95. 


Reflecting many of the changes in clinical psychiatric out- 
patient care that have taken place during the past 10 years in re- 
sponse to the various social, cultural, and economic changes in 
Western society, this compilation stems from papers presented 
at the ninth annual meeting of Psychiatric Outpatient Centers 
of America (POCA). The theme of the meeting, as noted in the 
book's preface, was "Outpatient Theory for the Seventies: Ac- 
countability, Accessibility, and Applications." The various con- 
tributions are notable and worthy of study as well as useful as 
reference material in relation to further changes that are occur- 
ring in the patterns of comprehensive health care. 

The first section, devoted to a special interview with Rollo 
May, contains highlights of his philosophical and clinical con- 
cepts as they relate to current social trends and can be useful in 
treatment efforts. ; 

The second section is devoted to three contributions relating 
to accountability of outpatient services in respect to the ex- 
pectations of the community, the professional staff members, 
and the sponsors of the programs. Consideration is given to 
various types of responsibility appropriate to the agency or oth- 
erwise and the need for clarification, especially regarding rela- 
tionships with social and political issues. Accountability in 
mental health training programs is well considered with special 
reference to accountability to funding agencies and the need to 
show “evidence of effective achievement of specific training 
goals.” Accountability to taxing bodies, including factors that 
mitigate against accountability, are also discussed. 

The third section of the book presents samples of accessi- 
bility of therapy to patients, considering both location and 
available personnel of various categories. Finally, the family as 
patient is discussed; this section includes some verbatim inter- 
view material. The book is well printed, readable, and a useful 
addition to the POCA series of “Perspectives” for those con- 
cerned with outpatient psychiatric health services. 


WiLLIAM K. McKniGut, M.D. 
Bridgeport, Conn. 


An Elementary Textbook of Psychoanalysis, revised ed., by 
Charles Brenner, M.D. New York, N.Y., International Univer- 
sities Press, 1973, 274 pp., $7.95. 


Dr. Brenner has revised and expanded his now classic work, 
An Elementary Textbook of Psychoanalysis. Its lucidity and 
clarity successfully make extremely complex theoretical mate- 
rial comprehensible and applicable. 

His explanations and discussions of anxiety, repression, and 


the concepts of defenses and superego formation are particu- 
larly illuminating and well developed. The well-chosen clinical 
examples he uses are successful in enhancing his presentation. 
The chapters he has added make significant points. In the sec- 
tion Psychic Conflict and Normal Mental Functioning he fo- 
cuses on the nonpathological derivatives of life choice and 
sharpens our views about human flexibility and the ability of 
the individual to put life experiences and characterological 
styles into an adaptive and productive framework. He uses 
psychoanalytic theory to facilitate an understanding of the his- 
torical, literary, and mythological aspects of culture. In the 
section Psychoanalysis Today Dr. Brenner looks at the devel- 
opment and direction of psychoanalysis and gives it relevance 
as a discipline beyond the field of mental illness. 

The weakest sections of the book are in the areas relating to 
the psychosexual development of women, including a section ti- 
tled The Myth of the Vaginal Orgasm. Dr. Brenner does not 
adequately consider or explore new evidence that challenges 
traditional views bearing on the theoretical issues he raises. 

Despite these difficulties the compactness and completeness 
of the book is a major achievement. It is a book for students at 
all levels, offering a challenging introduction to the field or a re- 
warding review for those who would reexamine their under- 
standing of psychoanalytic theory. It is a unique synthesis of an 
extensive literature and should be required reading for medical 
students, residents, and other trainees in mental health fields. 


CAROL NADELSON, M.D. 
Boston, Mass. 


Interpersonal Explorations in Psychoanalysis: New Directions 
in Theory and Practice, edited by Earl G. Witenberg. New 
York, N.Y., Basic Books, 1973, 354 pp., $12.50. 


in this book, the particular interests of various psycho- 
analysts formerly or presently associated with the William 
Alanson White Institute, New York, N.Y., have been filed, 
much as a postal clerk might file letters, into the categories of 
development, theory, clinical studies, research, and applied psy- 
choanalysis. Although each paper in this collection makes some 
commentary on different aspects of each of these categories, 
none attempts a comprehensive overview of interpersonal the- 
Ory or practice. Some of the authors wear the mantles of Harry 
Stack Sullivan and Clara Thompson shyly, others boldly. All of 
the papers are provocative and stimulating. 

In interpersonal experience, nothing can proceed from parent 
to child or therapist to patient without meeting returning feed- 
back processes that alter, reconstitute, or vitiate the circuitry. 
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Unlike many biologic events, phenomena cannot be so isolated 
in time as to appear unidirectional. Although the authors of 
these papers are very aware of the reciprocal interplay of any 
two human beings, their interest in development and their ef- 
forts to determine causal mechanisms promote an over- 
emphasis on the causal role of parents in the promotion of pa- 
thology. Fault does not determine responsibility, nor is fault 
synonymous with cause. There are few if any books that advise 
patients to be tender toward their fragile therapists, although 
many tomes remind the supposedly more mature of their re- 
sponsibility to the less mature. Perhaps if we thought more cir- 
cularly, the overall growth of patient and therapist would be 
more easily achieved. 

Taxonomy is often confused with etiology in this book. AI- 
though none of the writers professes that the classification 
scheme he proposes defines causal mechanisms, the implication 
is often that the cause has been clarified once the condition is 
classified. 

For those who wish to become familiar with some of the 
more sophisticated thinking in the field of psychoanalysis 
today, these essays merit repeated study. 


IRVING MARKOWITZ, M.D. 
Orange, N.J. 


Background to Migraine. Fifth Migraine Symposium, 1972, ed- 
ited by J.N. Cumings, M.D. New York, N.Y., Springer-Verlag, 
1973, 178 pp., $15.20. 


This volume represents the papers given at the Fifth Mi- 
graine Symposium, held in London in September 1972, which 
was sponsored by the Migraine Trust. The 21 papers in this 
publication discuss subjects that cross the variety of clinical 
boundaries that migraine shares with clinical practice, physi- 
ology, pathophysiology, and pharmacology, as well as basic re- 
search in metabolic, biochemical, and pharmacologic aspects of 
this disorder. 

Most of the papers are-short and do not cover their topics in 
depth, except the Sandoz lecture, “The Endocrinology of Head- 
ache," by R. Greene. The symposium was aimed at interesting 
the general practitioner and most of the papers, including the 
only paper on the psychological aspects of this disorder, would 
be of little interest to the psychiatrist. This book is recom- 
mended for the library of the physician or investigator inter- 
ested in migraine. 


ARNOLD P. FRIEDMAN, M.D. 
Tucson, Ariz. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


Interpretation of Schizophrenia, 2nd ed., by Silvano Arieti, 
M.D. New York, N.Y., Basic Books, 1974, 737 pp., $22.50. 


Reconstructing Social Psychology, edited by Nigel Armistead. 
Baltimore, Md., Penguin Books, 1974, 330 pp., $3.95 (paper). 


Creative Aggression, by Dr. George R. Bach and Dr. Herb 
Goldberg. Garden City, N.Y., Doubleday & Co., 1974, 407 pp., 
$8.95. 


Three Worlds of Therapy: An Existential-Phenomenological 
Study of the Therapies of Freud, Jung, and Rogers, by Anthony 
Barton. Palo Alto, Calif., National Press Books, 1974, 271 pp., 
$8.95; $4.95 (paper). 


Being Different: The Autobiography of Jane Fry, collected, 
compiled, and edited by Robert Bogdan. New York, N.Y., 
Wiley-Interscience (John Wiley & Sons), 1974, 235 pp., $9.95. 


Psychosocial Basis of Medical Practice, edited by Charles L. 
Bowden, M.D., and Alvin G. Burstein, Ph.D. Baltimore, Md., 
Williams & Wilkins Co., 1974, 223 pp., $7.95 (paper). 
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Mind, by Barbara Brown, Ph.D. New York, N.Y., Harper & 
Row, 1974, 454 pp., $9.95. 


Innovative Treatment Methods in Psychopathology, edited by 
Karen S. Calhoun, Henry E. Adams, and Kevin M. Mitchell. 
New York, N.Y., Wiley-Interscience (John Wiley & Sons), 
1974, 412 pp., $16.95. 


Calm and Clear. Berkeley, Calif., Tibetan Nyingma Meditation 
Center ( Dharma Publishing), 1973, 111 pp., $3.95 (paper). 


Alcohol Abuse and Rehabilitation Approaches, edited by John 
G. Cull, Ph.D., and Richard E. Hardy, Ed.D. Springfield, Iil., 
Charles C Thomas, 1974, 196 pp., $12.75. 


Counseling and Rehabilitating the Diabetic, edited by John G. 
Cull, Ph.D., and Richard E. Hardy, Ed.D. Springfield, Ill., 
Charles C Thomas, 1974, 148 pp., $6.95. 


Season of Birth in Schizophrenia and Other Mental Disorders, 
by Per Dalén. Goteborg, Sweden, Psychiatric Research Centre, 
St. Jórgen's Hospital, University of Goteborg, 1974, 123 pp., 
no price listed (paper). 


The Roots of Psychology: A Sourcebook in the History of Ideas, 
edited by Solomon Diamond. New York, N.Y., Basic Books, 
1974, 764 pp., $24.95. 


The Legend of the Great Stupa and The Life Story of the Lotus 
Born Guru, translated by Keith Dowman. Berkeley, Calif., 
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Tibetan Nyingma Meditation Center (Dharma Publishing), 
1973, 128 pp., $2.95 (paper). 
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Carl Eisdorfer and M. Powell Lawton. Washington, D.C., 
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Books), 1974, 253 pp., $1.65 (paper). 


The Meaning of Criminal Insanity, by Herbert Fingarette. 
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1974, 161 pp., $10.00. 
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thesda, Md., Elizabeth Cady Stanton Publishing Co., 1974, 620 
pp., $4.95 (paper). 
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Philosophical Library, 1974, 198 pp., $10.00. 
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Klaich. New York, N.Y., Simon and Schuster, 1974, 278 pp., 
$8.95. 
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Calif., Jossey-Bass, 1974, 517 pp., $15.00. 


The Psychologists, vol. 2, edited by T.S. Krawiec. New York, 
N.Y., Oxford University Press, 1974, 500 pp., $10.95; $6.95 (pa- 
per). 


Living or Dying: Adaptation to Hemodialysis, edited by Nor- 
man B. Levy, M.D. Springfield, Ill., Charles C Thomas, 1974, 
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Personality Disorders: Diagnosis and Management, edited by 
John R. Lion, M.D. Baltimore, Md., Williams & Wilkins Co., 
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Memory and Nerve Cell Connections: Criticisms and Contribu- 
tions from Developmental Neurophysiology, by Richard Mark. 
New York, N.Y., Oxford University Press, 1974, 149 pp., 
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Adolescence: Psychology, Psychopathology, and Psychotherapy, 
by Derek Miller, M.D. New York, N.Y., Jason Aronson, 1974, 
529 pp., $15.00. : 


The Schreber Case: Psychoanalytic Profile of a Paranoid Per- 
sonality, by William G. Niederland, M.D. New York, N.Y., 
Quadrangle/ New York Times Book Co., 1974, 166 pp., $8.95. 


A Practical Handbook of Psychiatry, edited by Joseph R. Nov- 
ello, M.D. Springfield, Ill., Charles C Thomas, 1974, 606 pp., no 
price listed. 


Suicide Among Young Adults, by A. Morgan Parker, Jr., 
D.Min. Jericho, N.Y., Exposition Press, 1974, 160 pp., $8.00. 


Psychological Measurements in Psychopharmacology. Modern 
Problems of Pharmacopsychiatry, vol. 7, edited by P. Pichot and 
R. Olivier-Martin. New York, N.Y., S. Karger, 1974, 263 pp., 
$35.75. 


Communication Conflict and Marriage, by Harold L. Raush, 
William A. Barry, Richard K. Hertel, and Mary Ann Swain. 
San Francisco, Calif., Jossey-Bass, 1974, 245 pp., $10.75. 


The Integration of a Child Into a Social World, edited by Mar- 
tin P.M. Richards. New York, N.Y., Cambridge University 
Press, 1974, 308 pp., $15.50; $4.95 (paper). 


Life History Research in Psychopathology, vol. 3, edited by Da- 


vid F. Ricks, Alexander Thomas, and Merrill Roff. Minneapo-' 


lis, Minn., University of Minnesota Press, 1974, 375 pp., $18.50. 
The Psychological Sense of Community: Prospects for a Com- 
munity Psychology, by Seymour B. Sarason. San Francisco, 
Calif., Jossey-Bass, 1974, 285 pp., $12.50. 


How Behavior Means, by Albert E. Scheflen. New York, N.Y., 
Anchor Press/ Doubleday, 1974, 208 pp., $2.50 (paper). 


An Introduction to Psychotherapy, by Marc D. Schwartz, M.D., 
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and Jesse D. Geller, Ph.D. New Haven, Conn., J. Geller and M. 
Schwartz ( Videographics), 1972, 24 pp., $2.00 (paper). 


Stress Without Distress, by Hans Selye, M.D. Philadelphia, 
Pa., J.B. Lippincott Co., 1974, 165 pp.. $6.95. 


Models of Group Therapy and Sensitivity Training, by John B.P. 
Shaffer and M. David Galinsky. Englewood Cliffs, N.J., Pren- 
tice-Hall, 1974, 296 pp., no price listed. 


Messages of the Body, by John Spiegel and Pavel Machotka. 
New York, N.Y., Free Press (Macmillan Publishing Co.), 1974, 
426 pp., $17.95. 


Separating Parents and Adolescents: A Perspective on Running 
Away, Schizophrenia, and Waywardness, by Helm Stierlin, 
M.D., Ph.D. New York, N.Y., Quadrangle/ New York Times 
Book Co., 1974, 190 pp., $8.95. 


The World of the Child: Clinical Studies from Birth to Adoles- 
cence, edited by Toby Talbot. New York, N.Y., Jason Aronson, 
1974, 457 pp., $15.00. 


The Human Course: Collected Thoughts for Living, edited by 
William Sentman Taylor and Phoebe L.S. Taylor. New York, 
N.Y., Halsted Press (John Wiley & Sons), 1974, 594 pp., 
$16.95. 


Straight Talk from Prison: A Convict Reflects on Youth, Crime 
and Society, by Lou Torok. New York, N.Y., Human Sciences 
Press ( Behavioral Publications), 1974, 142 pp., $7.95. 


A Neurophysiological Model of Emotional and Intentional Be- 
havior, by John L. Weil, M.D. Springfield, Ill., Charles C 
Thomas, 1974, 180 pp., $15.75. 


Mental Health Care in the World of Work, by Hyman J. Wei- 
ner, Sheila H. Akabas, and John J. Sommer. New York, N.Y., 
Association Press, 1973, 182 pp., $8.95. 


The Depressed Woman: A Study of Social Relationships, by 
Myrna M. Weissman and Eugene S. Paykel. Chicago, Hl., Uni- 
versity of Chicago Press, 1974, 279 pp., $10.00. 


Psychedelic Drugs, by Brian Wells. New York, N.Y., Jason 
Aronson, 1974, 239 pp., $10.00. 


Therapeutic Effectiveness of Methadone Maintenance Programs 
in the Management of Drug Dependence of Morphine Type in 
the USA, by Stephen S. Wilmarth and Avram Goldstein. Ge- 
neva, World Health Organization, 1974, 53 pp., 17 Swiss francs 
(paper). 


The International Pilot Study of Schizophrenia, vol. 1, by the 
World Health Organization. Geneva, WHO, 1973, 412 pp., 56 
Swiss francs (paper). 


Mental Retardation and Developmental Disabilities: An Annual 


Review, vol. VI, edited by Joseph Wortis, M.D. New York, 
N.Y., Brunner/ Mazel, 1974, 301 pp., no price listed. 
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OFFICIAL ACTIONS 





Position Statement on Public Law 92-603 (PSRO) 


kd 





This statement was approved by the Executive Committee of 
the Board of Trustees of the A merican Psychiatric Association 
at its February 18, 1974, meeting upon recommendation of the 
Reference Committee. It was prepared by the Ad Hoc Com- 
mittee on Professional Standards Review Organizations 
(PSROs).' 





THE AMERICAN PSYCHIATRIC ASSOCIATION remains firmly 
committed to the principles of peer review as set forth in its pre- 
vious Position Statement on Peer Review, published in The 
American Journal of Psychiatry in March 1973. In spite of 
some deficiencies in Public Law 92-603, it may provide the ma- 
chinery necessary to strengthen and stimulate peer review. 

The Association continues to be properly concerned about 
some of the provisions of Public Law 92-603. The definition of 
“qualified organization,” the time of scheduling of various 


'The Ad Hoc Committee on PSROs included: Frank Sullivan, M.D., 
chairman, Rives Chalmers, M.D., Robert L. Stubblefield, M.D., S. 
Mouchly Small; M.D., Donald C. Greaves, M.D., Donald G. Langsley, 
M.D., Wolfe N. Adler, M.D, Henry Altman, M.D., Donald D. 
Boudreau, M.D., Frank M. Johnston, M.D., Harold H. Nelson, M.D., 
and Susan McLeer, M.D., Falk Fellow; Richard Dorsey, M.D., and 
Charles E. Osborne, Ed.D., consultants. 
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phases, the area designations, and the threats to confidentiality, 
which are but a few examples of that concern, are currently 
being studied with a view to proposing amendments. The Asso- 
ciation hopes that the Congress will respond to the recommen- 
dations that may evolve from these studies by modifying the 
law appropriately or by changing the interpretation of rules. 
The Association is in full agreement with the Council of 
Medical Specialty Societies, of which it is a part, that the orga- 
nized medical specialties should do all within their abilities to 


` render constructive and helpful suggestions to the PSRO mech- 


anisms so that PSROs will help the physician render the best 
possible quality care to his patient. 

Working through its councils, committees, and district 
branches, the American Psychiatric Association will continue 
to develop peer review practices and to strengthen existing sys- 
tems of utilization review. It will also continue to promote de- 
velopment, use, and assessment of model criteria sets. It will ac- 
tively seek to educate its membership about the urgent needs for 
locally developed norms and standards on which to base en- 
lightened and instructive medical audit. 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


I ———— ———— ————— 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 










The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC ll— The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 


An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 





May enhance other 
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Ritalin...of proven value when used as 
part of a complete therapeutic and remedial 
MBD program 

More than a decade of clinical experience 
shows that Ritalin helps improve ratings of 


behavior, attentiveness, performance IQ, motor 


control, and speech productivity in children 
with Minimal Brain Dysfunction (MBD).? 

Currently a drug of choice in many MBD 
situations,’ Ritalin can play an important part 
in the total rehabilitation program of the 
MBD child. And proper management is essen- 
tial to the overall (educational, social, and emo- 
tional) development of the child’s potential. 

Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 
ruptions reveal that the child’s behavior 
shows some “stabilization” 
even without chemotherapy, 
permitting a reduction in 
dosage and eventual discon- 
tinuance of drug therapy. 

Of course, Ritalin is not 
indicated for childhood per- 
sonality and behavioral dis- 
orders not associated with 
MBD. 
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Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 
Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for all children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS . 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (/e, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 

Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in patients with or with- 





out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions i 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 













Drug Dependence ! 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or . 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 


PRECAUTIONS : 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 

are advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 
lished, the following have been reported in 
patients taking this drug: leukopenia and/or anemia; a few instances 
of scalp hair loss. 

In children, loss of appetite, abdominal pain, weight loss during 
prolonged therapy, insomnia, and tachycardia may occur more 
frequently; however, any of the other adverse reactions listed above 
may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) . 
Start with small doses (eg, 5 mg before breakfast and lunch) with 
gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
is not recommended. If improvement is not observed after appro- 
priate dosage adjustment over a one-month period, the drug should 
be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 
occur, reduce dosage, or, if necessary, discontinue the drug. 
Ritalin should be periodically discontinued to assess the child's 
condition. Improvement may be sustained when the drug is either 
temporarily or permanently discontinued. 

Drug treatment should not and need not be indefinite and usually 
may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 2/4854 17 
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Home 


Home...with 


Prolixin 
Decanoate’ 
(Fluphenazine 
Decanoate 
Injection) 


When you control the schizophrenic's medication, he has 
a better chance of staying home. Prolixin Decanoate® 
(Fluphenazine Decanoate Injection) puts drug control in 
your hands with injections at one to three week intervals.* 


Homecoming for a schizophrenic patient may well be the 
beginning of one of the most critical times in his illness. Readapt- 
ing himself to the community, to family and friends, may impose 
a strain unlike anything experienced in the protective environ- 
ment of the hospital. 


Yet, this is a time when too many such patients abandon the 
very drug therapy that brought them to the point of discharge. 
" Approximately 5076 of all discharged psychotic patients fail to 


^1 


take even the first dose of their outpatient medication: 


Prolixin Decanoate, a long-acting drug, enables you to monitor 
the patient’s medication to a degree not possible with oral 
therapy. 


Moreover, you can be assured of good absorption with Prolixin 
Decanoate (Fluphenazine Decanoate Injection). Contrast 

this with the findings of Adamson, et al.} who determined that 
39 of 97 patients who were considered non-responders to oral 
chlorpromazine had significantly lower plasma levels of un- 
metabolized chlorpromazine following oral administration of 
the drug, compared with the levels obtained on the day of a 
single i.m. dose of the same drug. 


Should Prolixin Decanoate (Fluphenazine Decanoate Injection) 
replace oral chlorpromazine routinely? Obviously, your own 
experience and judgment will dictate the answer. But it may 
prove very worthwhile to consider the way in which Prolixin 
Decanoate can eliminate two critical variables of therapy: the 
unreliability of many patients with respect to daily dose-taking, 
and the unpredictability of absorption patterns in patients 
taking chlorpromazine and similar compounds by the oral route. 


Home is where they want to be. Help them get there, help 
them stay there with Prolixin Decanoate. 


*The interval between doses ranges from one to three 
weeks or longer, with an average duration of effect of 
about two weeks. 


1. Goldberg. H.L., et al.: Psychosomatics 11:173, May-June, 1970. 
2. Adamson, L., et al.: Diseases of the Nervous System, April-May 1973, p. 181. 


For brief summary, see following page. 
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PROLIXIN DECANOATE® 
Fluphenazine Decanoate Injection 


Prolixin Decanoate (Fluphenazine Decanoate Injection) pro- 
vides 25 mg. fluphenazine decanoate per cc. in a sesame oil 
vehicle with 1.296 (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or estab- 
lished subcortical brain damage. In patients who have a blood 
dyscrasia, liver damage or renal insufficiency, or who are re- 
ceiving large doses of hypnotics, or who are comatose or se- 
verely depressed. In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to phenothiazine derivatives 
may occur. 
Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving 
a car or operating heavy machinery may be impaired by use of 
this drug. Physicians should be alert to the possibility that se- 
vere adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. 
Safety for use during pregnancy has not been established; 
weigh possible hazards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy in children have 
not been established because of inadequate experience in use 
in children. 


PRECAUTIONS: Caution must be exercised if another pheno- 
thiazine compound caused cholestatic jaundice, dermatoses 
or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or central nervous sys- 
tem depressants may be required. Because of added anti- 
cholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed 
to extreme heat or phosphorus insecticides; in patients with 
ulcer disease history since aggravation of peptic ulcer has oc- 
curred; in patients with history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with 
special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind 
that with prolonged therapy there is the possibility of liver dam- 
age, pigmentary retinopathy, lenticular and corneal deposits, 
and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the 
direction of a physician experienced in the clinical use of psy- 
chotropic drugs. Periodic checking of hepatic and renal func- 
tions and blood picture should be done. Renal function of 
patients on long-term therapy should be monitored; if BUN be- 
comes abnormal, treatment should be discontinued. "Silent 
pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyra- 
midal symptoms are most frequently reported. These include 
pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogy- 
ric crises, opisthotonos, and hyperreflexia; most often these are 
reversible, but they may be persistent. One can expect a higher 
incidence of such reactions with fluphenazine decanoate than 
with less potent piperazine derivatives or straight-chain pheno- 
thiazines. The incidence and severity will depend more on indi- 
vidual patient sensitivity, but dosage level and patient age are 
also determinants. As these reactions may be alarming, the pa- 
tient should be forewarned and reassured. These reactions can 
usually be controlled by administration of antiparkinsonian 
drugs such as benztropine mesylate or intravenous Caffeine 
and Sodium Benzoate Injection U.S.P., and by subsequent re- 
duction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents, persistent and sometimes irreversible tardive dyskine- 
sia may appear in some patients on long-term therapy or may 
occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females, on high dosages. The syn- 
drome is characterized by rhythmical involuntary movements 
of tongue, face, mouth, or jaw (e.g., protrusion of tongue, puff- 
ing of cheeks, puckering of mouth, chewing movements) and 
may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usu- 
ally the symptoms are not alleviated by antiparkinsonism 
agents. If the symptoms appear, discontinuation of all antipsy- 
chotic agents is suggested. The syndrome may be masked if 
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treatment is reinstituted, or drug dosage increased, or a differ- . 
ent antipsychotic agent used. Reports are that fine vermicular 
movements of the tongue may be an early sign of the syndrome 
which may not develop if medication is stopped at that time. ` 

Phenothiazine derivatives have been known to cause rest- 
lessness, excitement, or bizarre dreams and reactivation or ag- 
gravation of psychotic processes may be encountered. If drow- 
siness or lethargy occur, the dosage may have to be reduced. 
Dosages, far in excess of the recommended amounts, may in- 
duce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations 
in blood pressure have been reported. Although hypotension is 
rarely a problem, patients: with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve de- 
ficiency such as mitral insufficiency appear to be particularly 
prone to this reaction and should be observed carefully. Sup- 
portive measures including intravenous vasopressor drugs 
should be instituted immediately should severe hypotension 
occur; Levarterenol Bitartrate Injection U.S.P. is the most suit- 
able drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea, loss 
of appetite, salivation, polyuria, perspiration, dry mouth, head- 
ache and constipation may occur. Reducing or temporarily dis- 
continuing the dosage will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal impaction, paralytic 
ileus, tachycardia, or nasal congestion have occurred in some 
patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, 
abnormal lactation, gynecomastia, menstrual irregularities, false 
results on pregnancy tests, impotency in men and increased 
libido in women have occurred in some patients on phenothia- 
zine therapy. 

Allergic Reactions—itching, erythema, urticaria, seborrhea, 
photosensitivity, eczema and exfoliative dermatitis have been 
reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. i 

Hematologic—Blood dyscrasias including leukopenia, agran- 
ulocytosis, thrombocytopenic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been observed with phe- 
nothiazines. If soreness of the mouth, gums or throat or any 
symptoms of upper respiratory infection occur and confirmatory 
leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, 
particularly during the first months of therapy, may occur; treat- 
ment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no clinical 
evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized 
patients on phenothiazines. Previous brain damage or seizures 
may be predisposing factors. High doses should be avoided in 
known seizure patients. Shortly before death, several patients 
showed flare-ups of psychotic behavior patterns. Autopsy find- 
ings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial 
lesions. Although not a general feature of fluphenazine, poten- 
tiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcoho] may occur. 

Systemic lupus erythematosus-like syndrome, hypotension 
severe enough to cause fatal cardiac arrest, altered electrocar- 
diographic and electroencephalographic tracings, altered cere- 
brospinal fluid proteins, cerebral edema, asthma, laryngeal 
edema, and angioneurotic edema; with long-term use, skin pig- 
mentation and lenticular and corneal opacities have occurred 
with phenothiazines. Local tissue reactions occur only rarely 
with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 
HOW SUPPLIED: 1 cc. Unimatic® single dose preassembled 
syringes and cartridge-needle units, and 5 cc. vials. 
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FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 
Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 















BALDPATE, INC. 






A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 















Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 








Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 






Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 








Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 







PATRICK J. QUIRKE, M.D. 
Medical Director 






IBRAHIM BAHRAWY, M.D. 
Clinical Director 











For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 





patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older childr 


Warnings: Safe use in pregnancy not established. May impair mental and/or physi 
abilities required for performance of hazardous tasks, such as operating machinery 
driving a motor vehicle. 


Precautions: Because-of cumulative action, continued supervision is advisable. Clo 
observe patients with tendencies to tachycardia or Fypotension and those with prost 
hypertrophy. Dysuria may occur, but rarely becomes a problem. Large doses may ca 
complaints of weakness and inability to move particular muscle groups, requiring 
age adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patie 
visual hallucinations reported occasionally. May intensify mental symptoms when u 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazi 
in patients with mental disorders; in such pa s$, increased doses of antiparkinson 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in sq 


or unmask such symptoms. 

May produce anhidrosis; give with caution during hot weather, especially to the old, 
chronically ill, the alcoholic, those who have central nervous system disease, those 
do manual labor in a hot environment, and those with disturbances in sweating 

















TABLETS: 0.5 mg, 1 mg, and2mg 
, INJECTION: 1.0 mg/ml. 





(Benztropine Mesylate MSD) | 


helps alleviate most . 
phenothiazine-induced 


extrapyramidal symptoms - 


In arecent study of 7 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms.’ Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 
1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 


extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246, 
May 1972. : 


anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium i is not 


impaired, Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. 1f dry mouth causes difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 


fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., © 


skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. Certain extrapyramidal disorders that develop slowly, such as tardive 
dyskinesia, usually do not respond to the drug. s 


How Supplied: Tablets in three strengths: 0.5 mg and-l mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine me Ete in bottles of 100 and 1000; Injection, 
containing 1.0 benztropine mesylate and 9.0 sodium chloride per ml, in 2-ml ampuls. 


For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., INC:, West Point, Pa. 19486 

















Facts about dosage 
‘schedules of 
' COGENTIN 

(Benztropine Mesylate| MSD) | 
‘in treating drug-induced 
extrapyramidal symptoms 


< Jn treating extrapyramidal symp- 

~ toms due to central nervous system 
. drugs, such as reserpine and 

; phenothiazines, the recommended 
* dosage of COGENTIN is 1 to 4 mg 


once or twice a day orally or 


'., parenterally. The tablet form 


should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 


* develop soon after initiation of 


phenothiazine treatment, they are 
likely to be transient. One to 2 mg 


` COGENTIN orally two or three 
"times a day usually provides relief 


within one or two days. After one 
or two weeks, COGENTIN should 


.. be withdrawn to determine the 
- continued need for it. If symptoms 


recur, COGENTIN can be 
reinstituted. 


= Certain extrapyramidal disorders 


that develop slowly, such as tardive 
dyskinesia, usually do not respond 


. to COGENTIN. . 
* For more detailed information, 
See full prescribing information. 











A50 


practical measures 
in support of sleep 


Care & 
Affection 









Many patients have a strong crav- 
ing for affection that, if not satisfie 
can interfere with sleep. This can 
particularly true among partne: 
of long-enduring marriage. Aw 
who feels neglected may lie 
awake beside her soundly 
sleeping husband, or vice 
versa, because of a failure o 
the part of one to meet the 
other's needs. 

All that may be required 
to treat the mild insomnia 
in this type of patient is 
some old-fashioned mar- 
riage counseling: to encour- 
age intimacy, to prolong con- 
tact, to express loving care. By 
asimple increase in emotional 
warmth at days end, when the 
fatigue level is high, both partners 
may get the necessary assurance and 
relaxation for a full night's sleep. 


a complement 


to practical sleep 


Measures 


helps patients slip gently into sleep 


treating sleep disturbance 
reliably Should this type of patient fail to 


respond to first steps and continue to experience 
difficulty in falling asleep and staying asleep, 2 
hypnotic may be called for. Noludar 300—with 
over 19 years of reliable use behind it — usually 
induces sleep within 45 minutes. Noludar can 
oromote an uninterrupted sleep of from 5 to 8 
yours duration. The patient generally wakes 
refreshed without morning-after “hang-over” 


with a careful concern for 
safety While Noludar 300 is a 


Schedule I controlled medication, it is not a 
oarbiturate or a methaqualone. Use caution in 
administering to individuals known to be 
addiction-prone or those whose history suggests 
they may increase the dosage on their own 
initiative. 


benefits for the elderly 

Noludar 300 is well suited to the elderly. On 
recommended dosage (1 capsule before retiring), 
paradoxical excitation has been rare. There has 
been little suppression of respiratory or 
cardiovascular function. 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 

CONTRAINDICATIONS: Patients with known hyper- 
sensitivity to the drug. 






WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 
Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 
Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 

Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 


child. 


Usage in Children: Not recommended in children 
under 3 months of age. 


PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 


ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 
SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


A CHANGE 
FOR THE BETTER 3 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
That's because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that’s notall. Its incidence of 
cardiovascular effects is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine 
and similarly acting compounds at i 
usual clinical doses (75-150 mg. per day). gg 


Sinequan —it could mean a change 
for the better. — 


SNEQUAN -$ 


25-mg., 50-mg. and new 100-mg. das 










(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 


em. See Ones DIVISION 
PFIZER | 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 





25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HCI) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in Pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
Productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that Possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 
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Sinequan (doxepin HCl) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 
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‘.. .The authors offer us a panoply of differing and different approaches to 
evaluation... This volume will be of distinct value to all institutions... ."' 
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220 pages, hardcover. Single copy $10.00 


Please send me ~ copy(ies) of order #182, Evaluative Methods in Psychi- 
atric Education, (2$10.00 per copy 


[] Bill Me [] Check Enclosed 
(Please Print) 


Name 











Address 








City State Zip 








Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St. N.W. 
Washington, D.C. 20009 974AJP 


to sleep, perchance to dream. 





normally 











_ insomnia does not occur." 


TRICLOS 


(triclofos sodium) 


POSSIBLY THE CLOSEST THING TO NORMAL SLEEP 


Triclos? (triclofos sodium) is the newest member of a class 

of hypnotics with over a 100 year record of safety and usefulness. 
Recent clinical studies show that patients on Triclos fall asleep 

rapidly and that sleep is well-maintained.' Because sleep induction 

is rapid and of moderate duration there is little hangover. 

Side effects are minimal. In these studies it was observed that tolerance 
did not develop. Triclos is not a barbiturate or methaqualone. 


DOES NOT SUPPRESS NORMAL SLEEP STAGES 

Normal periods of dreaming sleep (REM) and deep sleep (Stage 4), 

as measured by electroencephalographic studies, are altered 

by many drugs.? The exact clinical significance of these changes is unknown. 
However, it is thought that REM sleep and Stage 4 deep sleep are 

of special importance to sleep's restorative value — since REM sleep 

has been related to restorative functions in the brain and Stage 4 

deep sleep to processes of tissue renewal and repair.? 


MANY HYPNOTICS REDUCE THE DURATION OF 
DREAMING AND/OR DEEP SLEEP: 

flurazepam reduces Deep Sleep 

methyprylon reduces REM sleep 

glutethimide reduces REM and Deep Sleep 

barbiturates reduce REM and/or Deep Sleep 
methaqualone reduces REM sleep 


TRICLOS DOES NOT SUPPRESS THESE STAGES OF SLEEP 
Upon discontinuance of Triclos, dream-time increases; withdrawal 


ces: 1. Data on file at Lakeside Laboratories. 

E., Biological Psychiatry; 1:243-258 (1969). 
and Oswald, I.; British Med. J.; 3:318-322; (May 9) 1970. 
«; Sleep Physiology and Pathology; p. 333-335; J. B. Lippincott; 1969. — 








Ashot against cancer? 


One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body's 
defense to fight off a disease natu- 
rally. 

Dramatic research in this di- 








rection is going on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn’t you feel good knowing 


| American Cancer Society 


THIS SPACE CONTRIBUTED BY THE PUBLISHER AS A PUBLIC SERVICE. 
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you contributed to the research ? 

Feel good. 

Please contribute. Your dollars 
will help further all our cancer 
research, 

We want to wipe out cancer in 
your lifetime. 








Mental Illness 
in 
Later Life © 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 


“The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 
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ELAVIL 


(AMITRIPTYLINE HCIIMSD) 
usefull i in many 
therapeutic settings 


In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 





ALN 


In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 


In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardialinfarction, in patients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per m! 


ELAVIL 
(AMITRIPTYLINE HCITMSD) 


For a brief summary of prescribing information, please see following page. 
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ELAVIL 


[AMITRIPTYLINE HC! | MSD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 


This tablet may prove use- 
Ce) ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
fæ) generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may .be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 

willing to take tablets, the 

. injectable form may be 

suitable initially. The tab- 

lets should replace the in- 

jection as soon as possible. 

Initial intramuscular dos- 

age is 20 to 30 mg (2 to 3 ml) four 

times a day. When Injection ELAVIL 

is administered intramuscularly, the 

effects may appear more rapidly than 
with oral administration. 


Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 





Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor ar within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously" with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds, Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair, mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle: Safe use during pregnancy and lactation has not been 
established; in.pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CNS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Alfergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. _ 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCl, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 


in the treatment of clinically significant depression 
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. A most significant, objective explication of campus mental health. | endorse it wholeheartedly.” 
—Dana Farnsworth 


In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
^ of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various aoproaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in n detailed individual descriptions of the schools 
with their impressive range of supporting services. 
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What a difference 
a day can make 


Your counsel and reassur- 
ance — and Ritalin. 

A logical first step in treat- 
ing mild depression;' and often 
all that’s needed to bring quick 
symptomatic relief. 

Indeed, your patient may 
begin to feel better within hours 
— her spirits boosted, her mood 
brightened. A single prescrip- 
tion may be all that's needed. 

Ritalin is usually well toler- 
ated even by older or convales- 
cent patients. Note, however, 
that it is not indicated in the 
more severe depressions. 

But whenever depression is 
mild, think of Ritalin—so your 
patient has a better chance of 
waking up to a brighter 
tomorrow. 

Ritalin® hydrochloride @ 


(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
“Possibly” effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (e, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 


*This drug has been evaluated as possibly effective for this indication. See brief prescribing information. 





Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, desi- 
pramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient's basic 
personality disturbances. 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 





ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 
the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 
dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura}; 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair Joss, 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meals. Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 


. patients may require 40 to 60 mg daily. In 


others, 10 to 15 mg daily wili be adequate. The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 
Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 

CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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Ritalin 
(methylphenidate) 


acts quickly to relieve symptoms 
in mild depression 


CIBA 
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A new way 


to look at insomnia 


"I have trouble sleeping" means different things in different insomnia 
patients. If the patient is a young adult, he probably means he has 
trouble falling asleep. If he’s over 50, chances are his complaint refers 
to early morning awakenings, or frequent wake periods during the night! 

Physiologic tracings in the sleep research laboratory can 
objectify these patient complaints. Illustrated is a composite “land- 
scape" of the sleep problems most typical among young and 
older adults. 

In this new technique of graphing wake periods and sleep stages, 
the width of each pyramid base shows duration; position of pyramid 
shows hour of occurrence; and height indicates percent-of-the-night 
occupied by each distinct period. The first pyramid on the left shows 
difficulty falling asleep and the middle pyramids, frequent awakenings. 
The large pyramid at the end of the "landscape" illustrates early 
morning awakening. 

When your patient's complaint of "trouble sleeping" is confirmed 
by a diagnosis of insomnia — transient or recurring — the need for a 
sleep medication may be answered by Dalmane (flurazepam HCl). 


Dalmane (flurazepam HCl) is useful 
in the patient with trouble falling asleep, 
staying asleep, sleeping long enough... 


In sleep research laboratory? and other clinical studies?’ Dalmane has 
been proven effective in both inducing and maintaining sleep. It induces 
sleep rapidly, within 17 minutes, on average; decreases number of nocturnal 
awakenings and total time awake; and provides 7 to 8 hours of sleep, on 
average, without repeating dosage during the night?* 






It's consistently effective over 


multiple nights of therapy.. ^*^" 
Dalmane has been shown to be consistently \ X j hen 
effective even during consecutive nights of 

administration. Thus, there is little likelihood for 


SII å restful sleep 
It’s relatively safe," seldom 1S indicated 


resulting in “hang-over”"” 

A benzodiazepine, Dalmane (flurazepam HCl) is Dalmane 
generally well tolerated; morning “hang-over” has 

been relatively infrequent. In elderly and debilitated fl HCI 
patients, initial dosage should be limited to 15 mg urazepam 


to preclude oversedation, dizziness and/or ataxia. 


An added benefit: Dalmane and warfarin may be One 30-mg capsule h.s. — usual adult dosage 
l ith skot (15 mg may suffice in some patients). 

used concurrent y wit out S of unacceptable One 15-mg capsule h.s. — initial dosage for 

fluctuation in prothrombin time. ' elderly or debilitated patients. 


ROCHE Please see following page for summary of 
Complete Product Information. 
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induces sleep within 17 
minutes, on average 
reduces nighttime 
awakenings 

provides 7 to 8 hours 

of sleep, on average, 
without repeating dosage 


Before prescribing Dalmane (flurazepam 
HCI), please consult Complete Product 
Information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 


salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 
Dosage: Individualize for maximum benefic 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 
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Three new JIS publications: 


THE TREATMENT OF DRUG ABUSE — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Jerome H. Jaffe, James N. Sussex, John Ball, Leon Brill 


What can a community that wants to do something about a perceived drug abuse problem reasonably expect to get for 
its efforts? That is the question the authors undertook to answer through a field study that consisted of visits to nine 
programs operating more than forty facilities and components for various categories of persons who use drugs — 
mainly narcotics. They conclude that no single one of the presently available approaches can be expected to be success- 
ful with more than a small percentage of the drug-abusing population, and all approaches combined will have an "undoubt- 
edly limited^ effect. Rather than take a position for or against any particular treatment approach, they discuss the 
positive and negative features of each. A wealth of significant detail is provided about a number of well-known pro- 
grams, with an objectivity that has been altogether too rare in this field. The authors set forth one reasonable sequence 
that might be followed by communities seeking to establish various drug treatment resources that will be appropriate 
for their particular needs. 

. an excellent guide to the treatment of drug addiction for those wishing to learn about the field and for those 


interested in its evaluation. Social Sdence-& Medicine 


. a well-written, authoritative source of invaluable information that should be read by physicians, politicians, and 
community leaders. —Journal of the American Medical Association 
250 pages $7.06 


CHILDREN AND MENTAL HEALTH CENTERS — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Michael Fishman, Meyer Sonis 


This tenth in a series of Joint Information Service field studies of mental health programs focuses on the efforts of fed- 
erally assisted mental health centers to meet the needs of children and adolescents, both through direct treatment services 
and through consultation programs that seek to enhance the competence of numerous kinds of persons who have an 
important influence on the lives of children. Based on visits by the authors and consultants to eight outstanding 
programs, this volume also incorporates the findings of a questionnaire survey to all federally supported community mental 
health centers. It also provides a full but concise history of treatment efforts for young people in this country, and, 
most important, it sets forth a hypothetical comprehensive program that is broader than any single program presently 
operating in the United States. 

257 pages $7.00 


ELEVEN INDICES 


PREPARED BY Charles Kanno 


This "aid in reviewing state and local mental health and hospital programs" is a successor to the long-established Fifteen 
Indices, published by the Joint Information Service since 1956. The new version eliminates some of the indices that are no 
longer applicable in view of changes in the mental health delivery system, adds new ones, and uses a different reporting 
form for others. It provides state-by-state data for expenditures for mental health programs, hospitalization rates, re- 
habilitated mental illness clients, percent of population living in community mental health center catchment areas, and so 
on. In addition, a separate profile is provided for each state, indicating its performance against the national averages. 
83 pages $4.00 


Published by 
The Joint Information Service 


of the American Psychiatric Association 
and the National Association for Mental Health 


Please send me: — —. copy(ies) of The Treatment of Drug Abuse, Order #197, @ $7.00 each (casebound) 
copy(ies) of Children and Mental Health Centers, Order #172, @ $7.00 each (casebound) 
copy(ies) of Eleven Indices, Order #212, @ $4.00 each (paperbound) 

OR. ....... ONE COPY EACH OF ALL THREE FOR $15.00. 





o Bill me CO Check enclosed 
(PLEASE PRINT) 


Name 





Address 





City. State Zip 
Send coupon to: AMERICAN PSYCHIATRIC ASSOCIATION 


Publications Services Division 


1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 974AJP 
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Not every anxious, "blue" patient 
LÀ y LJ 
isacandidate for 


Adapin (doxepin HCl) therapy 


How to maximize the effectiveness of 
Adapin (doxepin HCl) in your management 
of anxiety/depression 





Choose the candidates 
who identify themselves 


Put the major side-effect 
to work for you 


Put them at ease 
with their therapy 


To maximize effect; 
you must first prescribe 


Individualize dosage 


ADAPIN 





cad 


Prescribing Information: 


DAPIN 


Doxepin HCI 
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DESCRIPTION 
Adapin (doxepin HCl) is an isomeric mixture of N, 
N-dimethyl-dibenz(b,e) oxepin- Ae", y propylamine 
hydrochloride. 

O, 


CH ci 


CH: 


4 
CHCH,CH;N 


ACTIONS 

Adapin has a variety of pharmacological actions with 
its predominant action on the central nervous system. 
While its mechanism of action is not known, studies 
have demonstrated that it is neither a monoamine 
oxidase inhibitor nor a primary stimulant of the cen- 
tral nervous svstem. 


INDICATIONS 

In controlled clinical evaluations, Adapin has shown 
marked antianxiety and significant antidepres- 
sant effects. Adapin has been found to be well toler- 
ated even in elderly patients. 


Adapin is indicated for the treatment of patients with: 
l. Psychoneurotic anxiety and/or depressive 
reactions. 
2. Mixed symptoms of anxiety and depression. 


3. Anxiety and/or depression associated with alco- 
holism 


4. Anxiety associated with organic disease. 


wn 


. Psychotic depressive disorders including involu- 

tional depression and manic-depressive reactions. 
Target symptoms of psychoneurosis that respond par- 
ticularly well to Adapin include: anxiety, tension, 
depression, somatic symptoms and concerns, insomnia, 
guilt, lack of energy, fear, apprehension and worry. 
Because Adapin provides antidepressant as well as 
antianxiety effects, it is of particular value in patients 
in whom anxiety masks depression. Patients who have 
not responded to other antianxiety or antidepressant 
drugs may benefit from Adapin. 


In a large series of patients systematically observed 
for withdrawal symptoms, none were reported — a 
finding which is consistent with the virtual absence of 
euphoria as a side effect and the lack of addictive 
potential characteristic of this type of chemical com- 
pound. 


CONTRAINDICATIONS 

Because Adapin has an anticholinergic effect, it is 
conrraindicated in patients with glaucoma or a tendency 
toward urinary retention. 


Use of Adapin is contraindicated in patients who 
have been found hypersensitive to it. 


WARNINGS 

Usage in Pregnancy — Adapin has not been eval- 
uated in pregnant patients. Therefore, it should not be 
used during pregnancy unless, in the judgment of the 
physician, it is essential to the welfare of the patient. 


In animal reproduction studies of Adapin, gross and 
microscopic examination of the offspring gave no evi- 
dence of drug-related teratogenic effects. Following 
doses of up to 25 mg/kg/day for 8 to 9 months, no 
changes were observed in the number of live births, 
litter size, or lactation. A decreased rate of conception 
was observed when male rats were given 25 mg./kg/ 
day for prolonged periods — an effect which has oc- 
curred with other psychotropic drugs and has been 
attributed to drug effect on the central and/or auto- 
nomic nervous systems. 


Usage in Children — The use of Adapin in children 
under 12 years of age is not recommended, because 
safe conditions for its use have not been established. 


MAO Inhibitors — Serious side effects and even 
death have been reported following the concomitant 
use of certain drugs with MAO inhibitors. Therefore. 
MAO inhibitors should be discontinued at least two 
weeks prior to the cautious initiation of therapy with 
Adapin. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being 
used, the length of time it has been administered, and 
the dosage involved. 


PRECAUTIONS 

Drowsiness may occur with Adapin (doxepin HCl); 
therefore patients should be warned of its possible 
occurrence and cautioned against driving a motor ve- 
hicle or operating hazardous machinery while taking 
the drug 


Patients should also be cautioned that the effects of 
alcoholic beverages may be increased. 


Since suicide is an inherent risk in depressed patients 
and remains a risk through the initial phases of im- 
provement, depressed patients should be closely 
supervised. 

Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking la- 
tent psychotic symptoms should be kept in mind. 
Compounds structurally related to Adapin can block 
the effects of guanethidine and similarly acting com- 
pounds. However, at the usual clinical dosages, 75 mg. 
to 150 mg. per day, Adapin has been given concom- 
itantly with guanethidine without blocking its anti- 
hypertensive effect. But at dosages of 300 mg. per dav 
or higher, Adapin has exerted a significant blocking 
effect. 


Adapin, like other structurally related psychotropic 
drugs, potentiates norepinephrine response in animals. 
Bur this effect has not been observed with Adapin 
in humans. which is in accord with the low incidence 
of tachycardia reported clinically. 


ADVERSE REACTIONS 

Anticholinergic Effects: Dry mouth, blurred vision 
and constipation have been reported. These are usually 
mild, and often subside as therapy is continued or 
dosage reduced. 


Central Nervous System Effects: Drowsiness has 
been observed. It usually occurs early in the course of 
therapy and tends to subside as therapy continues. (See 
Dosage and Administration section.) 


Cardiovascular Effects: Tachycardia and hypotension 
have been reported infrequently. 


Other infrequently reported adverse effects include 
extrapyramidal symptoms, gastrointestinal reactions, 
secretory effects (such as increased sweating), weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, 
flushing, chills, tinnitus, photophobia, decreased libido, 
rash, and pruritus. 


DOSAGE AND ADMINISTRATION 

In most patients with mild to moderate anxiety 
and/or depression: 10 mg. to 25 mg. tid. to start. 
A starting dosage of 10 mg. t.i.d. for a period of four 
days may reduce the initial drowsiness experienced 
by some patients, and may be tried in cases where 
drowsiness is clinically undesirable. Decrease or in- 
crease the dosage at appropriate intervals according to 
individual response. Usual optimum dosage is 75 mg. 
to 150 mg. per day. 

In some patients with mild symptomatology or 
emotional symptoms accompanying organic disease, 
dosage as low as 25 mg. to 50 mg. per day has pro- 
vided effective control. 

In more severe anxiety and/or depression: 50 
mg. t.i.d. may be required to start — if necessary, grad- 
ually increase to 300 mg. per day. Additional effective- 
ness is rarely obtained by exceeding 300 mg. per day. 
Although optimal antidepressant response may not be 
evident for two to three weeks, antianxiety activity is 
rapidly apparent. 


OVERDOSAGE 

Symptoms — An increase of any of the reported ad- 
verse reactions, primarily excesssive sedation and anti- 
cholinergic effects such as blurred vision and 
dry mouth. Other effects may be: pronounced tachy- 
cardia, hypotension and extrapyramidal symptoms. 
Treatment ~ Essentially symptomatic; supportive ther- 
apy in the case of hypotension and excessive sedation. 


HOW SUPPLIED 

Each capsule contains doxepin, as the hydrochloride. 
10 mg. (NDC 18-356-71) and 25 mg. (NDC 18-357-71) 
capsules in bottles of 100, and 50 mg. (NDC 18-358- 
65) capsules in bottles of 50. 


ys MENNWALT 


Pennwatt Prescription Products 
Pharmaceutical Division 
Pennwalt Corporation 
Rochester, New York 14623 


















PSYCHIATRISTS 


The Veterans Administration Hospital located in Albany, 
New York, has positions available in its Psychiatric Service 
for well-trained, energetic Psychiatrists with clinical, 
teaching and research interests. This is a 900-bed General 
Medical and Surgical Hospital with a very active Psychiatric 
Service consisting of a Mental Hygiene Section, Day Treat- 
ment Center, Neuropsychiatric Examination Section, 
Psychophysiology Research Section, Psychiatric Section, 
Drug Dependency Treatment Unit, Alcoholic Rehabilitation 
Unit, and a Day Hospital. The Psychiatric Service provides 
inpatient, outpatient and day treatment services to eligible 
veteran patients and is affiliated with the Department of 
Psychiatry, Albany Medical College, Albany, New York. 


QUALIFICATIONS: Immediate openings are available for 
Board elegible and Board Certified Psychiatrists. 

Salary range — $24,247 to $36,000 per annum depending 
on qualifications and experience. 


Liberal fringe package includes vacation, sick leave, health 
and group life insurance at special rates and participation 
in the Federal Retirement System. 


AN EQUAL OPPORTUNITY EMPLOYER 


WRITE OR CALL: Chief of Staff 
Veterans Administration Hospital 
113 Holland Avenue 
Albany, NY 12208 
Telephone: 518-462-3311, extension 211 


The en The men and women who believe it is-members of 
aremarkable group called the American Medical Writers 
Association, or AMWA —are in a good position 10 know: 


many of them wield bor 
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A ONE-YEAR 
POST GRADUATE FELLOWSHIP 
in 


Alcholism and Alcoholic Problems 
combining broad clinical experience 
and involvement in clinical research is 
being offered by the Department of 
Psychiatry, Payne Whitney Clinic & 
Westchester Division, New York 
Hospital—Cornell Medical Center; ex- 
perience in acute alcoholism, detox- 
ification, liaison service, drug treat- 
ment, psychotherapy, outpatient 
followup; physicians with two years ex- 
perience in psychiatry, internal 
medicine or neurology. 


WRITE: Peter E. Stokes, M.D. 
Chief, Psychobiology Study Unit, 
Payne Whitney Clinic 
525 E. 68th Street 
New York, New York 10021 








PSYCHIATRISTS 


Board eligible and board certified to 
fashion positions within innovative 
programs. Positions in the Triage- 
Crisis Intervention Program, Acute 
Psychiatry Program and Intermediate 
Psychiatry Program, Out-patient 
Psychiatry Program. Research and 
formal teaching opportunities are 
available. Medical school affiliation with 
medical students and residents training 
within each program. Salaries from 
$28,287 to $34,827 based upon 
qualifications. No discrimination in 
employment. 


Apply to: Chief of Psychiatry 
VA Hospital 
Downey, Illinois 60064 
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(USV) DEPRESSION WORKSHOP 


CUSV ) 


The development of 
tranquilizers marked 
a milestone in medical 
research. However, in 
certain emotional ill- 
nesses, tranquilizers — 
major or minor— are 
not advised. More 
specific therapy is 
recommended. 





DEPRESSION: 
HIGH INCIDENCE AND 
PREVALENCE 


You've seen it. But how often is it clear 
recognized? Depression—a distinct syndron 
—presents with a variety of physical and ps 
chological complaints. It is a diagnostic ch: 
lenge just as common, and certainly just : 
inevitable in your daily practice, as diabet 
and hypertension. And depression is develo 
ing its own share of ominous statistics: 

e 15% of adults affected yearly! 

€ clinical expression in all age groups’ 

€ rising suicide statistics—now claimir 
20,000 to 25,000 lives annually in the U.S.* 


ETIOLOGY OF DEPRESSIOI 


All patients experiencing a depressive illne: 
are bound by a single etiologic thread- 
sense of loss.* Regardless of the patient's ag 
severity of illness, duration, or symptomatc 
ogy, the depressive episode seems consi 
tently related to this precipitating factor. Re 
ognizing the patient's feeling of loss is critic 
to understanding his abnormal reaction. Ar 
the depressed patient may be trying to te 
you, quite simply, that he needs your help. 


THE TROUBLE WITH 
TRANQUILIZERS 


The clinically depressed patient, whose p: 
tentially lethal disorder can culminate in su 
cide, is not a candidate for indiscriminate us 
of major or minor tranquilizers. That's tl 
trouble with tranquilizers. They are too noi 
specific for a specific disorder—depressio 
Depression is a distinct clinical entity di 
manding specific antidepressant therapy. 


THE BIOGENIC 
AMINE THEORY 


“It’s all in your head" is a phrase that pe 
haps reflects more medical truth than sin 
plistic logic. 





The mechanism of action of Pertofrane 
(desipramine hydrochloride) in depression is 
unknown. There are several biochemical 
theories of depression. One based on clinical 
studies and research involving psychotropic 
drugs and neurobiochemistry indicates that 
depression is the final result of a biochemical 
dysfunction in the brain. 


It is hypothesized that in depression there 
exists a deficit of specific CNS neurotrans- 
mitters known as biogenic amines (e.g. norepi- 
nephrine and serotonin). In brief, the tricyclic 
antidepressants are believed to enhance 
neuronal transmission by reducing the deficit 
in catecholamines by blocking their reuptake 
and permitting these neurotransmitters to ac- 
cumulate in the synaptic clefts. Result: Ame- 
lioration of depression. This is the essence of 
the pathophysiology of the “biogenic amine 
theory."* 


A SPECIFIC FOR 
DEPRESSION 


To treat depression scientifically, use an 
agent that is specific for depression—Perto- 
frane. Consider the advantages of Pertofrane 
for your depressed patients: 

€ a single-entity drug, specific for depression 
e depressive symptoms and related psycho- 
somatic complaints usually fade as the de- 
pression lifts 

€ optimal response in most patients with 50 
mg. t.i.d. 

e adolescent and elderly patients often do 
well on lower dosage 


ee 


References: 1. Kline, N.S.: Antidepressant medications, 
J.A.M.A. 227:1158, March 11, 1974. 2. Fawcett, J.: Clini- 
cal assessment of suicidal risk, Postgrad. Med. 55:85, 
March 1974. 3. Soloman, P. and Patch, V.D.: Handbook 
of Psychiatry, ed. 2, Los Altos, Lange Medical Publica- 
tions, 1971, p. 220. 4. Axelrod, J.: Biogenic amines and 
their impact in psychiatry, Seminars in Psychiatry 4:199, 
1972. 
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Pertofrane® (desipramine hydrochloride NF) 
BRIEF SUMMARY. Indication: For relief of mental depression. Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or severe convulsive seizures may occur with such combina- 
tions; potentiation of adverse reactions can be serious or even fatal. When substituting Pertofrane in patients receiving an 
MAO inhibitor, allow an interval of at least 14 days. Initial dosage in such patients should be low and increases should 
be gradual and cautiously prescribed. The drug is contraindicated following recent myocardial infarction and in patients 
with a known hypersensitivity to tricyclic antidepressants. Warnings: Activation of psychosis may occasionally be 
observed in schizophrenic patients. Due to atropine-like effects and sympathomimetic potentiation, use only with the 
greatest care in patients with narrow-angle glaucoma or urethral or ureteral spasm. Do not use in patients with the 
following conditions unless the need outweighs the risk: severe coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and active seizure disorder (may lower seizure threshold). This 
drug may block the action of the antihypertensive, guanethidine, and related adrenergic neuron-blocking agents. Hyper- 
tensive episodes have been observed during surgery. The concurrent use of other central nervous system drugs or 
alcohol may potentiate adverse effects. Since many such drugs may be used during surgery, desipramine should be 
discontinued prior to elective procedures. Caution patients on the possibility of impaired ability to operate a motor 
vehicle or dangerous machinery. Do not use in women who are or may become pregnant, or in children under 12 years 
of age, unless the clinical situation warrants the potential risk. Because of increased sensitivity to the drug, use lower 
than normal dosage in adolescent and geriatric patients. Precautions: Potentially suicidal patients require careful 
supervision and protective measures during therapy. Prescriptions should be limited to small quantities. Discontinuation 
of the drug may be necessary in the presence of increased agitation and anxiety shifting to hypomanic or manic excite- 
ment. Atropine-like effects may be more pronounced (e.g. paralytic ileus) in susceptible patients and in those receiving 
anticholinergic drugs (including antiparkinsonism agents). Prescribe cautiously in hyperthyroid patients and in those 
receiving thyroid medications; transient cardiac arrhythmias have occurred in rare instances. Periodic blood and liver 
studies should supplement careful clinical observations in all patients undergoing extended courses of therapy. Adverse 
Reactions: The following have been reported: Nervous System: dizziness, drowsiness, insomnia, headache, disturbed 
visual accommodation, tremor, unsteadiness, tinnitus, paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoordination. A confusional state (with such symptoms as 
hallucinations and disorientation), particularly in older patients and at higher dosage, may require discontinuation of the 
drug. Gastrointestinal Tract: anorexia, dryness of the mouth, nausea, epigastric distress, constipation and diarrhea. Skin: 
skin rashes (including photosensitization), perspiration and flushing sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone-marrow depression, agranulocytosis, thrombocytopenia and 
purpura. If these occur, discontinue the drug. Transient eosinophilia has been observed. Cardiovascular System: ortho- 
static hypotension and tachycardia. Carefully supervise patients requiring concomitant vasodilating therapy, particularly 
during initial phases. Genitourinary System: urinary frequency or retention and impotence. Endocrine System: occasional 
hormonal effects, including gynecomastia, galactorrhea and breast enlargement, and decreased libido and estrogenic 
effect. Sensitivity: urticaria and rare instances of drug fever and cross-sensitivity with imipramine, Dosage: All patients 
except geriatric and adolescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. daily. Geriatric and 
adolescent patients should usually be started with lower dosage (25 to 50 mg. daily) and may tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower maintenance dosages should be continued for at least 2 months 
after obtaining a satisfactory response. Mild anxiety and agitation which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative or tranquilizer may be indicated. How Supplied: 25 mg. capsules 
(pink) and 50 mg. capsules (maroon and pink), bottles of 100 and 1000; single-dose blister packs, boxes of 500. 
USV PHARMACEUTICAL CORP., Tuckahoe, N.Y. 10707 
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ASSOCIATE DIRECTOR, WICHE 
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FOR HIGHER EDUCATION 


. DIRECTOR 
EMERGENCY SERVICES 


The West Philadelphia Community Mental 
Health Consortium, Inc., a large es- 
tablished Community Mental Health 
Center in Philadelphia is seeking a creative 
Board Eligible or Certified Psychiatrist to 
direct its Emergency Services. Combina- 
tion of administrative and clinical re- 


WICHE is an interstate compact organization serving a 
region of 13 states. The Director of the Division of Mental 
Health and Related Areas provides leadership in planning, 
developing, and implementing regional programs in mental 
health, corrections, and special education. Also provides 
leadership in developing and maintaining a network of 
program linkages with the states served and linkage with 
other governmental and nongovernmental units that sup- 
port WICHE programs. 


Candidate must have ability: to work with an inter- 
disciplinary. staffadminister a human service agency; and 
to represent a human services organization to elected of- 
ficials, higher education administrators, and professional 
and lay groups. Teaching and research ability; experience 
in curriculum and program development required. 


sponsbilities for a 24 hour Emergency Ser- 
vice and Home Visiting Team, liason with 
other Service Directors, and participation 
in top management team. 


Position carries possible affiliation with 
Department of Psychiatry of University of 
Pennsylvania, depending on qualifications. 


Salary Range: $24, 917 to $31,801, plus ex- 
cellent fringe benefits. 


Contact Herbert Diamond, M.D., Medical 
Director, West Philadelphia Community 
Mental Health Consortium, P.O. Box 8076, 
Philadelphia, Pennsylvania 19101. 


Highest degree in a mental health/human service dis- 
cipline. 


Nominations and/or resumes should be submitted prior to 
September 15, 1974 and sent to: Coordinator of Personnel, 
Western Interstate Commission for Higher Education, P.O. 
Drawer P, Boulder, Colorado 80302. 


An Equal Opportunity/Affirmative Action Employer. 
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STAFF PSYCHIATRIST 


To assume clinical direction of direct 
treatment services in a community mental health 
program located at the Indian Health Service 
Hospital, Belcourt, North Dakota. The mental 
health program (which is a component of a com- 
prehensive health care system) has been in 
operation two years and has achieved initial 
community and hospital acceptance. Program 
offers opportunity for a varied clinical ex- 
perience and freedom of approach. 


Adjacent to the Canadian border, the hospital 
is located in the hilly, wooded Turtle Mountains 
with an abundance of winter sports, hunting, and 
fishing. 

Opportunities for part time private practice in 
surrounding communities exist if interested. 


Salary commensurate with education and ex- 
perience. Excellent fringe benefits and ability to 
regulate working hours. Equal Employment Op- 
portunity Employer. 


For further information contact: 


Elizabeth Glasow 
Chief, Area Social Service & 

Mental Health Branch 
Aberdeen Area Indian Health Service 
Federal Building 
Aberdeen, South Dakota 57401 


Telephone: A.C. 605, 225-0250, Extension 543. 
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MURFREESBORO, TENNESSEE 


Has opening for a Staff Physician on the Psychiatric 
Service. Board Certified or Board Eligible Psychiatrist 
preferred but not required. This hopsital has 435 psy- 
chiatric and 477 medical beds and a 48-bed Nursing 
Home Care Unit. Complete medical staff of Allied 
Medical Services include laboratory, radiology, social 
work, psychology, etc. Scheduled tour of duty 40 
hours per week; 30 days annual leave and 15 days 
sick leave per year. Liberal health and life insurance 
benefits. Salary depends on qualifications but ranges 
from $29,903 to $32,031. Current license and registra- 


tion in a State, Territory, or Commonwealth of the 
United States or District of Columbia required. Non- 
discrimination in employment. 


Community of Murfreesboro has a population of ap- 
proximately 30,000 and is located 30 miles south of 
Nashville in beautiful Middle Tennessee. Middle 
Tennessee State University and two new high schools 
add to the appeal of the community. Nearby medical 
school provides opportunity for continuing 
professional education. Mild climate and abundant 
outdoor recreational activities. 


If interested, write Dr. John T. Mason, Hospital Direc- 
tor, VA Hospital, Murfreesboro, Tennessee 37130, or 
call collect telephone number 615-893-1360, Ext. 365. 
All inquiries kept in strict confidence. Preemployment 
interview and moving expenses paid. 
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or parenteral admin 
tients with prostatism E 
arrhythmia should 
drug with caution 


actions encountered are Dr 
dry mouth and blurred 
These side effects 
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avoided by administering during 
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Dosage and Administration: 
Doses required to achieve the 
therapeutic goal are var and 
must be individually and grad- 
ually adjusted. 
Patkinson’s disease: 1 tablet, 
2 mg. three or four times daily. 
Drug-induced e pyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 
How Supplied: 
Akineton hydrochloride tablets, 
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each containing 5 
an aqueous 1 A D 
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added preservative. Boxes of 
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EXTRAPYRAMIDAL 
SYMPTOMS 


When drug-induced extra- 
pyramidal symptoms begin, 
start Akineton* Tablets. 
Akineton can provide early 
control of extrapyramidal 
reactions, often without 
reduction in dosage or 
discontinuance of the 
psychotropic agent. 

The efficacy of Akineton, 
usually at low daily dosages, 
has been demonstrated in 
more than a decade of clinical 
experience. With Akineton, 
anticholinergic side effects are 
minimal. 





Today, she 
managed 


a smile 





(Not long ago, she couldn't stop sobbing) 


Before he sees that first positive response— 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient's lethargy —often during the first 
week of medication. VIVACTIL helps elevate 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 mg t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivacti 





(Protriptyline HC] | MSD) 
helps establish early 


therapeutic rapport 


‘ontraindications: Known hypersensitivity; acute recovery phase following myocardial 
afarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
AAOI drugs simultaneously. When it is desired to substitute protriptyline HC! for an MAOI, 
minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
riptyline HCl should then be initiated cautiously with gradual increase in dosage until 
)ptimum response is achieved. 

Narnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
younds. May impair mental and/or physical abilities required for the performance of hazard- 
xus tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
yatients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
jepressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
‘he drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
juction time. Myocardial infarction and stroke have occurred with drugs of this class 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

sage in Children: Not recommended for use in children because safety and effectiveness 
n the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established: therefore. 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCl is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated; likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic ohase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCl or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction. 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares: hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities, incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures; alteration in EEG 
patterns, tinnitus. 

Anticholinergic:dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis: constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; leukopenia; eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis. abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling; elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: Treatment is symptomatic and supportive. However, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of 
amitriptyline poisoning in humans. Animal studies have shown that physostigmine also reverses 
certain toxic effects of protriptyline, but to a lesser extent. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSO representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., c., West Point, Pa. 19486. 











5 mg (orange) 
CPD 10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommendedi; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
smallest amount that wil! main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 
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to be fully informed. The JIS saw years ago what most communities and community mental health programs are 
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riad other support services in the community as they are increasingly turned away from state hospitals and back to 
the cities and towns. Four publications assessing those needs, describing successful pioneering efforts, and provid- 
ing practical hard-as-nails advice have been issued in the recent past. Unfortunately they are every bit as timely 


today as they were when they came off the press. 


You need to know what they have to say. So we'll meet you part way: list price separately, $24; combination 
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2s concise, well-written, a model . . . conveys its history. essential .. . deserves close study by those Once again, the Joint Information 
of medical reportorial writing. in- characteristics, its problems and who are concerned with problems Service has published a useful doc- 


díspensable. goals for the future. . . . Defini- of organization within any psychi- umentary report that is readable 
—AMERICAN JOURNAL five... atric unit. and informative. 


OF PSYCHIATRY —PSYCHIATRY —BRITISH JOURNAL —HOSPITAL & COMMUNITY 
OF PSYCHIATRY PSYCHIATRY 


Publications Services Division 
American Psychiatric Association 
1700 18th St, N.W., Washington, D.C. 20009 


Please send me ...... copies of the special four-book package at $18.50 and/or 
copies of Halfway Houses for the Mentally Ill, at $6 cach, 
an Copies of Partial Hospitalization for the Mentally Til, at $6 each, 
copies of The Staff of the Mental Health Center, at $6 each. 
— copies of Rehahilitating the Mentally Ill, at S6 each, 


Jor a total of $ 1... 171 remittance enclosed — 775 please bill me 


Name 

















A 


ELAVIL 


(AMITRIPTYLINE RCIIMSD) 
useful i in many 
therapeutic settings 


In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 





In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 





In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardial infarction, in patients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
(AMITRIPTYLINE HCI | MSD) 


For a brief summary of prescribing information, please see following page. 


ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
(e) generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 
For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 


Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 





Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCl cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous „tasks, such as operating machinery or 
driving a motor vehicle: Safe use during pregnancy and lactation has not been 
established; in. pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited tc patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Wate: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CNS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; ‘insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia, Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCl, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Ca., INC., West Point, Pa. 19486 


in the treatment of clinically significant depression 
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1st Annual 
TEMPLE CONFERENCE 
on 
BEHAVIOR THERAPY 
AND 
BEHAVIOR MODIFICATION: 

50 Years of Progress. - 
November 14-17, 1974. 


Lectures and workshops at introductory and advanced 
levels. Sponsored by the Behavior Therapy Unit, Department 
of Psychiatry, Tempie University School of Medicine. Partial 
list of lecturers and workshop leaders: 


TEODORO AYLLON, L. MICHAEL ASCHER, NATHAN 
AZRIN, DONALD BAER, DAVID BARLOW, JOHN P. BRADY, 
PAULA BRAM, JOSEPH R. CAUTELA, EDNA FOA, MARTIN 
GITTELMAN, ISRAEL GOLDIAMOND, ALAN GOLDSTEIN, 
IRIS G. FODOR, MARY COVER JONES, OGDEN LINDSLEY, 
RICHARD W. MALOTT, NEIL E. MILLER, PETER NATHAN, 
DEBORAH PHILLIPS, LEO J. RAYNA, THOMAS STAMPFL, 
JOHANN STOYVA, JOSEPH WOLPE. 


Fees; Pre-registration: $35.00 ($40.00 after Oct. 20, 1974) for 
the general sessions. There will be an additional fee for 
workshops and conversation hours. The number of par- 
ticipants for each workshop and the conversation hour will 
be limited. For addition information please write or call: Dr. 
Edna Foa, Behavior Therapy Unit, Temple Department of 
Psychiatry, Room 702 Care of EPPI, Henry Avenue and Ab- 
bottsford Road, Philadelphia, Pa. 19129. Phone number is 
215-GE8-4298. 


BRATTLEBORO RETREAT 
BRATTLEBORO, VERMONT 05301 
Tel. (802) 254-2331 
Founded 1834 


TTT T6? 900A mim ER, 


A comprehensive center for intensive treatment of 
mental illness, including programs for problems of 
adolescence, alcoholism, and geriatrics. ; 

Prescribed treatment includes individual, group, phar- 
macological, art, drama, music, dance, greenhouse, and 
occupational therapy. 

The Retreat's 1600 acres includes a small lake, golf 
course, tennis courts, cross country ski trails, camp-out 
areas, and hiking trails offering opportunities for planned 
recreational therapy for adolescents and adults. 

Accredited by Joint Commission on Accreditation of 
Hospitals. Approved for Medicare participation. 

William B. Beach, Jr., M.D. 
Director 
Felix Sommer, M.D. 
Director of Medical Services 
Address inquiries to: 
Admissions Office 


The November 1974 issue of 


The American Journal of Psychiatry | 


will feature 


e Milton Greenblatt on 


Psychopolitics 
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ACHANGE ea 
FOR THE BETTER 


N 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
That's because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that's not all. Its incidence of 
cardiovascular effects is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine 
and similarly acting compounds at E. 
usual clinical doses (75-150 mg. per day). A 


Sinequan —it could mean a change „= 
for the better. HE 











(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 


Pfizer LABORATORIES DIVISION 
PFIZER INC. 


©1974, Pfizer Inc. 





A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 





SINEQUAN 


DOXEPIN HCl 


25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HCI) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 


Al6 





Sinequan (doxepin HCI) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 


LABORATORIES DIVISION 


PFIZER INC. 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 


and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OsCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JoNES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 


BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 


Nursing Service 


Electro shock therapy. Indoklon shock therapy 


coma therapy. Pharmaco therapy. Individual and Group 


Single rooms with and without bath, shared 


accommodations, and cottages are available. 


Insulin 


psychotherapy. Complete Occupational, Recreational and 


Social Service Departments 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 


Medical Director 


IBRAHIM BAHRAWY, M.D. 


Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 


Five Separate Campuses 


Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. 


THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall -90 ACRES - Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 





Write: The Director of Admissions/ 
Department C-0/THE BROWN 
SCHOOLS/P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric 
Director 

James L. Boynton, M.D./Director, The Oaks/ 
Residential Treatment Center 

T.C. McCormick. Jr., M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Charles D. Alexander, 
M.D./Thomas F. Caldwell, D.D.S./Patrick A. 
Cato, M.D./Orrie L. Forbis, Jr., M.D./Willis 
M. Thorstad, M.D. 


THE 
BROWN 
SCHOOLS 
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Ritalin can play a significant part in the 
total rehabilitation program of the MBD child 

When effective, pharmacotherapy with a 
drug such as Ritalin may prove a significant 
element in a complete program that could in- 
clude remedial education, modified home man- 
agement, physiotherapy, and psychotherapy. 
Currently a drug of choice in many MBD 
situations, Ritalin ean enhance the other 
remedial efforts. 

Controlled studies have shown the bene- 
ficial effects of Ritalin in producing improved 
behavior ratings, better motor coordina- 
tion/^ and improvement in cognition and 
learning." And side effects with Ritalin have 
occurred less frequently than with the 
amphetamines.** 

Therapy should be initiated with Ritalin 
only when a medical diagnosis of MBD 
has been made. 

Dosage should be period- 
ically interrupted in the 
presence of improved motor 
coordination and behavior. 
Often, these interruptions re- 
veal that the child’s behavior 
shows some “stabilization” 
even without chemotherapy, 
permitting a reduction in dos- 
age and eventual discontinu- 
ance of drug therapy. 


References 

1. Charlton MH: NY State J Med 16:2058-2060, 1972. 

2. Knights RM, Hinton GG: J Nerv Ment Dis 148:643-653, 1969. 
3. Comly HH: J Learning Disabil 4:484-490, 1971. 

4. Conners CK: J Learning Disabil 4:476-483, 1971. 

5. Paine RS; Pediatr Clin North Am 15:779-800, 1968. 

6. Conners CK: Pediatrics 49:702-708, 1972. 


Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for ail children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis, Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon tbe physician's assessment of the 
chronicity and severity of the child's symptoms. 
CONTRAINDICATIONS V 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS . 4 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causat relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 


Ritalin should not be used for severe depression of either exogenous 





or endogenous origin or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in patients with or with- 
out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. . 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug interactions ! 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cauticusly with pressor agents and MAO inhibitors, Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of ; 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 













Drug Dependence ! 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or _ 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of c ronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality dísturbances. 
















PRECAUTIONS 4 

Patients with an element of agitation may react 

adversely; discontinue therapy if necessary. 

Periodic CBC, differential, and platelet counts 

are advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 

adverse reactions but are usually controlled by 

reducing dosage and omitting the drug in the 

afternoon or evening. Other reactions include: 

hypersensitivity (including skin rash, urticaria, 

fever, arthralgia, exfoliative dermatitis, erythema 

multiforme with histopathological findings of 

necrotizing vasculitis, and thrombocytopenic 

purpura); anorexia; nausea; dizziness; palpita- 

tions; headache; dyskinesia; drowsiness; blood 

pressure and pulse changes, both up and down; 

tachycardia; angina; cardiac arrhythmia; abdom- 

inal pain; weight loss during prolonged therapy. 

Toxic psychosis has been reported. Although a 

definite causa! relationship has not been estab- 

: lished, the following have been reported in 

patients taking this drug: leukopenia and/or anemia; a few instances 

of scalp hair loss. ] 

In children, loss of appetite, abdominal pain, weight loss during 

prolonged therapy, insomnia, and tachycardia may occur more 

frequently; however, any of the other adverse reactions listed above 

may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) 

Start with small doses (eg, 5 mg before breakfast and lunch) with 
radual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 

is not recommended. if improvement is not observed after appro- 

priate dosage adjustment over a 'one-month period, the drug should 

be discontinued. 

if paradoxical aggravation of symptoms or other adverse effects 

occur, reduce dosage, or, if necessary, discontinue the drug. 

Ritalin should be periodically discontinued to assess the child's 

condition, Improvement may be sustained when the drug is either 

temporarily or permanently discontinued. 

Drug treatment should not and need not be indefinite and usually 

may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 

Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 2/5895. 17 


Ritalin (methyiphenidate) 


ONLY WHEN MEDICATION IS INDICATED 


CIBA 
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“Insomnia 
often occurs when a 
patient is troubled bya 
problem for which he 
is not prepared. 


Passing on a valid point: 
a sense of continuity from one generation of psychiatrists to another. 








|. Insomnia |. 
isaproblem for which 


NOLUDAR 300 
(methyprylon) € 


is prepared 


Effectiveness. A single capsule of 
Noludar 300 generally provides an uninterrupted 
nights sleep of from 5 to 8 hours duration. 

Sleep is usually induced within 45 minutes. 


Safe * While Noludar 300 is a Schedule I 
controlled medication, it is not a barbiturate or a 
methaqualone. Administer with caution to 
individuals known to be addiction-prone or 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 


INDICATION: Ás a hypnotic for relief of insomnia of 
varied etiology. 


CONTRAINDICATIONS: Patients with known hyper- 
sensitivity to the drug. 


WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 


Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 
Use'caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 


ud 


those whose history suggests they may increase 
the dosage on their own initiative. 


Reliability. Noludarisa reliable hypnotic 


in use for over 19 years. It can help the insomniac 
patient sleep and wake refreshed to meet the 
new day, usually with little or no morning-after 
“hang-over” At recommended dosages (one 
capsule before retiring), paradoxical excitation 
has been rare. 


Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 
child. 


Usage in Children: Not recommended in children 

under 3 months of age. 

PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 


ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 


SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


‘Today, she 
managed 


a smile 





b. 


(Not long ago, she couldn't stop sobbing) 


Before he sees that first positive response— 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient's lethargy —often during the first 
week of medication. VIVACTIL helps elevate 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 mg t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 


(Protriptyline HC] | MSD) 
helps establish early 


therapeutic rapport 
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Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established; therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated; likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCl orto use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCl is administered. Protriptyline HCl is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures; alteration in EEG 
patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; leukopenia; eosinophilia; purpura; 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling; elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: Treatment is symptomatic and supportive. However, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of 
amitriptyline poisoning in humans. Animal studies have shown that physostigmine also reverses 
certain toxic effects of protriptyline, but to a lesser extent. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486. 


5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 


improvement has been achieved, 


dosage should be reduced to the 
smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 
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ANTABUSE: "Social security" 
for the alcoholic who wents 
to stop drinking... 





The temptation is resisted. 
ANTABUSE (disulfiram) rep- 
resents the security the alco- 
holicneedsinany situation. He 
is better able to abstain from 


drinking because he knows the C38 x RC 


consequences of taking "even one” 
until psychiatric support 


can do the rest 

Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 
selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portive resources inthe community. 

In the meantime, ANTABUSE can help 
the chronic alcoholic abstain from drinking. 

















BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


ANTABUSE’ (disulfiram) in Alcoholism 


INDICATION: ANTABUSE isan aid inthe manage- 
ment of selected chronic alcoholic patients who 
want to remain in a state of enforced sobriety so 
that supportive and psychotherapeutic treatment 
may be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 
tive therapy, ANTABUSE is not a cure for alco- 
holism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 


CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently received metronidazole, 
paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the 
like, should not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 





WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 
knowledge 


The physician should instruct relatives 
accordingly. 





The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
In severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcohol level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 


DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenylhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 


reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 
the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
theunmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 
a sedative effect. Alternatively, to minimize, or 


ANTADUSE 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (¥% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 —Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES A 
New York, N.Y. 10017 Ayerst. 
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Not every anxious," blue" patient 
is acandidate for 
Adapin (doxepin HCl) therapy 


How to maximize the effectiveness of 
Adapin (doxepin HCl) in your management 
of anxiety/depression 





Choose the candidates 
who identify themselves 


Put the major side-effect 
to work for you 


Put them at ease 
with their therapy 


To maximize effect; 
you must first prescribe 


Individualize dosage 


ADAPIN 








Prescribing Information: 





ADAPIN 
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Doxepin HCI 


DESCRIPTION 
Adapin (doxepin HCl) is an isomeric mixture of N, 
N-dimethyl-dibenz(b,e) oxepin- Atle"), y propylamine 
hydrochloride. 

O, 


eS om 


i : 
CHCH;CH;N HCI 
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ACTIONS 

Adapin has a variety of pharmacological actions with 
its predominant action on the central nervous system. 
While its mechanism of action is not known, studies 
have demonstrated that it is neither a monoamine 
oxidase inhibitor nor a primary stimulant of the cen- 
tral nervous system 


INDICATIONS 

In controlled clinical evaluations, Adapin has shown 
marked antianxiety and significant antidepres- 
sant effects. Adapin has been found to be well toler- 
ated even in elderly patients. 


Adapin is indicated for the treatment of patients with: 
1. Psychoneurotic anxiety and/or depressive 
reactions. 


2. Mixed symptoms of anxiety and depression. 


3. Anxiety and/or depression associated with alco- 
holism. 
4. Anxiety associated with organic disease. 


mI 


. Psychotic depressive disorders including involu- 
tional depression and manic-depressive reactions. 


Target symptoms of psychoneurosis that respond par- 
ticularly well to Adapin include: anxiety, tension, 
depression, somatic symptoms and concerns, insomnia, 
guilt, lack of energy, fear, apprehension and worry. 


Because Adapin provides antidepressant as well as 
antianxiety effects, it is of particular value in patients 
in whom anxiety masks depression. Patients who have 
not responded to other antianxiety or antidepressant 
drugs may benefit from Adapin. 


In a large series of patients systematically observed 
for withdrawal symptoms, none were reported — a 
finding which is consistent with the virtual absence of 
euphoria as a side effect and the lack of addictive 
potential characteristic of this type of chemical com- 
pound. 


CONTRAINDICATIONS 

Because Adapin has an anticholinergic effect, it is 
contraindicated in patients with glaucoma or a tendency 
toward urinary retention. 


Use of Adapin is contraindicated in patients who 
have been found hypersensitive to it. 


WARNINGS 

Usage in Pregnancy—Adapin has not been eval- 
uated in pregnant patients. Therefore, it should not be 
used during pregnancy unless, in the judgment of the 
physician, it is essential to the welfare of the patient. 


In animal reproduction studies of Adapin, gross and 
microscopic examination of the offspring gave no evi- 
dence of drug-related teratogenic effects. Following 
doses of up to 25 mg/kg/day for 8 to 9 months, no 
changes were observed in the number of live births, 
litter size, or lactation. A decreased rate of conception 
was observed when male rats were given 25 mg./kg./ 
day for prolonged periods — an effect which has oc- 
curred with other psychotropic drugs and has been 
attributed to drug effect on the central and/or auto- 
nomic nervous systems. 


Usage in Children — The use of Adapin in children 
under 12 years of age is not recommended, because 
safe conditions for its use have not been established. 


MAO Inhibitors — Serious side effects and even 
death have been reported following the concomitant 
use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two 
weeks prior to the cautious initiation of therapy with 
Adapin. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being 
used, the length of time it has been administered, and 
the dosage involved. 


PRECAUTIONS 

Drowsiness may occur with Adapin (doxepin HCl); 
therefore patients should be warned of its possible 
occurrence and cautioned against driving a motor ve- 
hicle or operating hazardous machinery while taking 
the drug 


Patients should also be cautioned that the effects of 
alcoholic beverages may be increased. 


Since suicide is an inherent risk in depressed patients 
and remains a risk through the initial phases of im- 
provement, depressed patients should be closely 
supervised. 

Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking la- 
tent psychotic symptoms should be kept in mind 
Compounds structurally related to Adapin can block 
the effects of guanethidine and similarly acting com- 
pounds. However, at the usual clinical dosages, 75 mg. 
to 150 mg. per day, Adapin has been given concom- 
itantly with guanethidine without blocking its anti- 
hypertensive effect. But at dosages of 300 mg. per day 
or higher, Adapin has exerted a significant blocking 
effect. 


Adapin, like other structurally related psychotropic 
drugs, potentiates norepinephrine response in animals. 
But this effect has not been observed with Adapin 
in humans, which is in accord with the low incidence 
of tachycardia reported clinically. 


ADVERSE REACTIONS 

Anticholinergic Effects: Dry mouth, blurred vision 
and constipation have been reported. These are usually 
mild, and often subside as therapy is continued or 
dosage reduced. 


Central Nervous System Effects: Drowsiness has 
been observed. It usually occurs early in the course of 
therapy and tends to subside as therapy continues. (See 
Dosage and Administration section.) 


Cardiovascular Effects: Tachycardia and hypotension 
have been reported infrequently. 


Other infrequently reported adverse effects include 
extrapyramidal symptoms, gastrointestinal reactions, 
secretory effects (such as increased sweating), weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, 
flushing, chills, tinnitus, photophobia, decreased libido, 
rash, and pruritus. 


DOSAGE AND ADMINISTRATION 

In most patients with mild to moderate anxiety 
and/or depression: 10 mg. to 25 mg. tid. to start. 
A starting dosage of 10 mg. t.i.d. for a period of four 
days may reduce the initial drowsiness experienced 
by some patients, and may be tried in cases where 
drowsiness is clinically undesirable. Decrease or in- 
crease the dosage at appropriate intervals according to 
individual response. Usual optimum dosage is 75 mg. 
to 150 mg. per day. 

In some patients with mild symptomatology or 
emotional symptoms accompanying organic disease, 
dosage as low as 25 mg. to 50 mg. per day has pro- 
vided effective control. 


In more severe anxiety and/or depression: 50 
mg. t.i.d. may be required to start — if necessary, grad- 
ually increase to 300 mg. per day. Additional effective- 
ness is rarely obtained by exceeding 300 mg. per day. 


Although optimal antidepressant response may not be 
evident for two to three weeks, antianxiety activity is 
rapidly apparent. 


OVERDOSAGE 

Symptoms — An increase of any of the reported ad- 
verse reactions, primarily excesssive sedation and anti- 
cholinergic effects such as blurred vision and 
dry mouth. Other effects may be: pronounced tachy- 
cardia, hypotension and extrapyramidal symptoms. 
Treatment — Essentially symptomatic; supportive ther- 
apy in the case of hypotension and excessive sedation 


HOW SUPPLIED 

Each capsule contains doxepin, as the hydrochloride, 
10 mg. (NDC 18-356-71) and 25 mg. (NDC 18-357-71) 
capsules in bottles of 100, and 50 mg. (NDC 18-358- 
65) capsules in bottles of 50. 


Va MENNWALT 


Pennwalt Prescription Products 
Pharmaceutical Division 
Pennwalt Corporation 
Rochester, New York 14623 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 
—_——— MMM—————— 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS-THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 







The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC lI— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


a Ó——————— — — 
For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable, Closely 
observe patients with tendencies to tachycardia or hypotension and those with prostatic 
hypertrophy. Dysuria may occur, but rarely becomes a problem. Large doses may cause 
complaints of weakness and inability to move particular muscle groups, requiring dos- 
age adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasiona ly. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms, 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 





TABLETS: 0. 5mg,l1mg, and 2mg 
INJECTION: 1.0 mg/ml 


COGENTIN 
(Benztropine Mesylate | ED. 


helps alleviate most . 
phenothiazine- induced - 


extrapyramidal symptoms | 





Inarecent study of 71. patients: treated with 


antipsychotics, COGENTIN, administered in x 


a double-blind manner in various dosage: 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms. Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 
1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 


extrapyramidal side effects: single or Dind daily doses? Curr Ther Res 74:246, 
May 1972. 


anhidrosis appears, reduce dosage so that: t ability to maintain body heat equilibrium is not 


impaired, Occurrence of glaucoma i is a: possibilty probably should not be used | in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions. may be anticholinergi¢ or antihistamninic, Dry. 


mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty `: AD 


in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may: be controlled by temporary dis- 
continuation, followed by resumption ata lower dosage..Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlied ‘by reducing dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older. patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. Certain extrapyramidal disorders that develop slowly, such as tardive 
dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mésylate, in 
bottles of 100, and 2 mg benztropine. mesylate, in bottles of 100 and 1000; Injection, 
containing 1.0 ‘benztropine mesylate arid 9.0 sodium chloride per ml, in 2-ml ampuls. 


For more detailed information, consult your. MSD representative or see full prescribing infar- 
mation. Merck Sharp & Dohme, Division id Merck & Co., INC., West Point, Pa. 19486 











sin treatin, 














Facts about dosage . 

` schedules of 

COGENTIN 

. (Benztropine Mesylate | MSD) 






; drug-induced 
midal symptoms 


as In treating. bxtrápyramidai symp- 
> toms due to central nervous system 
"drugs; suchas reserpine and 
phenothiazines, the recommended 
: :dosage of COGENTIN is 1 to 4 mg 


once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop:soon after initiation of 
phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 


< or two weeks, COGENTIN should 


be withdrawn to determine the 


+ Continued need for it. If symptoms 
-= recur, COGENTIN can be 
= reinstituted.. 


Certain. extrapyramidal disorders 


that develop. slowly, such as tardive 


dyskinesia; "rond do not. respond 
to COGENTI 


- For more detail ed information, 


see full prescribing information. 

















What a difference 
a day can make 


Your counsel and reassur- 
ance — and Ritalin. 

A logical first step in treat- 
ing mild depression; and often 
all that's needed to bring quiek 
symptomatic relief. 

Indeed, your patient may 
begin to feel better within hours 
— her spirits boosted, her mood 

brightened. A single prescrip- 
tion may be all that’s needed. 

Ritalin is usually well toler- 
ated even by older or convales- 
cent patients. Note, however, 
that it is not indicated in the 
more severe depressions. 

But whenever depression is 
mild, think of Ritalin — so your 
patient has a better chance of 
waking up to a brighter 
tomorrow. 

Ritalin® hydrochloride © 


(methy!phenidate hydrochloride) 
TABLETS 





Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 
FDA has classified the indication as follows: 
"Possibly" effective: Mild depression 
Final classification of the less-than-effective 
indications requires further investigation. 


| INDICATION 
| 








CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (e, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Theretore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 


*This drug has been evaluated as possibly effective for this indication. See briet prescribing information. 


Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, prímidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, desi- 
pramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 





Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient's basic 
personality disturbances. 











PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controited by reducing dosage and omitting 
the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 
dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

in children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Aduits 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meais. Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. in 
others, 10 to 15 mg daily wil! be adequate, The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 

CiBA Pharmaceutical Company 

Division of CIBA-GEIGY Corporation 

Summit, New Jersey 07901 BéaBéd UT 


Ritalin 
(methylphenidate) 


acts quickly to relieve symptoms 
in mild depression 


CIBA 
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Me (HOURS) 


A new way 


to look at insomnia 


“I have trouble sleeping" means different things in different insomnia 
patients. If the patient is a young adult, he probably means he has 
trouble falling asleep. If he’s over 50, chances are his complaint refers 
to early morning awakenings, or frequent wake periods during the night! 

Physiologic tracings in the sleep research laboratory can 
objectify these patient complaints. Illustrated is a composite “land- 
scape” of the sleep problems most typical among young and 
older adults. 

In this new technique of graphing wake periods and sleep stages, 
the width of each pyramid base shows duration: position of pyramid 
shows hour of occurrence; and height indicates percent-of-the-night 
occupied by each distinct period. The first pyramid on the left shows 
difficulty falling asleep and the middle pyramids, frequent awakenings. 
The large pyramid at the end of the “landscape” illustrates early 
morning awakening. 

When your patient’s complaint of “trouble sleeping” is confirmed 
by a diagnosis of insomnia—transient or recurring — the need for a 
sleep medication may be answered by Dalmane (flurazepam HCI). 


Dalmane (flurazepam HCl) is useful 
in the patient with trouble falling asleep, 
staying asleep, sleeping long enough... 


In sleep research laboratory” and other clinical studies” Dalmane has 
been proven effective in both inducing and maintaining sleep. It induces 
sleep rapidly, within 17 minutes, on average; decreases number of nocturnal 
awakenings and total time awake; and provides 7 to 8 hours of sleep, on 
average, without repeating dosage during the night.*° 






It’s consistently effective over 


2,6,7,9,12 


multiple nights of therapy... 


Dalmane has been shown to be consistently hen 
effective even during consecutive nights of 
administration. Thus, there is little likelihood for 


heme nee dosage 1 maintain restful sleep 
«dom 18 indicated 


9911-13 


10,11 


It’s relatively safe, 

resulting in “hang-over 

A benzodiazepine, Dalmane (flurazepam HCI!) is Dal ! | ane 

generally well tolerated; morning “hang-over” has 

been relatively infrequent. In elderly and debilitated fl HCI 

patients, initial dosage should be limited to 15 mg ( urazeparm 

to preclude oversedation, dizziness and/or ataxia. 

An added benefit: Dalmane and warfarin may be One 30-mg capsule h.s. — usual adult dosage 
(15 mg may suffice in some patients). 


used concurrently without risk of unacceptable One 15-mg capsule h.s. — initial dosage for 
fluctuation in prothrombin time. ' elderly or debilitated patients. 


C ROCHE Please see following page for summary of 
Complete Product Information. 
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when 
restful slee 
Is Indicate 


Dalmane 
(flurazepam HCI) 





@ induces sleep within 17 
minutes, on average 

@ reduces nighttime 
awakenings 

€ provides 7 to 8 hours 
of sleep, on average, 
without repeating dosage 
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Before prescribing Dalmane (flurazepam 
HCl), please consult Complete Product 
Information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits: and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though phvsical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 
Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 


salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficia 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCI. 
a un —— M 
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yb tint 
from “a 


hospitalized 
schizophrenic 
to job-holding 
outpatient 


...with the help of 


Trilafon 


brand of 


perphenazine, NF 





a low-dose high-potency 
piperazinyl phenothiazine 
that can help shorten the 
hospital stay of psychotic 
patients 


- often obtains improved 
behavioral response in the 
agitated psychoses 


- usually does not impair 
mental acuity; has minimal 
sedative effect 


- versatile dosage forms 
Injection: 5 mg./cc., 1 cc. ampule 
10 cc. multiple-dose vial 
Concentrate: 16 mg./5 cc., 4 oz. bottle 
Tablets: 2,4, 8, 16 mg. 
Repetabs: Tablets 8 mg. 





Please see prescribing information on next page. 


Trilafon 


brand of 


perphenazine, NF 


for in-hospital control and 
take-home therapy 


CONCENTRATE 
when you want maintenance control for 
uncooperative in-hospital patients 


benefits 


- tasteless, colorless, easily mixes 
with most liquids, 


including water 
INJECTION 
when you want emergency 
control for uncooperative 


in-hospital patients 
benefits 


- usually takes effect in 

10 minutes 

- average duration of effect 
is 6 hours 







TRILAFON' 
brand of perphenazine, NF 


Tablets 
REPETABS* Tablets 
Syrup Concentrate Injection 


CONTRAINDICATIONS — TRILAFON is contraindicated in drug-associated central nervous 
System depression (barbiturates, alcohol, narcotics, analgesics, antihistamines). Per- 
phenazine is contraindicated in the presence of existing blood dyscrasias, bone marrow 
depression and pre-existing liver damage, and in patients who are hypersensitive to 
perphenazine 

TRILAFON /njection should not be given to patients in coma or severely depressed 
states 


WARNINGS Usage in pregnancy: Perphenazine should only be given to pregnant 
patients when, in the judgment of the physician, the potential benefits outweigh the 
possible risks 

Perphenazine can lower the convulsive threshold in susceptible individuals; it should 
be used with caution in patients with convulsive disorders. If the patient is being 
treated with an anticonvulsant agent, increased dosage of that agent may be required 
when perphenazine is used concomitantly 

Perphenazine should be used with caution in patients with psychic depression 

Perphenazine is not recommended for children under 12 years of age 

Perphenazine may impair the mental and/or physical abilities required for the per- 
formance of potentially hazardous tasks, such as driving a Car or Operating machinery 


PRECAUTIONS — As with any potent medication, patients receiving perphenazine should 
be under medical supervision Particularly if they are receiving high doses. Patients 
who have had any severe reaction to phenothiazines or to imipramine should be treated 
cautiously, under close medical supervision 

Although the following adverse reactions have not been reported in patients treated 
with perphenazine, the possibility that they might occur with TRILAFON should be con 
sidered: blood dyscrasias (pancytopenia thrombocytopenic purpura, leukopenia 
eosinophilia), liver damage (biliary stasis) narrowing of the visual fields; pigmentation 
of the retina, cornea, or lens, cerebral edema polyphagia, photophobia; hyperpyrexia 

If hypotension develops, levarterenol (norepinephrine) can be used. but not epi- 
nephrine, because epinephrine's action is blocked and partly reversed by perphenazine 
Severe, acute hypotension has occurred with the use of phenothiazines and is of par- 
ticular concern in patients with mitral insufficiency or pheochromocytoma 

A significant rise in body temperature may indicate an idiosyncratic reaction to 
perphenazine; treatment with perphenazine should be stopped if this occurs 

The antiemetic effect of perphenazine can obscure signs of toxicity due to over- 
dosage of other drugs, or mask the symptoms of disease (eg, brain tumor or intestinal 
obstruction) 

Contact dermatitis has been reported with a perphenazine solution, therefore, con- 
tact of hands or clothing by those handling perphenazine solutions should be avoided 


POTENTIATION Since phenothiazines can potentiate the central-nervous-system- 
depressant actions of opiates, antihistamines, barbiturates, and alcohol, less than the 
usual dosage of these agents is required when they are administered concomitantly 
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: ensures easy, steady, 
certain administration 





TABLETS 

when you want maintenance 
therapy for cooperative patients, 
in the hospital or at home 


benefits 
- generally improve cooperation 
and communication 


- decrease need for custodial care, 
hasten discharge 
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with TRILAFON Patients should be cautioned that their response to alcohol may be 
increased while they are being treated with TRILAFON 

Phenothiazines also potentiate the effects of atropine, heat, and phosphorus insec- 
ticides, and should be used with caution in persons exposed to these agents 


ADVERSE REACTIONS Extrapyramidal reactions dystonia including protrusion 
discoloration. aching and rounding of the tongue, tonic spasm of the masticatory 
muscles, tight feeling in the throat, slurred speech, dysphagia, oculogyric crisis, trismus, 
torticollis, retrocollis, muscle weakness, and aching and numbness of the limbs, 
akathisia; motor restlessness; dyskinesia, parkinsonism, hyperreflexia; and ataxia. The 
incidence and severity of these reactions usually increase with increased dosage. but 
have occurred in some patients receiving low dosage Reduction in dosage or treatment 
with an antispasmodic agent will usually control extrapyramidal reactions In some 
instances, however, these reactions may persist after discontinuation of treatment 
with perphenazine 


Persistent tardive dyskinesia’ As with all antipsychotic agents, tardive dyskinesia 
May appear in some patients on long-term therapy or may appear after drug therapy 
has been discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. The symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth cr Jaw (eg. protrusion of tongue, puffing of cheeks, pucker- 
ing of mouth. chewing movements). Sometimes these may be accompanied by invol- 
untary movements of extremities. There is no known effective treatment for tardive 
dyskinesia; antiparkinsonism agents usually do not alleviate the symptoms of this 
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It always happens so fast. 
And, this time, you’re 
right. It did happen to "the 

other guy.” 

You know: The guy who 
wouldn’t hurt a fly, turn 
down a friendly drink—or 
take a cab home instead of 
driving. A nice guy who'd 
now and then smoke in bed, 
maybe swim out a little too 
far, sometimes hurry a 
little down the stairs. 

We know you knew him. 
And that you'll miss him. 

We just don't want you to 
join him. 

"Oops" is a pitiful 
epitaph. 
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Ian Stevenson, Professor of Psychiatry and Director of 
the Division of Par: apsychology at the l University of 
Virginia, presents here twenty cases in which people 
remember having lived an earlier life on earth. Ste- 
venson does not claim that these cases offer positive 
proof of reincarnation; he claims only that they are 
suggestive. The investigation he undertook and the 
subsequent reports he makes provide fascinating read- 
ing. In this edition Dr. Stevenson presents the mate- 
rial he obtained from follow-up interviews with eight- 
een of the twenty subjects. He also presents detailed 
information about the recitative xenoglossy of Swarn- 
lata Mishra. 
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Association, or AMW A- are in a good position to know 
many of them wield b 
Not that they prc vins to substitute he neye d words 
hti for medical skill. What AMWA does say is today's 
„mig Jer knowledge expl n medical science has made con- 
cise, lucid comr cations almost as essential as skill in 
than the the laboratory or operating room 

And it does ke a crystal ball to know that the im 

? portance of clear medical communications will, if any 
sca pe è thing, grow in the future. 

To achieve that end, AMWA dedicates its energies 
and its efforts. And has, since it was formed 31 years ago 
with only 27 members 

Since then. thousands more medical writers, editors, 
publishers, pharmaceutical writers, illustrators, audio-vis- 


ual producers, researchers, and clinicians have been drawn 
into AMWA’s ranks. They share one common goal: a de- 
sire to become better communicators, themselves...and 
to help others do the same 

How does AMWA help? By bringing the talents of its 
members together in workshops. By making it possible for 


















all types of medical communicators to meet each other and 
discuss their mutual problems and interests. And by pro- 
ducing a professional journal that will spearhead new 
techniques in medical communications. 

If you share t ncern, AMWA wants you. You can 
get more inforr ust by writing to: Executive Sec- 


retary, American Medical Writers Association, 9650 Rock- 
ville Pike, Bethesda. Maryland 20014 
Remember...they also serve who sit and write. 
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First day in the hospital and 
all efforts will be directed toward 


returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 
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the possible risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
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ticipating in activities requiring complete mental alertness (e.g., 
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thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
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movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
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The Diagnosis of Hysteria: An Overview 


BY PAUL CHODOFF, M.D. 





The author outlines the three predominant conceptual- 
izations of hysteria: that described by Briquet in 1859 and 
revived by current researchers, hysteria as a conversion 
symptom; and the idea of the hysterical personality. He 
also reviews psychoanalytic conceptualizations of hys- 
teria—especially the idea of hysteria as the result of re- 
pressed sexuality—and presents explanatory models al- 
ternative to them. Although there is great confusion 
about the diagnosis of hysteria, he concludes that the 
term itself is valuable for psychiatry. Suggestions for 
clarifying the concept include separating Briquet's hys- 
teria and what has been termed the “hysterical person- 
ality" from their identification with hysteria and using 
the term in the diagnosis of hysterical conversion symp- 
toms. : 





DuniNG THE 1880s AND 1890s, when in the full flood of 
his genius Freud was confidently seeking the caput Nili of 
hysteria (1), he did not have to contend with uncertainty 
about the clinical characteristics of the condition he was 
investigating. For him, as for his contemporaries, hys- 
teria was a diagnostic term for various physical symp- 
toms of psychological origin. In Studies in Hys- 
teria(2), in line with his developing theoretical 
orientation Freud coined the term “conversion,” but the 
conversion hysteria he described was symptomatically no 
different from the hysteria described by Charcot and 
Janet. 

Later on, in a brief excursion into typology, Freud re- 
ferred to the erotic type as being predisposed to the devel- 
opment of conversion hysteria (3), but it would not have 
occurred to him to make a diagnosis of hysteria in the ab- 
sence of psychogenic physical symptoms, no matter what 
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personality characteristics were present, It was physical 
symptoms and their origin that absorbed his interest; he 
was confident that he had made a great contribution by 
pointing out this kind of symptom formation as an ex- 
ample par excellence of the role of miscarried sexuality in 
the genesis of neurosis. Indeed, when it turned out that 
his original seduction theory of hysteria could no longer 
be sustained, he introduced the concept of an inherent in- 
fantile sexuality because of his conviction about the in- 
timate connection between disordered sexuality and hys- 
teria. 

This early Freudian period was the high-water mark of 
clarity and confidence in the psychoanalytic formulation 
of hysteria; I emphasize it in this overview because the 
psychoanalytic explanation assumed a magisterial posi- 
tion that, in spite of some dissenting voices, it has largely 
continued to maintain.! However, this era of assurance 
that the Nile of hysteria was being progressively and sat- 
isfactorily revealed by psychoanalytic explorations was 
not destined to last very long. Puzzled by developing in- 
consistencies in his theories about hysteria (5, pp. 43, 44) 
and by the failure of hysterical patients to respond regu- 
larly to treatment as predicted by the theory, Freud him- 
self seems to have lost interest in the condition. This can 
be seen from the sharp decline in the number of papers by 
him on hysteria after 1900. 1f measured by psycho- 
analytic contributions, hysteria may be said to have gone 
underground after this time. 

In the past 20 years there has been a revival of interest 
in hysteria, reflected not only in the psychoanalytic but 
also in the general psychiatric literature on. the subject. 
However, the hysteria that has reemerged seems to have 
been transformed to such an extent during the course of 
its subterranean journey that one wonders how many of 
today's hysterics would have been diagnosed as such by 
Charcot or by Freud. Hysteria has become fragmented — 
at least nosologically; it is a matter of opinion whether 


"The fact that so many of Freud's early patients were drawn from this 
particular diagnostic category (4) has had a persistent and perhaps not 
entirely fortunate influence on the development of psychoanalytic theo- 
ries purported to be universally applicable. 
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the conditions that now bear the label attest to the results 
of a refinement in study and analysis or to a state of con- 
fusion in which entities that are clinically quite different 
are being held together artificially by little more than the 
authority of an ancient name. Moreover, psychoanalytic 
explanations of hysteria have changed a good deal from 
the simplicity and elegance of Freud’s early theory—per- 
haps to an even greater degree than has been recognized. 
Competing nonpsychoanalytic theories have also arisen 
to challenge the psychoanalytic model. 

What are the conditions that are included within the 
domain of hysteria today? We may note that “hysterical” 
is used in common parlance as a pejorative adjective de- 
scribing highly colored emotional behavior—generally in 
women. However, for psychiatrists, hysteria or ‘‘hys- 
terical" has three main meanings. These are: 1) a ‘“‘dis- 
ease” called hysteria originally described by Briquet in 
1859 and now revived and extended principally by psy- 
chiatrists at Washington University in St. Louis, Mo., 
here referred to as Briquet’s hysteria; 2) certain physical 
symptoms of nonorganic origin, the conversion symptom 
or conversion hysteria, or, in the words of DSM-II (6), 
hysterical neurosis, conversion type; and 3) a pathologic 
personality type termed the “hysterical character" or 
“hysterical personality.” 


BRIQUET’S HYSTERIA 


There is a considerable literature on Briquet’s hysteria. 
I will refer only to one of the early papers (7) and to one 
recent contribution (8). This is a disease of women; its on- 
set is before the age of 35 and its course is fairly constant 
and predictable thereafter. The disease is characterized 
principally by multiple physical complaints in various 
bodily organ systems and by frequent hospitalizations 
and polysurgery. Although conversion symptoms may 
occur in this syndrome, they are not necessary to the 
diagnosis, and although the women are described as 
being generally rather histrionic, they do not conform to 
one specific personality type. The emphasis is on genetic 
rather than psychodynamic determinants. This is evi- 
denced by the interest shown in the various forms of psy- 
chopathology found in the families of patients with Briq- 
uet’s hysteria. There is little or no emphasis on 
psychotherapeutic approaches to this condition. 

Doubts have been expressed (9, 10), which I share, as 
to whether the St. Louis group has succeeded in actually 
carving out a specific syndrome from the general group 
of emotionally unstable women with multiple physical 
complaints. The characteristics of this kind of hysteria 
seem to be at least partially determined by the almost ex- 
clusively organic-genetic point of view of those who have 
described it. [n this sense it represents a reversion to the 
mid-nineteenth-century clinicians like Charcot and Janet, 
who, although they left room for psychological influ- 
ences, saw hysteria as primarily a heredodegenerative 
condition. Just as Charcot and Janet were trying to make 
hysteria respectable by detaching it from the mists of 
magic and superstition that had engulfed it in previous 
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ages, so the St. Louis group scem to be trying to correct 
what they regard as the overly speculative psychologizing 
of hysteria that has occurred under the aegis of psycho- 
analysis. 

However, despite Canutean attempts to roll back the 
tide, American psychiatry today is very much concerned 
with psychodynamic considerations, and as a result it be- 
comes difficult to conceptualize or even to discuss Briq- 
uet's hysteria in terms that can also be used to examine 
other kinds of hysteria. Perhaps one bridge between these 
apparently divergent concepts is that some of the people 
currently labeled as "sick" hysterics in psychoanalytic 
descriptions of the hysterical personality may present 
clinically and symptomatically as having Briquet's hys- 
teria. It should be noted that in line with their conception 
of hysteria as an affliction of women, the St. Louis group 
seems to have a curious prejudice against conversion re- 
actions, especially in men. They emphasize the extent to 
which these occur in connection with compensation 
claims or as misdiagnosed cases of organic illness. 


CONVERSION, HYSTERICAL OR OTHERWISE 


It is an interesting phenomenon that patients with con- 
version symptoms, who comprised the major part of 
Freud's caseload in the hopeful dawn of psychoanalysis, 
have now largely departed from the psychoanalytic 
couch. There is even a rather widely accepted psycho- 
analytic view that the condition has largely disappeared. 
Various reasons have been given for such a marked 
change (11). The evidence available actually rebuts the 
theory that hysteria has disappeared (12). It seems more 
likely that it has simply changed its locale. Freud stated 
that hysteria was rare in the lower classes (13) and that it 
occurred most frequently among the wealthy, middle- 
class women who were his principal clientele. Today 
quite the reverse is true. Conversion reactions are seen 
principally in the neurologic wards of general hospitals; 
among unsophisticated rural and urban populations; in 
military hospitals, especially in wartime; in settings 
where monetary compensation is an issue; and as a psy- 
chogenic embellishment of organic disease. It is likely 
that conversion reactions have disappeared from psycho- 
analytic attention rather than that they have disappeared 
in fact. Another element contributing to this misappre- 
hension among psychoanalysts may be the gradual shift 
in psychoanalytic focus away from symptom removal as 
a goal of treatment toward the goal of more global per- 
sonality change. Witness the greater interest of psycho- 
analysts in the hysterical character than in the conversion 
symptom. 

It is now generally, although not universally, accepted 
that the conversion reaction and the hysterical person- 
ality are not uniformly coexistent (14). Hysterical per- 
sonalities may manifest conversion symptoms and in fact 
may be predisposed to them, but this is by no means gen- 
erally true. Conversely, conversion reactions are certainly 
not confined to hysterical personalities but occur in a 
large variety of personalities and clinical psycho- 


pathological settings. For example, conversion reactions 
occur at least as often in men as they do in women, 
whereas the diagnosis of hysterical personality is usually 
confined to women. Those who speak of an entity called 
hysteria that includes both the hysterical character and 
conversion symptoms are basing their conclusions on 
putative underlying psychodynamic processes rather than 
on overt behavior. By so doing they risk the dangers 
present whenever second-level inferences are substituted 
for direct observation. 


Psychoanalytic Interpretations 


The current psychoanalytic explanation for hysterical 
conversion maintains a link with Freud’s early ex- 
planation through the idea that conversion represents a 
substitution of physical symptoms for repressed in- 
stinctual impulses and that the former has a symbolic 
relationship to the latter (15). But whereas Freud and his 
early followers thought that the impulse to be warded off 
was preeminently a phallic-oedipal one, it gradually be- 
came apparent that many patients with conversion hys- 
teria were not behaving as if they occupied a more ma- 
ture position in the psychosexual hierarchy. They also 
failed to respond as satisfactorily as they should have to 
standard psychoanalytic treatment. 

Partly as a consequence of this, the idea that their ill- 
nesses could stem from a lower, pregenital level was ad- 
vanced fairly early (16). This idea never attained the ac- 
ceptance among most psychoanalysts that the equation 
hysterical-phallic-treatable did. Thus when Marmor (17) 
emphasized the oral fixation in a 1953 article that 
marked the revival of psychoanalytic interest in hysteria, 
it had the force of a fresh idea. Since his article there has 
been an increased emphasis on the pregenital origin of 
many conversion reactions. One recent psychoanalytic 
paper went so far as to state that all conversions are pre- 
genital (18). However, this author, as well as other psy- 
choanalytic writers, seemed uncomfortable with this con- 
clusion and reluctant to discard the idea that “‘Freud’s 
statement that the Oedipus complex is the nuclear com- 
plex of the neuroses is particularly valid in hysteria, 
which remains on the level of the phallic phase of sexual 
development" (16, p. 231). A more or less satisfactory 
resolution to this conflict is afforded by speaking of oedi- 
pal conflicts conditioned by earlier oral fixations or by 
making a kind of hierarchy of conversion reactions 
stemming from the pregenital to the phallic with only the 
latter being considered truly hysterical. A similar attempt 
to distinguish between and reconcile the oral and oedipal 
roots of hysterical phenomena can be observed in psycho- 
analytic discussions of the hysterical personality. There is 
a normative judgment in effect here with phallic (good, 
healthy) hysterics being elevated to superiority over the 
oral (bad, unhealthy) variety. 

It can be mentioned in passing that the phrase “‘pre- 
genital conversion" has also been used to, describe physi- 
cal symptoms such as asthma (15) and skin eruptions 
(19) in organ systems innervated by the autonomic ner- 
vous system, contrary to the dictum of Alexander (20) 
that conversions occur only in the territory of the 
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voluntary nervous system. Regardless of the merits of 
the dispute, which seems more semantic than substan- 
tive, it is somewhat confusing to have the phrase used to 
refer both to a presumed unconscious pattern of psycho- 
pathology and to a kind of symptom. 

These current psychoanalytic formulations of hys- 
terical conversion are certainly more complex than 
Freud's early description, and they may be more thor- 
ough. However, they suffer the defects that they depend 
to a certain degree on the acceptance of increasingly 
questionable concepts of psychic energy and that they 
continue to rely on what Knight (21) called “a one-sided 
libidinal theory of human functioning." There is a pau- 
city of well-analyzed case material on which the con- 
clusions are based. I would venture the suggestion that in 
Freud's Vienna, where sexuality was an endlessly fasci- 
nating taboo (22), repressed sexual impulses played a role 
in producing symptoms that they no longer do in the 
world of today, where sexual expression is infinitely freer. 
Unsatisfied and unacknowledged urges toward dependent 
gratification have emerged as more urgent problems. 
Some psychoanalytic theorists, however, are still, like the 
medieval astronomers, trying to ‘save the appearances" 
of sexuality in order to avoid making too decisive a break 
with a theory that originally regarded hysteria as origi- 
nating from a miscarriage of the infantile sexual life in 
the oedipal period (23). 


An Alternative Model 


Faced with some of the complexities and ambiguities 
of the psychoanalytic theory of conversion and influenced 
by new ways of thinking that do not require the use of 
these questionable concepts, an alternative model of hys- 
terical conversion has arisen (24). According to this 
model the conversion symptom does not serve the pri- 
mary purpose of resolving unconscious conflict, as it did 
in the psychoanalytic model. Rather, hysterical con- 
version is conceptualized as a kind of nonverbal commu- 
nication couched in a protolanguage that arises in and is 
conditioned by the specific setting of the doctor-patient 
relationship (25). 

According to Szasz (26), the conversion symptom rep- 
resents one side of a kind of double-blind charade not 
clearly comprehended by the patient who manifests it or 
by the doctor to whom it is directed and who has the task 
of decoding it (27). The symptom is to be understood not 
in medical terms but, rather, within the context of role 
and game theory. This function of the conversion symp- 
tom is historically derived from Charcot's legitimization 
of the sick role as a device whereby an individual trans- 
mits his needs and his emotional distress covertly through 
the socially accepted symbols of physical illness. A sub- 
sidiary factor promoting this form of communication 
may be a deficiency in verbal skills or the imprecision of 
language of certain individuals, who thus turn to non- 
verbal ways of getting their message across. 

Those espousing the psychoanalytic view will say that 
the communication theorists are simply emphasizing the 
well-known and accepted role of secondary gain and that 
acknowledgment of the significance of the communica- 
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tive aspects of a conversion symptom does not exclude 
the operation of those psychodynamic forces which pri- 
marily resolve unconscious conflict. However, it must be 
said that in many instances the evidence for the so-called 
secondary gain is much more obvious, even over- 
whelming (28), whereas there is little evidence of the ac- 
complishment of the presumed primary purpose of the 
conversion—the resolution of conflict-generated anxiety. 
The psychogenic blindness or paralysis occurring in the 
terror of a battlefield, which is quickly ameliorated by re- 
moval from the front lines, does not seem to require the 
interposition of elaborate psychoanalytic mechanisms to 
account for the equivalent of a terrified cry of “I’m 
scared. Get me out of here." My own view is that some 
patients with conversion symptoms cannot fully be un- 
derstood without taking into account the function of the 
symptom in resolving unconscious conflict in a person- 
ality made susceptible by reason of earlier experiences. In 
such instances psychoanalytic explanations are often con- 
vincing. However, | also believe that for most patients 
with conversion symptoms the communication model is a 
better guide to the symptom and its role in the patient’s 
life and provides a more effective approach to treatment. 


THE HYSTERICAL PERSONALITY 


When a psychiatrist describes a patient to a colleague 
as a hysteric, both of them will understand without fur- 
ther explanation that it is likely that the individual has 
a characterologic disorder rather than a psychogenic 
motor or sensory disturbance. The concept that there is a 
specific. hysterical personality originally arose from the 
description of the kind of woman who appeared with con- 
version symptoms (included by Janet [29] among the 
"stigmata" of hysteria) in a setting that excluded men 
and that encouraged certain kinds of flamboyant and ex- 
hibitionistic behavior. A fairly consistent behavioral de- 
scription evolved and appeared as early as 1924 in Bleu- 
ler’s textbook (30) and, in the psychoanalytic literature, 
in Wittels’ paper of 1930 (31). 

This behavioral description, which emphasized histri- 
onic and emotional display, overt seductiveness, lability 
and shallowness of affect, verbal exaggeration and impre- 
cision, and a tendency to be dependently demanding in 
interpersonal relationships (14), has now become suffi- 
ciently well accepted to have been included as one of the 
standard pathological personality types in DSM-IT (6). 
However, it can be observed that this behavioral defini- 
tion is more honored in the breach than in the obser- 
vance (32), with the result that the “hysterical person- 
ality” has become one of the most loosely used phrases in 
the lexicon of a profession not famous for the scientific 
rigor of its concepts. 

Hysterical personality can thus be used as a pejorative 
label to denigrate someone whom the psychiatrist be- 
lieves to be insufficiently serious. I have had the impres- 
sion that susceptible young male residents may classify as 
a hysterical personality any reasonably attractive woman 
with whom they come into therapeutic contact. Hollen- 
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der (33) asserted that hysterical traits occur in many, per- 
haps most, women. If this assertion is accepted, it makes 
understandable the difficulty in distinguishing between 
hysterical and nonhysterical women and is in accord with 
the formulation that the hysterical personality represents 
a caricature of femininity (14). It has already been sug- 
gested that all we are doing with the term is giving a 
name to some of the ways in which women have to be- 
have in order to get by in a male-oriented society (34). 
However, this view is not in accord with a recent paper 
that found a significant number of men in the population 
of a large psychiatric hospital whose personality styles 
could be called hysterical (35). 

Turning to the psychoanalytic literature, we find a 
number of rich and thought-provoking articles (33, 36- 
40). Their value, however, is diminished by the same kind 
of loose clinical delineation of the hysterical personality 
that has already been noted. In addition, behavioral cri- 
teria tend to be ignored entirely while the major diagnos- 
tic weight is borne by underlying psychodynamic pat- 
terns. In spite of such well-reasoned attempts in this 
direction as that of Kernberg (41), I do not believe that in 
the present state of the art such patterns can be made spe- 
cific enough to differentiate one diagnostic entity from 
another. Thus, in some of the psychoanalytic literature, 
cases are included as examples of the hysterical person- 
ality on the basis that the symptoms are said to reflect an 
unresolved oedipal-genital conflict. However, the clinical 
picture by which such a conflict manifests itself is not 
adequately described. 

The confusion that this practice engenders is further 
compounded when it is pointed out that in a large major- 
ity of these cases the oedipal or phallic appearance with 
which they present is deceptive; the dominating psycho- 
pathology actually originates from an oral rather than a 
phallic level of psychosexual maturation. Hysterical per- 
sonalities are therefore said to fall within a phallic-oral 
continuum that is heavily weighted toward the oral end. 
The predominantly oral group—the “‘so-called good hys- 
terics” (36) or the hysteroids (37)—is composed of mark- 
edly unstable individuals who are profoundly dependent 
and fantasy ridden and who have weak egos and consist- 
ently poor interpersonal relationships. By contrast, the 
phallic hysterical personality seems to be a rara avis on 
whom is bestowed the accolade of “good” or “true” hys- 
teric. The good hysteric is described as a woman with 
good native endowment and achievement, a stable life- 
style, and well-functioning obsessive defenses whose only 
psychopathology is that she has problems in heterosexual 
relationships. 

Such women are the patients devoutly sought for treat- 
ment by psychoanalytic candidates, while the vastly more 
numerous oral hysterics, who confound the old psycho- 
analytic equation of hysteria with a good prognosis, are 
actually ill-suited for the classical psychoanalytic proce- 
dure. 

The conclusion that seems to emerge from this analysis 
is that since the observable behavior of the good, phallic 
hysteric does not conform at all closely to behavior con- 
sidered characteristic of the hysterical personality and 


since these patients do not often present with conversion 
symptoms, it is not obvious what makes them hysterical 
at all. On the other hand, although the kind of behavior 
attributed to the sick, oral hysterics is more like that of 
the hysterical personality, it becomes very difficult to dif- 
ferentiate them from patients with other kinds of severe 
personality disturbances such as the borderline, narcis- 
sistic, and infantile varieties and even from patients in so 
nonspecific a category as those described by Giovac- 
chini (42) under the general heading of character dis- 
orders. 

I believe that it may legitimately be asked what either 
of these two groups—the oral and phallic hysterics—has 
in common with the other or with patients characterized 
by physical conversion symptoms that justifies including 
them under the same designation. If the answer is that 
they are glued together by appearances that suggest the 
operation of an underlying pattern of oedipal psycho- 
pathology (appearances that are often deceptive), then a 
great deal is being asked of this pattern, especially since 
the detection of such unconscious mechanisms requires a 
kind of intense psychoanalytic scrutiny that is often not 
available in the study of these cases. Furthermore, I ques- 
tion whether so ubiquitous a phenomenon as oral psycho- 
pathology, with its many phenotypic manifestations, can 
be turned into something called hysteria simply by an 
oedipal coloring, especially since the word “oral” itself 
has become a kind of umbrella designation for a set of 
phenomena that are actually quite complex and not at all 
precisely defined. 

If we go behind such abstractions as oral, phallic, and 
oedipal, we find that psychoanalysts have succeeded in 
achieving a good deal of consensus about a particular 
pattern of family dynamics believed to be influential in 
producing hysterical personalities. This pattern can be 
summarized as follows: A little girl who is deprived of 
adequate mothering for various reasons turns to or is se- 
duced into an abnormally close relationship with her fa- 
ther. This relationship becomes sexualized so that she 
learns to use sexually inviting maneuvers to earn depen- 
dent gratification from future father figures. As Hollen- 
der (33) put it, the crucial point in the development of the 
hysterical personality comes when the little girl begins to 
try to turn her father into a substitute mother. This is an 
attractive hypothesis, heuristically persuasive and clini- 
cally applicable. However, it can fit only a certain num- 
ber of individuals currently included as hysterical person- 
alities and clearly would not be generally explanatory of 
the behavior of so heterogeneous a population as is now 
given that designation. This may explain its failure to be 
confirmed in Blinder’s clinical survey of a group of 21 
women diagnosed as having hysterical personalities (43). 


CONCLUSIONS 


Leslie Farber (44) described hysteria as an affliction in 
which the will has become inordinately distended at the 
expense of the intellect. I suggest that this is true not only 
of certain persons bearing the label of hysteria but of the 
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label itself. The diagnosis has become a balloon filled 
with air rather than substance. This has happened not 
only because psychiatrists always have trouble defining 
and operationalizing their concepts but also because hys- 
teria itself is an ancient term that has been around in 
some form or another since the fourteenth century B.C. 
in ancient Egypt (45). It is a fossil encrusted with and ob- 
scured by successive layers of meaning. Shall we there- 
fore decide that hysteria has outlived its usefulness and 
become an encumbrance to the diagnostic process (46)? 
Shall we go even farther and agree with those who cry a 
pox upon the whole effort to find useful and appropriate 
labels for the exceedingly slippery forms in which human 
behavior presents itself to the clinical eye? I, for one, say 
no, because, as frustrating and humbling as it often is, | 
believe that the endeavor to label and thus to order the 
phenomena with which we deal is a necessary antidote to 
the tendency of many of us psychiatrists toward windy in- 
flation of our ideas. In this respect, incidentally, although 
I disagree with the product, I respect the intent of the St. 


- Louis group. 


Therefore, let us preserve the durable fossil of hysteria. 
However, to switch quickly back to an earlier metaphor, 
I believe its position in the psychiatric lexicon would be 
more secure if some of the air were let out of the balloon 
it has become. In pursuit of this goal, I propose the fol- 
lowing deflationary measures: 

The syndrome described by the St. Louis group should 


. be detached from its identification with hysteria and rela- 


beled **Briquet's syndrome,” or something similar. 

In those cases in which it dominates the clinical pic- 
ture, the conversion symptom should continue to be diag- 
nosed as hysterical neurosis, conversion type, in accord- 
ance with current DSM-II (6) usage. If a conversion 
symptom constitutes only a relatively small part of the 
clinical picture, it can be considered a specific defense or 
a specific communication depending on the circum- 
stances in which it appears. At any rate, I believe that 
emphasis on the communicative aspects of conversion 
phenomena is generally the most useful way to deal with 
them therapeutically. 

The personality disorder now called the hysterical per- 
sonality should be defined in behavioral rather than psy- 
chodynamic terms. The somewhat strained efforts to in- 
clude both the conversion symptom and the personality 
disorder under the common designation of hysteria 
should be abandoned, since in most instances the two are 
not related clinically and probably not related psycho- 
dynamically. This separation could be brought about by 
changing the name from hysterical personality to the 
“histrionic personality," as has already been suggested 
in DSM-II (6). 

It is time for those interested in the psychodynamics of 
the disorders discussed here to accept that, however 
these disorders are labeled, miscarried sexuality prob- 
ably does not play the major role in their psychogenesis, 
for our epoch at least. It appears that failed human needs 
and strivings other than the sexual ones are responsible 
for the strange symptoms and desperate lifestyles that 
have been called hysterical. 
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Financing Mental Health Services Through Insurance 


BY CHARLES P. HALL, JR., PH.D. 





The author sketches the historical development of health 
insurance in the U.S., noting how the social, tech- 
nological, and financial constraints on the treatment of 
mental illness during the early years of private health in- 
surance led to gaps in coverage for treatment of mental 
illness. He examines the insurability of mental health 
benefits by reviewing the limited evidence from plans that 
have provided such benefits. After reviewing some of the 
recent legislative proposals for national health insurance, 
he sets forth the major issues requiring research and reso- 
lution and makes some recommendations to mental 
health professionals. 





MANY PEOPLE BELIEVE that a major deficiency of many 
private health insurance plans is the failure to provide 
any significant coverage for mental health services. With 
so much of the rhetoric associated with discussions of 
health insurance focusing on the importance of a “‘com- 
prehensive set of benefits," it seems anomalous that seri- 
ous gaps continue to persist in this important area. A re- 
view of the historical development of health insurance 
and medical practice in the United States may serve to 
explain why this situation exists. Such a historical record 
is essential in order to put the deficiencies of private 
health insurance in this area in proper perspective and to 
avoid the danger of having any soon-to-emerge public 
program follow a similar path for reasons that may no 
longer be valid. In keeping the historical sketch brief, a 
number of generalizations will be made without all the 
niceties of full explication. 

Although scattered attempts by commercial insurers 
to provide health insurance benefits can be identified even 
earlier, most insurance historians consider the Baylor 
University Hospital plan-in the late 1920s as the real gen- 
esis of modern health insurance in this country. The Bay- 
lor plan can be directly linked to the emergence during 
the 1930s of Blue Cross. This, in turn, can be related to 
the early beginnings of Blue Shield. Commercial insurers 
were slow to enter this field, but by the early 1940s they 
too began a period of rapid growth. 

Given the hospital-based origin of early health in- 
surance plans, it is no surprise that some of the major ob- 
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jectives of these early arrangements were more directly 
identified with institutional/provider needs than with 
consumer needs, although the latter have been far more 
widely stressed in recent years. Two major objectives of 
these early plans were to improve cash flow and reduce 
bad debts for hospitals. These became particularly im- 
portant during the Depression. Even in those days health 
care was widely viewed as a right rather than a privilege, 
and hospitals were groping for ways to provide needed 
services without getting into insuperable financial diffi- 
culties because of the inability of patients to pay. For 
marketing and other reasons, however, the emphasis 
shifted at an early stage to the benefits for the subscriber/ 
insured. It was a fortunate happenstance that the selfish 
objectives of providers could be served so effectively by a 
mechanism that had such appeal for and served the needs 
of consumers. 

A number of problems were associated with the early 
development of health insurance. There was concern over 
what services should be covered and the extent to which 
they would be covered. There was concern with the po- 
tential moral hazard’ of insured persons, since coverage 
for health services often clearly violated the traditional 
“insurable peril" requirement of being a fortuitous event 
largely uncontrollable by the insured. It was presumed 
that hospitalization benefits, the earliest to develop, over- 
came these problems to some extent since individuals 
could not directly control their use of these services, and 
few would accept hospitalization unless it was necessary. 
A physician always served as a further control, since only 
a doctor could admit a patient to a hospital. Surgical 
benefits, the next to emerge, had the same advantages. 
Not many people would knowingly undergo unneeded 
surgery. Furthermore, both of these benefits were prop- 
erly viewed at the time as the only ones likely to be of ma- 
jor financial consequence. Of course, the hoped-for physi- 
cian control seldom lived up to expectations: Few doctors 
felt comfortable in the role of "cop." Further, relatively 
few physicians felt obligated to save the insurers' money; 
they often felt that their own and their patients’ conve- 
nience could best be served through inpatient treatment. 
Besides, if the patient had paid his premium, wasn't he 
entitled to the benefits? 

It is startling to realize how far medical science has 
come in the last 40 years and how drastically medical 
practice has changed. Hospitalization in the 1930s was 


'Technically, “moral hazard" has been defined as any characteristic of 
the insured that tends to increase the likelihood and/or the severity of 
loss. It may (but does not always) refer to the morality of the insured as 
that term is usually understood. 
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primarily for surgery and acute infectious diseases. Most 
patients either recovered or died within a relatively brief 
period of time. 

Today, aided by the accumulation of knowledge that 
has produced new techniques, medicines, and equipment, 
we face an entirely different risk situation. First, there ex- 
ists a sometimes frightening capacity to sustain life in 
cases where cures are not yet possible. This is often ac- 
complished through long and costly hospitalization. Even 
brief hospital stays often constitute a serious financial 
burden. In addition, much can now be accomplished on 
an outpatient basis that once would have required hospi- 
talization. Chemotherapy for various mental conditions 
is a prime example of this. These outpatient costs, how- 
ever, may also bring catastrophic financial consequences 
to the sick person and his family. 

As a result of these changes, there has been a clamor in 
recent years for "comprehensive" health insurance bene- 
fits. This demand has been met to a degree through the 
introduction of major medical and comprehensive major 
medical policies. Nevertheless, in private insurance plans, 
the desire for comprehensive coverage is always tem- 
pered by a set of priorities that limits the total dollars to 
be allocated to any health insurance program and re- 
quires a cost analysis of where the health insurance dollar 
will do the most good. Thus the buyer-—be he an em- 
ployer or a union representative—will often opt for ex- 
panding coverage in specific areas, e.g., providing for 
more days of hospital care or introducing dental benefits, 
rather than electing to add a specific mental health bene- 
fit. 


ORIGINAL REASONS FOR EXCLUDING MENTAL 
ILLNESS 


What was the original rationale for not covering men- 
tal illness under private health insurance plans? It can 
best be described as a historical accident. In the early 
days of health insurance there was no overt attempt to 
exclude mental health benefits. Rather, as in most other 
insurance of the day, coverage was extended on a “named 
peril" basis. And the named perils were largely limited to 
hospitalization and surgery. 

What about hospitalization for mental illness? Again, 
history is instructive. Treatment in the 1920s and 1930s 
was limited largely to confinement in state mental hospi- 
tals. Mental illness in the family usually constituted a so- 
cial stigma, and banishment of the afflicted member to 
the state facility was not only accepted but often favored. 
Electroconvulsive therapy (ECT) and chemotherapy 
were unknown. Few general hospitals had any psychiatric 
beds, much less psychiatric wards. Recalling that the 
early impetus to health insurance came from general hos- 
pitals, it is hardly surprising that they failed to include 
coverage for a service they usually did not provide. 

As the Blue Shield and Blue Cross plans and other in- 
surers became more independent of the hospitals, they 
surely must have thought (if they thought of mental 
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health benefits at all) in terms of treatment as it then ex- 
isted. That was reason enough for not including benefits, 
since no private insurer viewed its proper function as sub- 
sidizing the state mental hospital. As an outgrowth of this 
early pattern, most insurers limited their coverage to 
services performed in "approved" hospitals, and the defi- 
nition of these often included a requirement for a surgical 
suite. It is difficult to say for sure, but it is likely that this 
requirement was more a result of concern for the niceties 
of hospital and surgical coverage as then contemplated 
than of any overt effort to exclude mental hospitals. In 
any case, it had the effect of excluding benefits in most 
private and public mental hospitals. At the time, private 
mental hospitals served principally the wealthy, so no se- 
rious outcry resulted. 

As noted, the technology and practice of medicine 
changed over the years. As mental patients began to find 
their way into general hospitals, they often discovered 
that protection did exist for the hospital costs incurred. 
This was especially true under commercial health in- 
surance policies, where few specific exclusions or limita- 
tions on hospitalization for mental illness have ever ex- 
isted. Until relatively recently, however, Blue Cross had 
specific exclusions, and even today most Blue Cross con- 
tracts have special limitations on hospitalization for men- 
tal conditions that result in substantially less protection 
than for other conditions. 

For nonhospital services, few benefits of consequence 
existed prior to the introduction of major medical protec- 
tion by commercial insurers in the early 1950s. Initially, 
again, no specific exclusions for treatment of mental ill- 
ness existed. However, this situation soon changed, and 
the change can once more be attributed at least partially 
to historical accident. 

The most common outpatient treatment for the men- 
tally ill at the time was psychoanalysis. It had become, in 
fact, something of a fad in certain circles. For insurers, 
this presented several serious obstacles. The lengthy ses- 
sions were substantially more costly than ordinary office 
calls; treatment often continued for an indefinite period. 
It became clear that some patients actually enjoyed the 
treatments, thus creating concern on the part of in- 
surance officials with their traditional bugaboo, moral 
hazard. This was particularly true in the cases in which 
the patients were among the most successful individuals 
in the community and appeared, to all intents and pur- 
poses, to be continuing to function normally during the 
period of treatment. 

Insurance theory suggests that losses should be clearly 
measurable, predictable, and not under the control of the 
insured. Psychoanalysis seemed to fall short on all three 
counts. As a result of these shortcomings, as highlighted 
by some disastrous early loss experiences, virtually all 
major medical policies began to write in an internal limit 


-on outpatient psychiatric services. The most common 


form was to insert a 50 percent coinsurance requirement 
on all such services. In some cases maximum dollar limits 
were also imposed. 

Since except for ECT, psychoanalysis was virtually 
the only outpatient psychiatric treatment available at the 


time, the restriction on coverage was identified solely 
with outpatient psychiatric services. Soon thereafter, as 
other ambulatory treatment modalities emerged, this 
same limitation had far broader application than was 
originally intended. 

Why, then, hasn’t the original restriction been modi- 
fied? There are several reasons. Overall health care costs 
have been rising so rapidly that insurers have been forced 
to increase premiums at an alarming rate. In the face of 
mounting pressure from customers and crusading in- 
surance commissioners to hold the line on premiums, 
there has been little incentive to expand coverage in an 
area where: [) there has been relatively little real market 
demand for coverage; and 2) there still exists a latent 
fear that, because of the refusal and/or inability of some 
mental health professionals to clearly define both mental 
illnesses and prescribed courses of treatment for those 
illnesses to the satisfaction of the carriers, most mental 
conditions can lead to very large outpatient costs. The so- 
cial stigma still attached by many people to mental illness 
partially accounts for the lack of demand. Lack of clear 
definitions—in terms of the problem, the treatment, and 
the prognosis—when coupled with the serious losses en- 
countered with psychotherapy under the early major 
medical policies and still encountered, naturally fright- 
ens insurance claim adjusters and underwriters and 
causes them to question whether the services are needed 
and worthwhile. This fear, of course, is also reflected in 
the advice given by insurers to their customers when em- 
ployee health benefits packages are being designed. 
Again, this has played a role in limiting effective demand 
for such allegedly expensive benefits. 


INSURABILITY OF MENTAL ILLNESS: A REVIEW OF 
PRIVATE INSURANCE EXPERIENCE 


Private health insurers had virtually no experience in 
covering mental health services during their early history. 
Most mentally ill patients were confined in state hospi- 
tals, and other hospitals typically did not provide space 
for mental patients. As general hospitals began to accept 
psychiatric patients (largely after World War II), there is 
no record of any action on the part of commercial health 
insurers to restrict inpatient benefits. They were generally 
subject to the same policy limits—usually in terms of dol- 
lars and/or days of coverage—that applied to any other 
hospital confinement. However, Blue Cross, possibly as a 
result of its contracts with hospitals, did insert specific re- 
strictions. 

Nevertheless, I am unaware of any empirical study 
that reports on the experience of insurers with respect to 
hospitalization for psychiatric diagnoses in the early 
postwar period. A major criticism of insurers has been 
that they have seldom kept records on a diagnosis-spe- 
cific basis. In answer to inquiries on this point, most com- 
panies respond that this information is of little interest or 
value to them. A critique of this judgment could well be 
the subject of another paper. 
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Presumably, commercial insurers never perceived any 
particular problem arising from psychiatric hospital- 
ization in general hospitals, as evidenced by the absence 
of exclusions or restrictions in the majority of their group 
contracts. From 1950 through 1972, coverage for similar 
benefits under Blue Cross slowly expanded, but even 
today the vast majority of Blue Cross contracts limit ben- 
efits for psychiatric hospitalization rather severely, typi- 
cally to a maximum of 30 days. 

As noted, most health insurance developed on a 
named-peril basis in the early years, and it was domi- 
nated by a hospital orientation. After surgical benefits 
became fairly widespread, in-hospital medical benefits 
began to appear. These policies covered nonsurgical phy- 
sicians' services, but they were never as widely held as 
hospital and surgical policies. Again, to the extent that 
psychiatric treatment was not afforded in general hospi- 
tals, the question of coverage for mental illness seldom 
surfaced. 

Early major medical policies introduced the more or 
less “all risk" or “‘all except" concept of coverage to the 
health insurance field beginning in the early 1950s. This 
paralleled developments in property insurance. It was 
only after some bad claims experience that most such 
policies introduced a discriminatory coinsurance provi- 
sion as regards outpatient psychiatric services. Total ex- 
clusions, however, were the exception in commercial poli- 
cies; the companies favored a 50-percent patient 
participation through coinsurance, as compared to a 20- 
or 25-percent share for other benefits. 

Opposition to this discriminatory clause was scattered 
and not very effective. Since mental illness remained a 
disease with some social stigma, no viable market de- 
mand for full coverage existed. In addition, an aura of 
mystery and fear surrounded the mental health field in 
the eyes of much of the public, which was still condi- 
tioned to expect a lifetime of confinement in a state hos- 
pital for the seriously afflicted. Faced with the fear of 
skyrocketing premiums if psychiatric benefits were added 
to the benefit package, most organized buyers looked in 
other directions as they tried to sweeten their coverage. 
Another probably significant but unproven factor was 
the not uncommon practice by many physicians of treat- 
ing minor psychiatric problems under related but dis- 
guised diagnoses. For example, cirrhosis of the liver, of- 
ten the physical manifestation of an alcoholism problem, 
would almost always be listed as the diagnosis rather 
than alcoholism. While it might be technically accurate 
to do this, cirrhosis might not be the basic problem. 

Throughout most of the 1950s and the early 1960s, few 
psychiatric benefits of consequence were offered under 
prepaid group practice plans across the nation. The ex- 
ceptions included several well-publicized experimental 
programs, including the mental health benefits program 
of the Retail Clerks Union in Los Angeles, which oper- 
ated through a Kaiser plan, and the Group Health In- 
surance, Inc., experiment in New York City (1). Others 
later joined in with a variety of experimental coverages, 
some of which later became regular (although often 
slightly used) options. 
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First Major Breakthrough 


The first major breakthrough in outpatient coverage of 
mental health services resulted from consumer pressure. 
The United Auto Workers Union (UAW) insisted, in its 
contract demands during 1965, on the inclusion of a well- 
defined package of outpatient psychiatric benefits that 
made allowance for the use of many recently developed 
treatment modalities. In 1967 the largest of the 40 plans 
participating in the Federal Employees Health Benefits 
Program (FEHBP) revised its mental illness benefits un- 
der its high option to cover psychiatric services on essen- 
tially the same basis as for any other diagnosis. The fol- 
lowing year the second largest plan followed suit. These 
plans were Blue Cross/Blue Shield and Aetna; previously 
both had special restrictions on both inpatient and out- 
patient care of mental illness. 

A unique feature of the FEHBP is that the government 
requires the carriers to keep careful statistics on utiliza- 
tion of services. So for the first time, fairly careful docu- 
mentation of the use of psychiatric services by a large 
population (over four million beneficiaries) over time be- 
came available under circumstances where there was no 
apparent economic benefit to be derived from either 
avoiding treatment or seeking a disguised diagnosis. Uti- 
lization and cost under this program were extensively re- 
ported and analyzed by Reed and associates (2). 

There now seems little doubt that hospitalization bene- 
fits for psychiatric conditions are clearly insurable at a 
reasonable cost. The evidence from the FEHBP on this 
point is convincing on its own. When taken in con- 
junction with scattered reports from other programs over 
the past 15 years there is little room for continued skep- 
ticism. With appropriate reservations for the small per- 
centage of long hospitalizations that still occur, these 
hospital stays are insurable in the private sector. 

For outpatient (ambulatory) mental health benefits, 
the experience under the Blue Cross/Blue Shield plan for 
federal employees in the first years after the non- 
discriminatory coverage went into effect was encour- 
aging, even if not as convincing as that for inpatient bene- 
fits. Early experience under the UAW program also 
indicated low levels of utilization. Scattered reports from 
other programs have been inconclusive, but the general 
trend seemed promising until some clouds recently ap- 
peared. 


Increased Utilization and Cost 


Over the past two years, utilization under the UAW 
plan increased, especially in some of the urban locations 
where the supply of mental health practitioners is more 
plentiful. Then, on May 8, 1973, The Washington Post 
ran a feature titled “Area Passes New York in Use of 
Psychiatrists" (3). This article contained some dis- 
quieting data on rapidly rising use and cost of psychiatric 
services in and around Washington; it claimed these in- 
creases were directly related to the availability of the lib- 
eral FEHBP insurance benefits. It noted that the cost of 
psychiatric services increased from 5.3 percent to 7.1 per- 
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cent of the total cost of benefits between 1967 and 1972. 
During the same period, costs per insured person rose 
from $4.10 to $10.81. The availability of this coverage 
was also credited as the “magnet” for attracting the high- 
est concentration of psychiatrists per thousand popu- 
lation in the nation. Obviously, other interpretations are 
possible, e.g., the population may have been underserved 
before, and the generally higher than average educational 
levels of government workers could lead to greater ac- 
ceptance of these services. 

Most disturbing, however, was the implication that 
some of the use of psychiatric services might have been 
inappropriate—especially the large-scale use of psycho- 
analysis, including services used by psychiatrists in train- 
ing as part of their education.? This last situation is 
clearly inappropriate for coverage under any health in- 
surance program and represents an unfair charge to the 
nation's health services account. Abuses of legitimate in- 
surance coverage can only undermine efforts to extend 
benefits for psychiatric services to a larger proportion of 
the population. In fact, it was precisely because of 
charges of similar abuses under some of the early major 
medical programs in the 1950s that the explicit discrimi- 
natory restrictions (e.g., 50 percent coinsurance) against 
outpatient mental health benefits were introduced. 

The differences between the data in the report by Reed 
and associates and the Washington Post report can be at- 
tributed primarily to the difference in reference periods. 
The Reed analysis was based on experience under the 
FEHBP in the first few years following the institution of 
the nondiscriminatory benefit. The Post report came 
later, after the plan had been in existence long enough for 
the beneficiaries to more fully understand and appreciate 
the generosity of the benefits available. Furthermore, if 
we are to believe the Post report, environmental condi- 
tions, i.e., the number of psychiatrists per thousand popu- 
lation, also had an opportunity to change. 

Note, however, that this increase in utilization should 
by no means have been unexpected, since it has been his- 
torically characteristic of newly introduced insurance 
programs (e.g., homeowners’ insurance) that in the short 
run, before the insured person becomes fully acquainted 
with the new benefits, claims are likely to be quite mod- 
est. As the plan matures, however, those insured begin to 
appreciate and take advantage of the available coverage, 
and a sharp deterioration in loss ratios ensues. In the case 
of health insurance benefits, this normal pattern may be 
further aggravated by technological and supply factors, 
e.g., new modes of treatment and changes in the avail- 
ability of providers. Typically, experience should stabilize 
over a longer period as the plan and the public both 
mature. 

What is needed is a careful examination of the data 


2It has been brought to the attention of the author that the APA posi- 
tion statement Equal Coverage for the Mentally Ill (4) contains the fol- 
lowing sentence: "Long-term psychotherapies, when chosen for educa- 
tional purposes and when there is no functional disability, should be 
excluded [from insurance coverage]." Also, the Washington (D.C.) Psy- 
choanalytic Institute does not permit its candidates to use insurance to 
pay for a training analysis. 


files of both the UAW and FEHBP programs.’ Both of 
these programs have now been around long enough to 
have developed some fairly stable experience. If utiliza- 
tion does not stabilize, perhaps this suggests that out- 
patient mental health benefits should be set apart and ac- 
corded differential treatment. Many, in fact, feel that this 
will be necessary for at least some types of treatment. 


Ambulatory Benefits 


Excluding the UAW and FEHBP programs, the most 
serious gaps in the coverage of mental health treatment 
today exist in the realm of ambulatory care, especially as 
the coverage fails to relate to some of the newer modali- 
ties of treatment. Such modalities as partial hospital- 
ization, group therapy, and other techniques common to 
community mental health center operations are not ade- 
quately covered. Furthermore, there is a continuing —and 
growing—controversy over whose services ought to be 
covered, with pressure mounting for the inclusion of cov- 
erage for fees of nonphysician practitioners. 

Unfortunately, with the exception of the two programs 
discussed above, very little data—good or bad—are 
available from insurers and other third parties on the ac- 
tual costs of insuring psychiatric benefits. The exceptions 
are the few prepaid group practices that offer such bene- 
fits. Other insurers have seldom (if ever) broken out their 
claims data on a disease-specific basis. Because the vast 
bulk of health insurance in this country is written on a 
group basis, much of it experience rated, competition 
among insurers tends to center on “‘retentions’’-—-the 
amount the company keeps after paying all claims and 
related costs. 

The benefits to be derived from “mining” the detailed 
claims information potentially available from third par- 
ties should far outweigh the costs, especially in light of 
the tremendous electronic data processing capacity al- 
ready present in the insurance industry. Surely, impor- 
tant policy-making criteria could be established. Insurers 
might also benefit directly by becoming better able to de- 
sign their policies to meet consumers’ needs. Never- 
theless, since they have not to date recognized any clear 
economic reason for breaking out claims in this fashion, 
available information remains sparse. Perhaps the only 
way to build an adequate data base will be through regu- 
lations that mandate the necessary reporting. 

In summary, the private insurance market today con- 
tinues to have a strong bias against full and equal cov- 
erage of mental illness. This bias is particularly strong in 
Blue Cross/Blue Shield carriers, where even hospital 
benefits are still almost universally more limited for men- 
tal conditions than for others. With commercial insurers, 
although hospital benefits are seldom specifically reduced 
for mental conditions, it is clear that there remains con- 
siderable reluctance to provide full coverage for ambula- 
tory benefits, even for some of the recently developed and 
presumably more effective modalities of care. 
3After the writing of this paper, the draft of a new paper by Louis Reed 
updating the experience under the high option Blue Cross/Blue Shield 


plan for federal employees was brought to the author’s attention; it has 
since been published (5). 
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Lack of Treatment Guidelines 


The bias is due to a variety of factors. There is evi- 
dence, however, that the most serious problems can be 
traced to various forms of long-term therapy. The contin- 
ued refusal/inability of psychiatrists to provide insurers 
with more specific guidelines for the type and duration of 
treatment needed for various diagnostic categories, the 
seemingly endless number of psychotherapy visits with 
little apparent impact on the health status/behavior of 
the patient (at least as discerned by the insurer), and the 
occasional abuse of the insurance concept, as reflected by 
psychiatrists in training submitting claims for their re- 
quired therapy sessions, have all contributed to the mas- 
sive reservoir of distrust on the part of insurers. The re- 
luctance/refusal of many psychiatrists to provide 
insurance claims officers with the more detailed informa- 
tion they frequently seek in order to justify a lengthy se- 
ries of consultations and the paucity of any organized 
utilization or peer review programs in the field* do noth- 
ing to improve insurers’ attitudes. In their defense, psy- 
chiatrists cite the fact that remaining cultural biases in 
the country are such that revelation of the information 
requested by insurance companies could have serious re- 
percussions for their patients, ranging from loss of em- 
ployment to social ostracism. 

Another problem for insurers is the failure of mental 
health professionals to document the effectiveness of 
various kinds of treatment. Often, allegedly more effec- 
tive modalities of care are just that—allegedly! Another 
precept of insurance is predictability of cost. When it 
cannot be determined either if treatment will be effective 
or when it will be effective, insurers become nervous. For 
most physical conditions, this problem has been largely 
overcome (e.g., appendectomy, childbirth, etc.). If the 
same kind of precision can be attained in the mental 
health field, a major obstacle to full insurance coverage 
will be removed. It is worth noting that this may not be 
an unattainable objective. For example, the latest revi- 
sion of the California Relative Value Schedule has listed 
some specifics for selected mental health services. 

In any case, barring pressure from organized buyers, 
most insurers continue to advise against the inclusion of 
psychiatric benefits—presumably to avoid unnecessary 
problems—while pointing out allegedly more attractive 
and effective ways to translate available premium dollars 
into a package of comprehensive" medical services. 


EXPERIENCE UNDER MEDICARE AND MEDICAID 


For those interested in the development of insurance 
and other third-party payments for mental health serv- 


*Editor's Note: Some recent actions suggest that efforts to strengthen 
peer review in psychiatry are gaining momentum. Earlier this year APA 
published Model Criteria Sets, prepared by its Ad Hoc Committee on 
Professional Standards Review Organizations (6); the criteria sets re- 
late to inpatient care. That committee has since been disbanded and has 
been replaced by a Task Force on Peer Review, which is expected to de- 
velop criteria sets for outpatient care. The Joint Commission on Ac- 
creditation of Hospitals and the American Hospital Association have 
also prepared materials related to psychiatric peer review. 
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ices, it was particularly unfortunate that the first tenta- 
tive step toward a national health insurance program in 
the United States, Medicare, set a legislative precedent 
that built in restrictions specifically applicable to mental 
illness. As explained earlier, private insurers had a histor- 
ical rationale for some of the limitations they imposed. 
But the federal government had no such excuse. In fact, 
this seemed to be another case of the government’s right 
hand not knowing what the left hand was doing. Coming 
as it did at about the same time as federal legislation for 
the construction and staffing of community mental health 
centers, it is difficult in retrospect to comprehend why 
Medicare incorporated its mental health limitations. The 
explanation probably rests in the legislative history of the 
two laws, each having originated in a different committee 
(Ways and Means versus Interstate Commerce). 

Despite the limitations, however, Medicare has pro- 
vided substantial support for some mental health serv- 
ices. Under Part A of Medicare (hospital insurance), cov- 
erage for confinement in a certified general hospital is the 
same for a psychiatric diagnosis as for any other. This is 
also true with respect to care in an extended care facility 
or the use of home health visits, except that the latter 
may not be provided by agencies that are primarily men- 
tal health service providers. Benefits are available for in- 
patient treatment in a psychiatric hospital, but these are 
limited to 190 days in a lifetime; this limit cannot be ex- 
tended by the 60-day lifetime reserve available for other 
types of hospitals. i 

Under Part B, supplementary medical insurance, per- 
sons with a psychiatric diagnosis are treated the same as 
others only while they are inpatients in a hospital. In any 
other setting, coverage for physicians’ service is limited 
to the lesser of 50 percent of the charges or $250 in any 
one calendar year. Psychiatric services provided by non- 
physician personnel under the supervision of a physician 
in an organized health care setting are not subject to the 
special psychiatric limitations. One hundred additional 
home health visits, not subject to a requirement for prior 
hospitalization, are also available under Part B, and they 
may be provided by agencies specializing in the treatment 
of mental illness. It should be noted that community 
mental health centers are not certified as separate service 
providers under Medicare. 

The only major report on mental health experience un- 
der Medicare was published in 1971 (7); unfortunately 
this covered only the first few months of the program. 
More recent data, provided by the Social Security Ad- 
ministration, were reported in the final report of the 
American Hospital Association (AHA) Advisory Panel 
on Financing Mental Health Care (8, chapter V). Ac- 
cording to the latter figures, approved claims per 1,000 
enrollees, total hospital charges, and the amount reim- 
bursed in psychiatric hospitals were all less than | percent 
of the corresponding figures for all hospitals. Under the 
heading “Covered Days of Care Per Claim," the figure 
was 1.7 percent. Data on outpatient psychiatric services 
under Medicare were available only for calendar year 
1967; in that year they accounted for about 0.3 percent of 
all supplementary medical insurance outlays. 
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As noted in the AHA study, all available evidence to 
date suggests that expenditures for mental health care 
under Medicare have been only a modest portion of the 
health care supported by the program, but it also seems 
clear that the program has significantly expanded the role 
of the general hospital as a resource for psychiatric care 
for the elderly (8, p.77). 

The Medical Assistance Program (Medicaid), which 
was enacted at the same time as Medicare, provided 
more generous treatment of mental illness. Because Med- 
icaid prohibits states from refusing benefits on the basis 
of diagnosis (if they want federal funds), eligible persons 
with a psychiatric diagnosis may receive the same serv- 
ices as all other types of patients under provisions of the 
various state plans. The one important exception to this 
is that no federal funds are available for the care of per- 
sons under 65 in either a psychiatric hospital or a psychi- 
atric skilled nursing home. These benefits may be made 
available as an optional benefit for those over 65 if there 
is compliance with special “maintenance of effort" re- 
quirements designed to prevent states from "dumping" 
their historical financial commitment to mental health. 
Public Law 92-603 added the option of providing mental 
health benefits for individuals under age 21. (The follow- 
ing material relating to the Medicaid program is summa- 
rized from the AHA report [8, pp. 83-90].) 

Psychiatric care provided through community mental 
health centers (CM HCs5) is covered if, for inpatient serv- 
ices, the center is tied to a general hospital or (under the 
optional mental health provisions described above) it is 
either affiliated with a psychiatric hospital or has facili- 
ties of its own that are appropriately certified. Ambula- 
tory care in a CMHC may be covered under any of three 
conditions: 1) the center is affiliated with a hospital out- 
patient department; 2) the state Medicaid plan includes 
clinic services as an optional benefit; or 3) the state plan 
specifically identifies centers as providers. 

Since diagnosis is not a determining factor for most 
coverage under Medicaid, data on use and expenditures 
for mental health services are lacking, except as related 
to care of persons 65 and over in mental hospitals under 
the optional mental health provisions. However, it is 
clear that substantial support for mental health is being 
provided. For the years 1967-1970, expenditures for 
mental hospital care ranged from 23 percent (1967) to 17 
percent (1970) of all Medicaid expenditures for hospital 
care. Since a number of states do not include these op- 
tional mental health benefits, the size of the expenditures 
is especially significant. In part, the special provisions 
were intended to stimulate the states to increase their 
support of the development of comprehensive mental 
health services, but they have had limited impact in this 
respect. 


MENTAL HEALTH BENEFITS IN NHI PROPOSALS 
With one exception (the Fulton-Broyhill bill—the 


AMA “Medicredit” plan), the major national health in- 
surance proposals submitted during the 92nd Congress 


contained limitations on the benefits for mental health 
services that did not apply to other illnesses. Under the 
Administration’s original proposal, consisting of the 
Family Health Insurance Plan (FHIP) and the National 
Health Insurance Standards Act (NHISA), there was a 
clear intent to exclude coverage for psychiatric services, 
at least initially, although then Secretary of Health, Edu- 
cation, and Welfare Elliot Richardson indicated there 
were plans to include mental health benefits in future 
years. There were indications at the time that the main 
reason for the initial limitations was the desire to limit 
program costs—to the federal government, in the case 
of FHIP, and to employers and employees, in the case of 
NHISA. 

Both programs would have covered services associated 
with psychiatric diagnoses provided by doctors who were 
not psychiatrists. They also would have covered hospital 
services in the psychiatric or medical wards of general 
hospitals on the same basis as other illnesses. 

Even the Health Security bill (Kennedy-Griffiths), the 
most inclusive of all the major proposals, had special re- 
strictions on mental health services. This bill proposed 
that there be no restrictions on ‘‘needed services” except 
for limits on nursing home care, dental care, drugs, and 
care for psychiatric problems. The named restrictions 
were attributed largely to “inadequacies in existing 
health resources." Specifically, the Kennedy bill would 
have limited psychiatric hospitalization to 45 consecutive 
days in a benefit period. It also had a limit of 20 psychiat- 
ric consultations during a benefit period, although the 
limit would not have applied when services were provided 
by a comprehensive health care organization or CMHC. 

Another major proposal was the Healthcare plan, sub- 
mitted on behalf of the insurance industry. It would have 
provided both inpatient and outpatient psychiatric bene- 
fits, but they would have been conditioned by different de- 
ductible and coinsurance provisions (especially for out- 
patients) than those applicable to other illnesses. In light 
of the historical pattern of commercial insurance cov- 
erage for psychiatric services, this was no surprise. How- 
ever, the Healthcare plan did provide a fairly specific 
timetable for expansion of benefits over time. 

The American Hospital Association's Ameriplan (UII- 
man bill) would have provided from the outset for cov- 
erage of alcoholism, drug abuse, and acute mental illness. 
While providing for eventual integration of long-term 
mental health care, this was excluded at the outset. 

None of the other bills received much attention; they 
all contained some discrimination against mental health 
Services. 

It is impossible at this time (April 1974) to make any 
firm prediction as to how mental health services will be 
handled in any NHI legislation that might emerge from 
the 93rd Congress. It is clear, however, that several of the 
17 NHI proposals currently in the legislative “hopper” 
seem to include somewhat more generous coverage for 
mental illness than was found in their predecessor bills. 
Apparently some effective lobbying has been done on be- 
half of mental health, although important restrictions 
still exist. 
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The 1974 Administration proposal is a good example 
of this liberalized approach. It provides for up to 30 days 
of inpatient hospitalization for mental iliness in a year. 
Partial hospitalization is specifically covered, with a two- 
for-one substitution for inpatient care. 

This proposal introduced an interesting new concept 
for coverage of outpatient mental health services. Recog- 
nizing that this has been a troublesome area, but also re- 
alizing that blanket exclusions against particular kinds of 
services are inappropriate and highly controversial, the 
bill proposes that the total amount of benefits available 
for outpatient mental health services be calculated by es- 
timating the total charges for 30 visits to a private prac- 
titioner (e.g., 30 visits at $30 would equal a $900 limit). 
This calculation sets the maximum for care in an ap- 
proved comprehensive community care center. For care 
rendered by private practitioners or in other settings, the 
benefits could not exceed one-half the maximum (in this 
example, $450). This approach clearly incorporates a 
not-so-subtle lever to encourage treatment in organized 
care settings, with their alleged cost and quality controls. 

While stopping short of “equal” treatment for mental 
health, this approach is a vast improvement over the pro- 
visions of the 1971 Administration bill. 

Significantly, when the compromise Kennedy-Mills 
bill was submitted on April 2, 1974, it incorporated the 
Administration's proposals on mental health services in 
most respects. The Kennedy-Mills bill is, however, some- 
what more generous in that care for psychiatric illness in 
a general hospital is not subject to the 30-day limit, and 
the 60 days of partial hospitalization are in addition to 
(not a substitute for) the 30 days of hospitalization in a 
psychiatric hospital. 

The impetus from the joining of Senator Kennedy 
with Representative Mills, who had been a cosponsor of 
the Administration's proposal, may at long last result in 
enactment of an NHI law this year. If so, the mental 
health coverage described above will almost certainly be 
included. 


ISSUES REQUIRING RESEARCH AND RESOLUTION 


l. Many people in the mental health field have diffi- 
culty resolving how to deal appropriately with the mix of 
health and social services inherent in the treatment of 
mental illness. There seems to be an almost constant con- 
flict between wanting to have mental health services 
treated like other medical services and wanting to be 
treated differently, through some kind of categorical pro- 
gram. The attraction of "different" treatment has been 
strong during the last decade, when funding of a variety 
of mental health programs has been particularly favored. 
Yet there is always the latent fear of being left out when 
(as was true, for example, under Medicare and Medicaid) 
a government-sponsored program openly discriminates 
against mental health services. 

A strong case can be made that effective treatment of 
mental illness frequently calls for a combination of medi- 
cal and social (or other personal) services; this is not typi- 
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cal of most physical illnesses. In many cases the social 
service component is the more important of the two. But 
there is a long-established tradition in this country for fi- 
nancing medical services through insurance-type third- 
party arrangements, while the same is not true with re- 
spect to social services. 

This is not to say that coverage of related social serv- 
ices under a broad insurance-type umbrella is an in- 
appropriate long-term objective. Rather, I suggest that in 
the short run the most appropriate strategy appears to be 
to achieve the broadest possible coverage of medically 
oriented mental health services under an NHI program 
that eliminates—or at least minimizes—discriminatory 
benefits based on diagnosis. At the same time, efforts to 
develop a more encompassing and accessible package of 
related social services—whether covered by a separate 
social service insurance program, a community services 
corporation, or some other as yet unheard of approach— 
should proceed. There is ample evidence to support the 
need for such services, but they are unlikely to develop as 
rapidly as NHI. 

In the meantime, it is important for mental health pro- 
fessionals to resolve their differences over the relative 
merits of having mental illness treated like all other med- 
ical services or in some completely different manner. Un- 
less a united front develops on this point, policy makers 
not familiar with the immediate problems of the field will 
be able to “justify” almost any kind of restriction. 

2. While there are many reasons to justify compre- 
hensive coverage of mental health services under any 
national health insurance program, there are also many 
forces arrayed against this development. Thus there is a 
strong possibility—especially in the short run—that it 
will be necessary to settle for less than "the whole pie.” If 
this is true, it is essential that the profession work dili- 
gently to get the maximum possible coverage as well as 
the most important coverage with respect to patients' 
needs. This may require a two-pronged approach, encom- 
passing both insurance benefits for medical services and 
other categorical programs to support needed social serv- 
ices. 

In an environment that already contains considerable 
ignorance, suspicion, and distrust of mental health serv- 
ices, it may be important to give first priority to those 
services that can most readily demonstrate desirable re- 
sults. However, data deficiencies may make this difficult. 
Research is clearly needed in this area. 

3. It is imperative that more reliable data be accumu- 
lated. We must have better records of type and duration 
of treatment, preferably by diagnosis, as well as more 
fully documented evidence on costs and results, including 
rates of readmission to treatment. Some recent efforts 
have been made in this regard (9). Also, there is some evi- 
dence that the institution of a mental health benefit may 
result in a lower use of other health services (10, 11). De- 
velopment of this information may tend to offset any 
alarm occasioned by a sudden increase in the use of men- 
ta] health services under an NHI program. 

Shifting patterns of treatment also bear scrutiny. 
There has been a significant trend during recent years for 
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inpatient psychiatric treatment to shift from state or pri- 
vate specialty hospitals to psychiatric wards of general 
hospitals. Coming during a period when many general 
hospitals have experienced a decline in occupancy—espe- 
cially through a drop in services such as obstetrics and 
gynecology—this may not be a bad development; suf- 
ficient capacity may well exist for further shifts without 
necessitating any capital expansion to handle the in- 
creased demand. 

Data must be collected on the efficacy of treatments re- 
ceived via CMHCs and other outpatient facilities. Where 
are the thousands who have been released from state hos- 
pitals in recent years? Have they been picked up by 
CMHCs? By general hospitals? Private psychiatrists? Or 
have they simply become welfare drones? Worse yet, how 
many have simply been turned loose in a world they are 
unable to cope with, where the “system” fails to keep 
track of their progress? And what impact have the ‘‘vic- 
tims” of state hospital depopulation had on other social 
sectors, e.g., the criminal justice system? What scandals 
are brewing in the cheap tenements of our cities where 
many of these people have fled after their release? An- 
swers to these and many other questions must be docu- 
mented, and soon. 

4. Pending initial enactment of an NHI package, men- 
tal health professionals have a massive educational job 
confronting them. Because of the extent to which myth 
and prejudice still affect people’s attitudes toward mental 
health services, there does not seem to be any widespread 
groundswell of support for inclusion of mental health 
benefits in an NHI package, any more than there has 
been a comparable demand for mental health benefits 
through private insurance. 

Despite these environmental forces, evidence exists to 
indicate that mental illness represents a national problem 
of significant proportions. Technological developments 
of the last two decades suggest that the mental health 
services now available are far more efficacious than in the 
past. All this suggests that a convincing case can be made 
for the need to cover mental health services. But the bur- 
den is on those in the mental health professions to make 
the case. 

The only effective demand for any new benefit comes 
in the form of **dollar votes” or political votes. Unions 
that negotiate for a new mental health benefit, for ex- 
ample, obviously recognize that they can receive this new 
benefit only as an alternative to either more take-home 
pay or more of some other benefit. In the political arena, 
the trade off is against the alternatives of other govern- 
mental services or lower taxes. In both cases, the "buyer" 
must be convinced of the benefits before he is likely to 
"cast his votes." Through direct approaches to the 
movers and shakers in the business and political worlds, 
it should be possible to generate support for inclusion of 
mental health coverage in both public and private in- 
surance programs. Data are needed to document both the 
need for and efficacy of available treatments as well as 
the economic feasibility of including them. In the busi- 
ness world, contact with union and management em- 
ployee-benefit negotiators should prove fruitful, once 


these data are available. In the political arena, effective 
use of community boards of CMHCs as well as direct 
approaches to local, state, and national elected repre- 
sentatives should be tried. While more and better data 
could be extremely helpful, and considerable research is 
indicated in order to develop such data, mental health 
spokesmen are not totally devoid of factual support even 
at the present time. 

The spokesmen should emphasize the documented 
magnitude of mental health problems while also cata- 
loguing the potential benefits to be derived from proper 
treatment, including reduced inpatient costs and in- 
creases in output resulting from reduced medical ab- 
senteeism and better employee attitude, etc. It may be 
wise, initially, to focus on specific mental health problems 
that are already recognized as being particularly costly to 
industry, e.g., alcoholism. 

It will also be important to convince the public that 
good results can reasonably be expected from the benefits 
advocated and that costs will not be prohibitive, since 
questions and doubts exist at present on both these mat- 
ters. 

5. The issue of integration with the mainstream of 
medicine must be resolved. There are those in the mental 
health field who, perhaps with good reason, fear being 
"swallowed up" by mainstream medicine or, worse yet, 
being relegated to a subordinate position that could un- 
dermine or destroy all the gains of the last decade. 

Yet it seems that the mental health field not only has 
much to gain but also potentially much to offer in such a 
"marriage." The health maintenance organization 
(HMO) is a relatively recent development for ‘“main- 
stream medicine." The mental health field already has a 
working model with some similar aspects in its CMHCs. 
A major contribution in know-how could thus be made 
by the mental health field to the rest of medicine, which in 
general is floundering along in HMO development at the 
present time. If further evidence can be accumulated with 
respect to the reduced use of medical services following 
the introduction of mental health services, whole new ap- 
proaches to preventive medicine could conceivably 
emerge. Mental health professionals could also benefit 
significantly from such a marriage, since effective out- 
reach may be enhanced when the patient is able to report 
to a general medical facility for appointments rather than 
to a purely mental health facility. The novel thought even 
arises that, because of the widely recognized psycho- 
somatic basis of much illness, the mental health profes- 
sional may some day be considered the most appropriate 
first contact for many patients. This might be possible in 
an HMO or other comprehensive care setting. 

6. The benefit should ideally be structured so as not to 
discriminate on the basis of diagnosis, although this may 
not be completely feasible in the short run. For the fore- 
seeable future any benefit structure will probably be lim- 
ited to medical services, and coverage for even the most 
important of the related social services will be excluded. 
Some medical services may also require special restric- 
tions, although ideally this should be minimized. 

7. It is hard to imagine any NHI program that would 
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not incorporate a number of specific controls on covered 
services, and it may be that special controls will exist for 
mental health services. As noted above, mental health 
professionals in general have failed to provide the degree 
of cooperation and unanimity that many other health 
professionals have developed with reference to diagnosis, 
accepted standards for type and duration of treatment, 
and the like. Nor have they been able to document suc- 
cessful outcomes very effectively. Further, there has been 
little utilization review in the field, and some forms of 
treatment have long been focal points of suspicion and 
distrust. 

Virtually all insurance controls fall under one of three 
categories. They either limit, in some fashion, in- 
appropriate use of services; limit, usually by imposing a 
ceiling on benefits, even appropriate use of services; or 
control certain types of services by eliminating or limit- 
ing access/coverage. In all three approaches, the basic 
objective is normally to control costs. 

Any NHI program will incorporate a wide range of 
controls. In the mental health field, these controls will 
probably take the form of limitations on the number of 
visits, the dollar amount of benefits, the coverage of serv- 
ices provided by certain professionals (e.g., clinical psy- 
chologists), and/or specific modalities of care. Mental 
health services will also be forced to submit to all of the 
controls that will be imposed on other medical services. 

The enactment of legislation relating to the devel- 
opment of Professional Standards Review Organizations 
(PSROs) typifies this type of control. In the short run, it 
is imperative that mental health professionals, in order 
not to be again "left out of the mainstream," move 
promptly and decisively to participate through local med- 
ical societies in the development of PSROs. Unless this is 
accomplished, yet another barrier may be erected to 
thwart the equal treatment of mental health services un- 
der any subsequently enacted NHI proposal. 

The long-run best interests of mental health in this 
country can only be served by full participation of 
mental health services in any NHI program. Yet it may 
be necessary, in the short run, to accept some com- 
promises and limitations, even if each additional “gener- 
ation" of legislative discrimination makes less likely and 
more distant the full coverage of mental health services 
that is needed. 


REFERENCES 


1. Avnet HH: Psychiatric Insurance. New York, Group Health In- 
surance, 1962 

2. Reed LS, Myers ES, Scheidemandel PL: Health Insurance and 
Psychiatric Care: Utilization and Cost. Washington, DC, Ameri- 
can Psychiatric Association, 1972 

3. Area passes New York in use of psychiatrists. Washington Post, 
May 8, 1973, p A 24 

4. American Psychiatric Association: Equal Coverage for the Men- 
tally Ill. Washington, DC, APA, 1972 

5. Reed LS: Utilization of care for mental disorders under the Blue 
Cross and Blue Shield plan for federal employees. Am J Psychia- 
try 131:964-975, 1974 

6. Ad Hoc Committee on Professional Standards Review Organiza- 
tions: Model Criteria Sets. Washington, DC, American Psychiatric 


Am J Psychiatry 131:10, October 1974 1087 


1088 


FINANCING MENTAL HEALTH SERVICES 


Association, 1974 

. US Department of Health, Education, and Welfare, Social 
Security Administration, Office of Research and Statistics: Fi- 
nancing Mental Health Care Under Medicare and Medicaid. 
Washington, DC, US Government Printing Office, 1971 

. American Hospital Association, Advisory Panel on Financing 
Mental Health Care: Financing Mental Health Care in the United 
States: A Study and Assessment of Issues and Arrangements, US 
Department of Health, Education, and Welfare Publication No 73- 


Prompt Publication Policy 


9117. Washington, DC, US Government Printing Office, 1973 


. Malan DH: The outcome problem in psychotherapy research: a his- 


torical review. Arch Gen Psychiatry 29:719-729, 1973 


. Follette W, Cummings NA: Psychiatric services and medical utili- 


zation in a prepaid health plan setting. Med Care 5:25-35, 1967 


. Goldberg ID, Krantz G, Locke BZ: Effect of a short-term out- 


patient psychiatric therapy benefit on the utilization of medical 
services in a prepaid group practice medical program. Med Care 
8:419-428, 1970 


The Journal would like to remind those authors who are particularly interested in early publica- 
tion (whether to establish priority of an idea, reveal innovative results of new research, or for 
other pressing reasons) of its prompt publication policy, first announced in the April 1971 issue 


(p. 1399) as follows: 


“The Journal would consider publishing very short (two- to four-page) manuscripts in the first 
available issue. Of course, these manuscripts will still have to undergo expert scrutiny before 
being accepted, and two months must be allowed for the printing process, but we think we can 
considerably shorten the time required for the publication of these very short articles, which will 


be included in the Brief Communications section." 


Authors who would like to have their manuscripts considered under this policy should indicate 
this desire, as well as the reasons for it, when they submit their manuscripts. 


Am J Psychiatry 131:10, October 1974 


Anxiety or Caffeinism: A Diagnostic Dilemma 


BY JOHN F. GREDEN, M.D. 








The author reports that high intake of caffeine ("caffein- 
ism”) can produce symptoms that are indistinguishable 
from those of anxiety neurosis, such as nervousness, irri- 
tability, tremulousness, occasional muscle twitchings, in- 
somnia, sensory disturbances, tachypnea, palpitations, 
flushing, arrhythmias, diuresis, and gastrointestinal dis- 
turbances. The caffeine withdrawal syndrome and the 
headache associated with it may also mimic anxiety. 
Patients with caffeinism will generally be identified only 
by routine inquiry into their caffeine intake. The psychia- 
trist should especially suspect caffeinism in patients who 
do not respond to psychopharmacological agents or who 
have psychophysiological complaints and recurrent head- 
aches, chronic coffee-drinking patients on inpatient psy- 
chiatric services, and “hyperkinetic” children. Three case 
reports illustrate the syndrome. 


IN THEIR LIST of diagnostic criteria for adult psychiatric 
illness, Feighner and associates (1) stipulated that before 
the diagnosis of anxiety neurosis can be assigned, the ab- 
sence of any medical illness that could account for symp- 
toms of anxiety must first be determined. Unfortunately, 
anxiety looks and feels the same, regardless of etiology. 
The task of diagnosing it accurately can be a difficult 
one (2-4). 

Relevant to this endeavor is the overlooked fact that 
high doses of caffeine—or *'caffeinism"—can produce 
pharmacological actions that cause symptoms essentially 
indistinguishable from those of anxiety neurosis (5). The 
consumption of coffee and tea is ubiquitous in the United 
States. At least one billion kilograms of coffee are con- 
sumed annually (6, p. 354), yet a review of the pertinent 
literature failed to reveal any significant mention of caf- 
feinism. Furthermore, a random review of 100 recent out- 
patient psychiatric records at my medical center failed to 
reveal a single listing of coffee- or tea-drinking patterns, 
despite the fact that 42 of these records referred to anx- 
iety symptoms. Commonly employed mental status 
forms—both free-form and operationally defined—make 
no provisions for noting caffeine consumption, although 
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inquiries about drugs that are less frequently used are 
characteristic. 

This paper reviews the pharmacological and medical 
literature on the effects of caffeinism and presents three 
clinical case reports to emphasize that occasional cogni- 
zance must be given to the use of coffee, tea, and other 
sources of caffeine in research, clinical evaluation, and 
routine treatment of anxious patients. 


PHARMACOLOGY 


Caffeine, theophylline, and theobromine pharmacolog- 
ically impact most physiological systems (6, 7). With re- 
gard to the central nervous system (CNS), caffeine is a 
powerful stimulant. Indeed, the popularity of caffeinated 
beverages is undoubtedly due to such stimulation. It is 
claimed that coffee and tea promote rapid, clear think- 
ing, improved intellectual effort, enhanced mental 
acuity, and decreased drowsiness, fatigue, and reaction 
time—all valued commodities in an achievement- 
oriented society. Caffeine affects all parts of the cortex, 
accounting for most of these stimulating actions. Respi- 
ratory, vasomotor, and vagal centers of the medulla 
are also affected by caffeine, as are all parts of the spinal 
cord at high doses (6-8). 

Caffeine's action on the cardiovascular system can be 
detected in systemic, coronary, and cerebral circulation 
patterns. The coronary arteries and the pulmonary and 
general systemic vessels become dilated following caf- 
feine ingestion. Heart rate and force of contraction also 
increase. Many of these peripheral effects cannot be ob- 
served directly, however, because they tend to be masked 
by central stimulating effects upon the medulla. Thus, at 
moderate doses an individual may notice no change 
in heart rate, no tachycardia, or even a slight bradycar- 
dia (6, 7). 

Within the gastrointestinal system, caffeine signifi- 
cantly affects gastric secretion, resulting in prolonged 
augmentation of both volume and acidity. The renal sys- 
tem is also affected, producing the commonly experi- 
enced “‘coffee diuresis." Finally, caffeine relaxes smooth 
muscles-(especially of the bronchi), strengthens the con- 
traction of skeletal muscles, and increases basal meta- 
bolic rate an average of 10 percent among regular coffee 
drinkers (6, 7). 

Dosage is a relevant consideration in the study of caf- 
feine pharmacology. Fifty to 200 mg. of caffeine is typi- 
cally required to produce expected pharmacological ac- 
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TABLE I . 
Some Common Sources of Caffeine (6, 7, 9, 10) 


Approximate Amounts of 


Source Caffeine Per Unit 








Beverages 
Brewed coffee 100-150 mg. per cup 
Instant coffee 86-99 mg. per cup 
Tea 60-75 mg. per cup 
Decaffeinated coffee 2-4 mg. per cup 
Cola drinks 40-60 mg. per glass 
Prescription medications 


APCS (aspirin, phenacetin, caffeine) 32 mg. per tablet 


Cafergot 100 mg. per tablet 
Darvon compound 32 mg. per tablet 
Fiorinal 40 mg. per tablet 
Migral 50 mg. per tablet 


Over-the-counter analgesics 
Anacin, aspirin compound, Bromo 


Seltzer 32 mg. per tablet 
Cope, Easy-Mens, Empirin compound, 

Midol 32 mg. per tablet 
Vanquish 32 mg. per tablet 
Excedrin 60 mg. per tablet 
Pre-Mens 66 mg. per tablet 


30 mg. per tablet 
100 mg. per tablet 


Many over-the-counter cold preparations 
Many over-the-counter stimulants 





tions. Drill's Pharmacology (7) refers to doses of over 
250 mg. as being “large.” Of clinical significance, this 
dosage is frequently exceeded in everyday life. As in- 
dicated in table 1, caffeine is widely available in a multi- 
plicity of beverages and medications. When cumulatively 
considered, an individual can ingest doses much higher 
than 250 mg.—often without being aware of it. For ex- 
ample, three cups of coffee, two over-the-counter head- 
ache tablets, and one cola drink consumed in one morn- 
ing approximate 500 mg. of caffeine intake. Among 
heavy coffee or tea drinkers, dosages frequently exceed 
this by gross amounts. 


ANXIETY MANIFESTATIONS OF CAFFEINISM 


Symptoms of caffeinism are best understood as dose- 
related extensions of caffeine's expected pharmacological 
actions. Listing these symptoms emphasizes that the syn- 
drome of caffeinism reads like a classic description of an 
anxiety attack. For example, within the CNS, toxic 
symptoms referable to stimulation include "nervous- 
ness,” irritability, agitation, headache, tachypnea, tremu- 
lousness, reflex hyperexcitability, and occasional muscle 
twitchings (6, 11). (The mass media have aptly described 
this constellation as "'coffee nerves" and advocate 
“morning rationing” as an appropriate treatment for af- 
flicted subjects.) Toxic sensory disturbances may include 
hyperesthesia, ringing in the ears, and visual flashes of 
light (6, 11). Insomnia is also a frequent consequence of 
the CNS stimulation secondary to caffeinism (12). Both 
delayed sleep onset and frequent breaks in sleep occur, 
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especially among people not accustomed to caffeine at 
bedtime. This latter finding may correlate with the debat- 
able development of tolerance among heavy coffee drink- 
ers (13). Caffeine also seems to counteract the sedative/ 
hypnotic effect of medications. When caffeine was taken 
together with pentobarbital at bedtime in one study, the 
effect was approximately the same as that of a pla- 
cebo (14). 

In addition to toxic manifestations of caffeine stimu- 
lation, similar clinical complaints can result from a char- 
acteristic caffeine withdrawal syndrome. In a survey 
among housewives by Goldstein and Kaizer (15), heavy 
coffee drinkers described a typical set of dysphoric symp- 
toms if they omitted their morning coffee. Symptoms in- 
cluded irritability, inability to work effectively, nervous- 
ness, lethargy, and restlessness. Of special interest, 
headache was also a frequent complaint among those 
withdrawing from caffeine. There is little doubt that caf- 
feine withdrawal headache is a real phenomenon since it 
has been produced experimentally. In 1943 Dreisbach 
and Pfeiffer (16) described this caffeine withdrawal head- 
ache as being “remarkably constant, beginning with leth- 
argy on the morning of the first day followed by a feeling 
of cerebral fullness about noon and an actual headache 
beginning in the afternoon.” Although initially localized, 
headaches usually became generalized and throbbing and 
were sometimes associated with nausea, rhinorrhea, de- 
pression, drowsiness, yawning, and a disinclination to 
work. Not surprisingly, caffeine withdrawal headaches 
respond to caffeine but tend to recur the next 
day (16, 17). 

Toxic manifestations are not restricted soley to the 
CNS, of course. Varying with the dosage, the degree of 
individual tolerance, and the existing autonomic condi- 
tions within the cardiovascular system, caffeine can 
cause palpitations, extrasystoles, tachycardia, arrhyth- 
mias, flushing, and, in extremely large doses, even 
marked hypotension and circulatory failure (18, 19). 
Within the gastrointestinal system, caffeine has the po- 
tential to produce nausea, vomiting, diarrhea, epigastric 
pain, and occasionally, peptic ulcer and hematemesis. 
These actions may result from pharmacological en- 
hancement of gastric secretions or simply from the effect 
of irritating oils included in the beverage (7). Miscel- 
laneous toxic manifestations of caffeine include reported 
cases of dehydration, fever, and edema (5, 20). 

Obviously, if a combination of these symptoms caused 
by caffeinism was reported by a patient, the constellation 
could easily cause clinical confusion. Three case reports 
illustrate this point. 


CASE REPORTS 


Case 1. A 27-year-old nurse who was married to an Army 
physician applied for evaluation at a military outpatient medi- 
cal clinic because of lightheadedness, tremulousness, breath- 
lessness, headache, and “irregular heartbeat” occurring sporad- 
ically approximately two or three times a day. The symptoms 
had developed gradually over a three-week period. She denied 


precipitating stresses. When the evaluating physician com- 
mented on her apparent anxiety, she admitted being apprehen- 
sive but correlated it with the presence of palpitations, chest 
discomfort, and irregular heartbeat. Physical examination, a 
multitude of laboratory studies (sodium, potassium, bicarbo- 
nate, chloride, calcium, phosphorous, uric acid, alkaline 
phosphatase, lactate dehydrogenase blood urea nitrogen, T-3 
and T-4 thyroid, and glucose tolerance tests) were all within 
normal limits. An electrocardiogram (EKG) revealed charac- 
teristic premature ventricular contractions (PVCs). 

During her final session with the evaluating internist, she was 
given quinidine sulfate and instructed on its use should her 
PVCs fail to disappear. She was also referred to the psychiatric 
outpatient clinic with an intriguing diagnosis: “anxiety reaction 
(probably secondary to the fear that her husband would be 
transferred to Viet Nam)." However, the patient refused to ac- 
cept this determination despite continuation of her symptoms. 
She diligently searched for a dietary cause ("Perhaps it is hy- 
poglycemia"). After approximately 10 days, she convincingly 
correlated her symptoms to coffee consumption. In retrospect, 
she was able to trace symptom onset to the purchase of a fresh- 
drip coffeepot. Because this coffee was “so much better," she 
had begun consuming an average of 10 to 12 cups of strong, 
black coffee a day—more than 1,000 mg. of caffeine. 

She withdrew completely from her coffee regimen and within 
36 hours virtually all symptoms disappeared, including her car- 
diovascular arrhythmias. She complained of fatigue for one 
week but then began noting that she was “truly awake in the 
morning for the first time in years." She was later “challenged” 
twice with caffeine after periods of abstinence. Subjective anx- 
iety symptoms and PVCs documented by EKG recurred. Proud 
of her diagnostic skills, she vowed to refrain from excessive use 
of coffee or tea in the future. A two-year follow-up revealed that 
symptoms have never recurred. 


Case 2. An ambitious 37-year-old Army lieutenant colonel 
was referred from a military medical clinic to a psychiatric out- 
patient facility because of a two-year history of “chronic anx- 
iety." The symptoms, which occurred almost daily, included 
dizziness, tremulousness, apprehension about job performance, 
"butterflies in the stomach," restlessness, frequent episodes of 
“diarrhea” (two or three loose stools per day), and persistent 
difficulty in both falling and remaining asleep. Scores on the 
Hamilton Anxiety Scale(21) were significantly elevated. He 
was unable to delineate any precipitating factors, but he did 
note that one year previously the symptoms were accentuated 
by the arrival of a new boss who expected a 12 to 14-hour work- 
day from his subordinates. 

Three complete medical workups had been negative. Ten mg. 
of chlordiazepoxide taken daily for 10 months and, later, 5 mg. 
of diazepam taken daily for 4 months had produced no relief. 
He disliked both medications because they “impaired his occu- 
pational precision" (primarily a desk position doing staff work). 
In reply to questioning from the psychiatrist, he described con- 
suming at least 8 to 14 cups of coffee a day ("My coffeepot is a 
permanent fixture on my desk"). He also frequently drank hot 
cocoa before bedtime to relax (an average cup of cocoa contains 
approximately 250 mg. of theobromine, another xanthine de- 
rivative). Furthermore, his soft drink preference was exclusively 
colas (3 to 4 a day). Total caffeine intake thus approximated 
1,200 mg. a day. 

He responded with incredulous cynicism when informed that 
caffeine toxicity might be causing his symptoms. Consequently, 
he was initially unwilling (or unable) to limit his intake of cof- 
fee, cocoa, and colas. When symptoms persisted, however, he 
voluntarily reduced his daily intake of caffeine, and four weeks 
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after his initial visit he reported distinct improvement of his 
long-standing tremulousness, loose stools, and insomnia. His 
job apprehension continued unabated, but he cynically noted 
that he “was still working for the same S.O.B." To reinforce a 
cause-and-effect relationship, he too was "challenged" with 
large doses of caffeine for several days in succession. He experi- 
enced a prompt recurrence of symptoms until the pattern of 
consuming large doses of caffeine again ceased. Scores on the 
Hamilton Anxiety Scale obtained three months later were sig- 
nificantly lower. 


Case 3. A 34-year-old Army personnel sergeant was referred 
for psychiatric evaluation and treatment of severe, recurrent 
tension headaches. Three thorough medical evaluations within 
two years, including a complete hypertensive workup, had been 
negative. The referring physician noted that the patient was 
"driving them [the staff] crazy with frequent clinic visits." The 
doctor was also overtly concerned about the patient's excessive 
use of analgesics for headache relief. 

Hamilton Anxiety Scale scores obtained after the patient's 
initial psychiatric assessment were significantly elevated. He 
proudly described his habit of being “the first one in the office in 
the morning and the last one to go at night." When questioned 
about caffeine use, he responded as if it were a reflection of his 
masculinity: “I can easily put away 10 to 15 cups a day. I drink 
more coffee than anyone in my office." He also reported that he 
often drank tea and cola. His headaches appeared at a variety 
of times, averaging three or four a week. These often occurred 
on weekends. They were generalized, constant, and throbbing 
and usually persisted for several hours or until relieved by anal- 
gesics. A significant diagnostic clue was the analgesics he 
named as effective, all of which contained caffeine: "I get some 
relief from APCs, Excedrin, Vanquish, Darvon compound, 
Fiorinal, or Cope, but regular aspirin or Darvon won’t touch 
it." He characteristically consumed 8 to 10 over-the-counter 
headache tablets a day. Including coffee, tea, colas, and medica- 
tions, his caffeine intake averaged approximately 1,500 mg. a 
day. The patient was provided with a list of offending in- 
gredients and instructed to avoid all xanthine derivatives. After 
several weeks, his headaches had almost totally disappeared 
and he no longer required the use of analgesics. He later re- 
sumed drinking coffee but rigidly limited his consumption. 
Two-year follow-up revealed almost complete alleviation of 
symptoms, including the return of anxiety scale ratings to nor- 
mal. 


COMMENT 


The anxiety constellation of caffeinism has long been 
recognized. For unknown reasons, however, it has been 
an object of medical concern only periodically. In Victo- 
rian England at the turn of the century, the typical coffee 
drinker was medically described as a person who was 
“tremulous, loses his self-command, is subject to fits of 
agitation and depression, and has a haggard appear- 
ance.... As with other agents, a renewed dose of the poi- 
son gives temporary relief, but at the cost of future mis- 
ery" (22). In America, coffee became popular during the 
eighteenth century despite agitation by certain medical 
circles against its use (23). Medical case reports of caf- 
feine toxicity (referred to as “the syndrome of coffee" by 
one investigator [24]) appeared intermittently during the 
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early part of the twentieth century. Anxiety, vertigo, 
headaches, nervous irritability, weak spells, and agitation 
were the symptoms mentioned most frequently (24, 25). 
One case report, however, described a psychotic reaction 
following ingestion of large quantities of caffeine (26). 

A realistic clinical perspective of caffeinism is difficult 
to formulate. Prevalence and incidence figures are simply 
not known. Average coffee and tea drinking patterns are 
not even known. Undoubtedly, the vast majority of caf- 
feine consumers ingest only small quantities on a daily 
basis. There is currently little evidence to suggest harm in 
these situations, and the hysteria that has intermittently 
reigned throughout history seems inappropriate. Never- 
theless, all medications, including caffeine, have a poten- 
tial for abuse, and many individuals clearly ingest symp- 
tom-producing doses daily, through use of tea, coffee, 
cola drinks, and medications. There are no certain diag- 
nostic clues to differentiate caffeinism from anxiety neu- 
rosis and the two conditions could—and undoubtedly 
do—exist simultaneously. Thus, afflicted subjects will be 
identified only by routine collection of historical data. 
Inquiry about caffeine intake during initial interviews 
with anxious patients would probably be worthwhile, and 
including spaces for use of coffee, tea, and over-the- 
counter medications. in operationalized mental status 
forms might identify cases as well as generate accurate 
prevalence data. 

There are several psychiatric settings in which a high 
index of suspicion for caffeinism should especially pre- 
vail. First, among the patients who do not seem to re- 
spond to psychopharmacological agents or nighttime 
hypnotics, many might be simultaneously consuming 
large quantities of caffeine—perhaps to counteract 
drowsiness—and negating the medication's therapeutic 
effects. Theoretical support for this possibility is the find- 
ing that caffeine may induce an increased catecholamine 
release (27). Other "high-risk" patients include those 
complaining of psychophysiological symptoms (which 
caffeinism closely mimics), those hospitalized in coro- 
nary care units (where a caffeine-induced arrhythmia 
might be fatal[19]), those with recurrent headaches 
(where the vicious cycle of treating caffeine withdrawal 
headaches with analgesics containing caffeine cannot be 
altered until recognized), and children reported to be 
overly active or hyperkinetic (28). (Interestingly, caf- 
feine has now been reported to be therapeutic among 
accurately diagnosed hyperkinetic children [29].) 

Prevalence and incidence studies of caffeinism appear 
indicated. In addition, researchers should probably con- 
sider caffeine use as a contaminating variable when eval- 
uating psychopharmacological or hypnotic agents. From 
the clinical perspective, many individuals complaining of 
anxiety will continue to receive substantial benefit from 
psychopharmacological agents. For an undetermined 
number of others, subtracting one drug—caffeine—may 
be of greater benefit than adding another. 
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Confidentiality as a Requirement of the Therapist: Technical Necessities for 


Absolute Privilege in Psychotherapy 


BY JOSEPH DUBEY, M.D. 





Privilege for the psychotherapist is a technical necessity 
Jor certain forms of psychotherapy. Psychiatrists are not 
legally protected from being compelled, in certain situ- 
ations, to divulge information; therefore, their patients 
are in danger of either being embarrassed or of having 
their therapy subverted for secondary gain. There is an 
inherent conflict between the goals of the therapist and of 
the advocate and an incompatibility between the func- 
tions of treatment and evaluation. The author proposes 
that the communications and information of psychother- 
apy be excluded from public policy and that the therapist 
should not perform evaluative functions during litigation; 
if psychiatric information is necessary, it should be ob- 

. tained from an independent court-appointed psychiatrist. 


A NUMBER OF RECENT court decisions and legal actions, 
widely publicized among psychiatrists, have sharply 
pointed up an admittedly unlikely but potentially dis- 
astrous hazard in the practice of psychotherapy through- 
out most of the United States: the fragility of legal pro- 
tection for the therapist’s privileged communications. 

In New York the director of a methadone maintenance 
program received a jail sentence for refusing to provide 
photographs of his clinic’s clientele to police (1), and in 
Oregon a psychiatrist was involved in a similar legal 
battle over a juvenile patient’s records (2). Neither state 
has a specific psychiatrist-patient privilege statute, al- 
though Oregon extends privilege to nonmedical psychol- 
ogists, along with attorneys, clergymen, and stenogra- 
phers. Both contests were fought over the grounds for 
physician’s privilege, which often does not provide ade- 
quate protection for psychotherapists. 

In California, one of. several states in which psycho- 
therapist-patient privilege is recognized as a distinct cate- 
gory, the current law was of little help to two psychia- 
trists who attempted to maintain confidentiality in the 
face of their patients’ waiver of privilege in civil suits. In 
most statute law concerning the subject, a patient auto- 
matically waives privilege when he introduces a medical 
or psychiatric condition into a civil litigation. The first 
major decision in this area in recent years was handed 
down in California in 1969 (3). Following a long and ex- 
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pensive struggle during which the psychiatrist involved 
spent some days in jail, the court finally stated that psy- 
chiatric information could be obtained by other means 
than from examining a total course of psychotherapy, if 
the medical necessities of the patient-litigant were consid- 
ered (i.e., the confidence of the patient-therapist relation- 
ship). In 1972 when a similar situation arose (4, 5), the 
California trial court recognized the nature of the re- 
quirements of psychotherapy and followed the precedent 
of the first case, allowing for independent psychiatric 
evaluation. However, the appellate court disagreed, rul- 
ing that "a person undergoing psychiatric diagnostic 
evaluation might dissimulate to an independent exam- 
iner, and that: examination of the psychotherapeutic 
record would forestall such possibility" (4). The case was 
appealed to the Supreme Court (5) but was dropped 
when it was settled, so no final ruling on the issue has 
been made. 

I feel that dissimulation is not avoided by examination 
of the therapeutic record. The following discussion will 
show that certain dissimulations to the treating psychia- 
trist become virtually unavoidable in the absence of ther- 
apist privilege, to the ultimate detriment of therapy. 


PSYCHOTHERAPEUTIC VERSUS MEDICAL PRIVILEGE 


When the therapist is asked, "Doctor, is what I tell you 
confidential?" he must be able to answer, **What you tell 
me I will keep confidential, even if you decide that you 
don't want me to." Recently published federal guidelines, 
yet to be put in effect, recognize the essentially unique 
quality of the psychotherapeutic relationship and would 
allow privilege in this area, while wiping out traditional 
(nonpsychiatric) physician-patient privilege! (Proposed 
Federal Rules of Evidence, Rule 504) (7). There seems to 
be an assumption in privilege law that there is always a 
congruence between the needs of the individual and of his 
agent and that the patient-client will act in his own best 
interests in his decision to waive privilege. Although this 
is the case in the usual medical setting, it may not be in 
psychotherapy. Roughly, what may be in a person's best 
legal interests, i.e., maintenance of dramatic symptoms in 
order to present a sound case for disability or liability, 
may be directly contrary to his therapeutic interests, i.e., 
relinquishing of symptoms. 


"The House of Representatives has removed this special psycho- 
therapist-patient privilege in the Federal Code of Evidence through 
H.R. 5463 (6). 
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Several states treat psychotherapist privilege as non- 
medical. The Georgia statute, for instance, reads: “There 
are certain admissions and communications excluded 
from public policy. Among these are 1) Communication 
between husband and wife. 2) Between attorney and 
client. 3) Among grand jurors. 4) Secrets of state. 5) Psy- 
chiatrist and patient” [Ga Code s 38-418, 1960 Supp]. 
Several states (Arkansas, Georgia, Kentucky, New York, 
Tennessee, Washington) give this kind of unqualified 
privilege to nonmedical psychologists, but'in New York 
psychiatrists, as physicians, must invoke physician's 
privilege, which applies only to communications regard- 
ing specific medical treatment. It is then necessary to as- 
sert that all communications in therapy constitute 
medical treatment, so that "treatment" becomes an ex- 
pansive, all inclusive term, much subject to abuse. 


THE GAP PROPOSAL 


The Group for the Advancement of Psychiatry, in its 
attempts to draft a workable model statute, used the at- 
torney-client rather than physician-patient model of 
privilege (8). The subsequent draft of the Connecticut 
statute, based on the first GAP draft, introduced certain 
exceptions. For instance, the patient loses the right to 
privilege when the therapist determines the need for in- 
voluntary hospitalization, when he is being evaluated by a 
court psychiatrist, and in civil proceedings in which the 
patient introduces a mental condition in his claim or de- 
fense. Communications may not be privileged after the 
death of the patient, and finally, privilege is lost if the 
judge determines that it is more important to serve the in- 
terests of justice than those of the patient (8). 

Under current rulings the treating psychiatrist can usu- 
ally manage to avoid extratherapeutic embroilments. He 
can try to dissuade the patient from instituting psychiat- 
ric claims by telling him or his lawyers that the thera- 
pist's testimony could damage their case and that the 
therapist is liable to be subpoenaed by the opposition. 
Under threat of subpoena, the therapist can, off the 
record, tell a lawyer that he keeps no records, or he could 
go so far as to destroy them (9). He could still, of course, 
be called to the stand. 

In the views of some, the proper necessity for the exis- 
tence of medical privilege is concern with the possibility 
of harm for the patient, assuming that the fear of harmful 
disclosures might discourage a person from seeking 
help (10). In psychotherapy, however, in order to dis- 
courage secondary gain, confidentiality is necessary so 
that disclosures will have no power or influence of any 
kind, harmful or helpful, over the patient's extra- 
therapeutic life. 


CONFIDENTIALITY FOR WHOM? 


Along these lines, Hollender (9) noted the necessity to 
avoid helping the patient in what he terms "'client-cen- 
tered” psychotherapy. He wrote, “Privilege as a right of 
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the patient should exist to protect the individual patient; 
privilege as the right of the psychiatrist is needed to pro- 
tect the practice of psychotherapy.” He found that many 
of the diverse operations of psychotherapy do not require 
confidentiality at all and divided psychotherapy into two 
categories: patient-oriented and society-oriented. In the 
latter the psychiatrist is more or less the agent of people 
or agencies other than the patient. What is good for the 
patient is decided often by someone other than the 
patient. The therapist does not necessarily promise con- 
fidentiality in this setting but instead may deliberately use 
information from the interview to exert power in influ- 
encing the patient's social milieu. 
In patient-centered psychotherapy, there is a 


"contractual" agreement between the therapist and the pa- 
tient to engage in a two-person enterprise. This arrangement 
provides the essential condition for an unique emotional 
experience. As a result of what the patient is enabled to learn 
about himself under this special circumstance, he may be 
able to alter his behavior. The ultimate decision to 
change..., however, rests with him and not with the 
therapist. Since confidentiality is a sine qua non of patient- 
oriented therapy, its very existence depends on the protec- 
tion of privileged communication (9, p. 170). 


Both operations are called “therapy.” When should a 
court distinguish between the needs of varying modalities 
of therapy if psychiatrists themselves often do not? Hol- 
lender held that a major reason for the absence of 
safeguards is “the categorization of psychotherapy as a 
conventional medical procedure," because “many 
psychiatrists have gone out of their way to stress the sim- 
ilarities of psychiatry io conventional or traditional med- 
ical practice" (9, p. 172). There may be similarities, but 
the differences are of primary importance here. Finally 
he stated, “If the psychiatrist speaks in court in the 
patient's behalf, he becomes an ally against an outside 
adversary; if he speaks against his patient, he becomes an 
enemy. In either case, he abrogates his therapeutic role, 
and takes on another, and potentially incompatible, 
role" (9, p. 173). 

Patient-litigant exception is recognized as a hazard to 
psychotherapy by Slawson, who has observed, as did 
Hollender (11), that information derived from psycho- 
therapy is basically useless in court (and in other de- 
cision-making areas) because it is irrelevant, at best. 
"Even the diagnosis, an entity often reified by counsel, 
may be no more than the product of a feeble inductive 
attempt made to satisfy administrative or actuarial 
needs .... and its use in evidence clarifies nothing" (12, 
p. 352) Furthermore, applying a medicobiological 
model to social behavior may actually obfuscate issues 
by encouraging the use of characterological judgments 
as if such judgments were physical observations and by 
dealing with moral conflicts as if they were anatomical 
aberrations. 

Even those arguing for total confidentiality and privi- 
lege would allow psychiatric intervention in the form of 
the psychiatrist’s judgments, stripped of the actual data 
of the interview. 


If testimony were confined only to the medical issues of 
diagnosis and treatment, there would be no problem. But if 
testimony can be forced concerning content of communica- 
tions during psychotherapy or psychoanalysis, a psychiatrist 
cannot assure his patient of confidentiality, and the proper 
setting for psychiatric work cannot prevail (13, p. 311). 


Although this approach avoids embarrassment to the 
patient, it is still unsatisfactory. In effect an even more 
disastrous situation is created in which an individual 
could have a court decision, perhaps over child custody, 
based on a medicalistic diagnosis of, for example, “‘schiz- 
ophrenia,” with little or no idea of what has been said or 
done to merit such a label and with no possible rebuttal. 

The following may provide a practical example of the 
general issues: I was recently subpoenaed to produce of- 
fice records of a former patient, whom 1 first saw in a 
consultation requested by a neurologist while the patient 
was recovering in a general hospital from injuries re- 
ceived in an accident involving a federal government ve- 
hicle. During the course of her treatment for these in- 
juries she manifested epileptiform seizures suspected of 
being psychogenic. During the consultation a number of 
personal problems came to light, and the cause of the 
seizures was clarified somewhat as being associated with 
hyperventilation episodes, accompanied by anxiety and 
depression. A course of psychotherapy was undertaken, 
with satisfactory resolution of several issues including the 
"seizures," which had been part of the patient's style of 
communicating distress for some time prior to the acci- 
dent. 

The patient sued the federal government for damages 
resulting from the accident. When first approached by the 
U.S. attorney general, I referred him to the hospital 
records, which contained a written psychiatric consulta- 
tion (requested by the neurologist); when the patient had 
released the hospital record of her postaccident treat- 
ment, she had waived privilege on the record. Diagnos- 
tically her illness had been labeled “depressive neuro- 
sis." The neurologist verified her seizures as being “hys- 
terical.” However, the attorney general was not satisfied 
and requested information regarding the subsequent 
treatment. He dispatched two FBI agents with 
photographic equipment to my office. The patient had 
not waived privilege on her psychiatric treatment, nor 
had she introduced it into the suit. She had, however, 
testified that she had been treated by me. The defense 
seized upon this as an opportunity to introduce psy- 
chiatric testimony, apparently with the intent to dis- 
credit the patient’s complaints of continuing physical 
pain and impairment, using the characterological con- 
notations of the medical term “hysterical” as meaning, 
in plain English, “simulated.” I was to judge whether she 
was lying; and who should be in a better position to do 
this than her therapist? Fortunately a judge ruled that I 
could not be made to testify, but as of this writing the 
government is planning an appeal.’ 


7On June 22, 1973, a second subpoena was issued and promptly 
quashed. 
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Had this patient failed to carefully exclude her psychi- 
atrist's bills from her claim, the decision might well have 
gone the other way, with another extended litigation over 
whether, in essence, therapists should be drafted as char- 
acter witnesses. 

The first medical privilege law passed in New York 
State, in 1828, prohibited disclosure, with no waiver, even 
if the patient might benefit (14, 15). Zenoff (14) recog- 
nized the difference between the requirements of psychia- 
trist-patient privilege and those of doctor-patient privi- 
lege and cited court rulings that differentiated between 
certain kinds of evaluations and treatment. Suarez and 
Balcanoff (16), on the other hand, noted that many psy- 
chiatrists exhibited much confusion in differentiating 
evaluative functions from therapy. 

I propose the following criteria: If the psychiatrist’s 
comments, advice, interpretations, and judgments are 
rendered to the patient for his sole information, to use as 
he wishes in determining his life's choices, this advice 
may be subsumed under the rubric of "treatment." If the 
same communications, including diagnosis, are given to 
persons other than the patient for making decisions that 
influence the patient's life, this situation is considered an 
“evaluation.” Evaluations may be said to be actions on 
the part of the psychiatrist that influence the behavior of 
others toward the patient; treatment includes those ac- 
tions of the therapist that influence the patient's view of 
himself and behavior toward others. The two functions 
are incompatible in that they assign responsibility in op- 
posite directions: treatment assigns responsibility to the 
patient and evaluation assigns it to others to act upon the 
patient. When the goal of therapy is increased responsi- 
bility on the part of the patient, any evaluative action on 
the therapist's part may be antitherapeutic, by taking re- 
sponsibility away from the patient. Evaluations given to 
other treating personnel, as in a hospital setting, are in a 
different category because the hospital or agency is acting 
as an extension of the therapist. Also, in the hospital or 
out, treatment meant to provide social control over a 
patient is not included in the previous definitions. 


SECONDARY GAIN 


Once the patient is protected, the psychiatrist's prob- 
lem with the waiver of privilege is that it can force the 
therapist to cooperate with the patient's strategies to ac- 
quire secondary gain. Halleck (17) discussed at length the 
problems encountered in psychiatric excuse giving. He 
noted that evaluations which, are provided to encourage 
benefits for psychiatric symptoms invariably invite dis- 
honesty on the part of both patient and therapist and tend 
to prevent confrontation over and resolution of social is- 
sues. Again, when responsibility is shifted from patient to 
therapist, therapeutic goals are thwarted. If the therapist 
cannot maintain privilege, the inherent social power of 
his medical position and judgments can render him so 
muscle-bound as to be therapeutically crippled while con- 
ducting patient-centered therapy (18). When a liability 
(i.e., an illness) is converted into an asset, then the psychi- 
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atrist, in supporting such a position, actually enjoins his 
patient to be sick. As a young draft-eligible patient put it, 
“I would be crazy to get well. In fact, you'd have to com- 
mit me for suicidal tendencies." 


CONCLUSIONS 


Patient-litigant exception is based on the premise that 
“The patient should not be permitted to plead mental ill- 
ness in civil cases, and at the same time be permitted to 
conceal evidence relevant to that condition" (8). The test 
of whether a privileged relationship should be allowed is 
in weighing the interests of justice against the social value 
of preserving the relationship. Thus far I have shown that 
the invasion of the treatment situation may in fact be use- 
less to the interests of justice and that the treatment situ- 
ation is bound to be destroyed. 

If a primary assumption of privilege were extended to 
the treating psychiatrist, as it is to a priest, a much heav- 
ier burden would be placed on a claimant to prove an 
emotional injury. Because the contents of therapy would 
be closed to the court; the fact of therapy might then be 
held to have no weight in the claim, with the therapist not 
allowed to validate or to discredit the claim. (Yet the 
patient-litigant might want to recover for his psychiatric 
bills.) 

Reliance upon the independent judgment of a court- 
appointed psychiatrist, who should be specially trained 
and experienced in this area, provides the fairest remedy. 
This is the practice in Michigan. Such an agent should 
actually be harder to deceive and should be well able to 
discern symptoms and characterological patterns and to 
render opinions as to their existence prior to an accident. 

Knowing that his treatment was truly separate from 
his legal task, a patient would be free to get down to the 
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business of getting well without the need to convince his 
therapist of his "condition" for extratherapeutic strategic 


purposes. 
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Black-White Differences in Social Background and Military 


Drug Abuse Patterns 


BY CDR. RICHARD L. NAIL, MC, USN, E.K. ERIC GUNDERSON, PH.D., AND RANSOM J. ARTHUR, M.D. 





The authors gathered data on the drug abuse patterns 
and social backgrounds of 833 Navy enlisted men (764 
white and 69 black) admitted to a drug rehabilitation 
center. Black subjects reported better school adjustment, 
less delinquency, and fewer difficulties in their home lives 
than did whites. They had used heroin more frequently 
than whites but were less involved with hallucinogenic 
drugs. The authors suggest that different cultural pat- 
terns may underlie the drug abuse behaviors of the two 
groups. White users seem to be expressing new varieties 
of delinquent or antisocial behavior, while blacks are fol- 
lowing long-established subcultural patterns of drug use. 





PRIOR TO 1930, most heroin addicts in the United States 
were white (1). After that date and until the 1960s, heroin 
addiction became concentrated in minority racial or eth- 
nic groups—blacks and those of Puerto Rican and Mexi- 
can descent—living in poorer sections of large metropoli- 
tan areas. For example, in New York City, which 
accounted for half of all known heroin addicts in the 
United States in 1968, 50.4 percent were black (2). By 
1969 the narcotic arrest rate for whites had shown a dra- 
matic increase, and blacks constituted a decreasing pro- 
portion of the nationwide total of such arrests (1). 

The contemporary significance of racial components in 
illicit drug use was aptly stated by Brill and Lieberman in 
Authority and Addiction: 


Racial characteristics have often been viewed by social sci- 
entists as a most important variable. As with social class, one 
can better understand group behavior on the basis of racial 
group identification. While we acknowledge the dubious val- 
ue of the concept of race as far as its biological validity, we 
must recognize its social reality and influence on interperson- 
al interactions (3, p. 235). 
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Most investigators share the attitude of Brill and Lie- 
berman regarding the social situation of young blacks 
and its importance for understanding adult behavior. 
Several causal factors affecting illicit drug use among 
blacks have been proposed by physicians and social scien- 
tists. In The Road to H, a study of narcotics use among 
whites, Puerto Ricans, and blacks living in New York 
City, Chein and his co-workers (4) reported: “Drug use 
among the Negro members of our sample is most closely 
linked to factors conducive to delinquency rather than to 
drug use as such.” These authors stressed that socioeco- 
nomic deprivation was most severe for black users of nar- 
cotics in their sample. 

Cressey and Ward (5) noted that black addicts are 
products of a subculture which arises in response to 
status deprivation and exclusion from middle-class so- 
cializing experiences. Physicians taking part in a 1970 in- 
ternational conference on drug abuse deplored the scant 
attention paid to the social conditions of blacks and the 
relationships of these conditions to drug abuse and other 
behavior problems. One physician stated: "Racism has 
determined a particular pattern of enforced poverty and 
depression, despair, and hopelessness, that in turn has de- 
termined the high incidence of addiction to drugs in the 
ghetto" (6, p. 125). 

Rehabilitation of drug users also involves recognition 
of the role of race. Carter and Dunston (7), in a prelimi- 
nary report on the treatment of black college drug users, 
emphasized the importance of helping student addicts 
deal with the identity problems of being black while func- 
tioning in a predominantly white environment. 

While narcotics use among blacks has been elaborated 
upon more thoroughly than their use of other drugs, 
multiple drug use among blacks involves the same drugs 
as among whites and many of the same drug-related 
medical and social problems (3, 4, 8). 

The recent suspension of the draft puts increased pres- 
sure on military services to select inductees from a dwin- 
dling pool of applicants varying widely in ethnic, social, 
and educational backgrounds as well as in drug abuse ex- 
perience. It is reasonable that the federal government, as 
the largest employer of young adults in the United States, 
should have readily available as much reliable informa- 
tion as possible about all present and future employees. 
Consequently, the backgrounds, qualifications, unique 


.problems, and needs of the military's largest minority 


group, black personnel, deserve special attention. This 
study compares family and social background, military 
experience, and drug abuse patterns of black and white 
Navy enlisted men. 
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METHOD 


All of the Navy enlisted men admitted to the Naval 
Drug Rehabilitation Center at Miramar, Calif., from 
July 1971 to October 1972 were invited to participate in 
the study. Only 2 percent of the men chose not to partici- 
pate, resulting in a sample of 833. Of this number, 69 
were black (8 percent) and 764 were white. These men 
had been granted exemption from prosecution for illegal 
use of drugs and were referred to the center for rehabili- 
tation. The typical subject was 20 to 21 years old, a sea- 
man apprentice or seaman, had entered naval service at 
age 18, served approximately two years on active duty, 
and experienced one tour of duty in Southeast Asia dur- 
ing the Viet Nam conflict. From 1969 to 1971, blacks 
represented about 4 percent of the naval service person- 
nel in Viet Nam; during this period the proportion of 
blacks in the entire naval service was 5 percent (9, 10). 
Most subjects had histories of multiple drug use during a 
two- to three-year period as well as evidence of other 
delinquent behavior before entering the service. Detailed 
information concerning family background, school and 
community problems, and military performance for this 
population are reported elsewhere (11, 12). 

During their first week at the center the subjects com- 
pleted questionnaires and interviews containing a large 
number of items relating to personal history, military his- 
tory, and drug history; this was done under the super- 
vision of staff and research personnel with assurances of 
confidentiality and anonymity. In addition, service 
records were abstracted for data pertaining to military 
status and performance, and medical records were exam- 
ined for evidence of drug addiction. The history of use of 
six types of drugs—opiates, hallucinogens, stimulants, 
cannabis, depressants, and cocaine—was determined, 
and the subjects indicated the maximum rate of use, age 
when first used, and method of administration (injection 
or other methods). Differences between the black and 
white groups were tested for significance by means of the 
chi-square test. 


RESULTS 


Table 1 presents information relating to personal his- 
tory and military performance for both groups. 


Family Background 


Black subjects differed from white subjects on a num- 
ber of family characteristics. Fewer blacks (25 percent) 
than whites (46 percent) had run away from home 
(p « .01). Black drug users less often reported that their 
"opinions on most things" differed from those of their 
parents (p < .05). Blacks indicated "good" or “very 
good" relationships with their mothers more often than 
did whites (p « .01). More black users reported being ac- 

` tive members of a religion (p < .001). 

With respect to parental smoking and drug use pat- 
terns, fathers of black drug users smoked less frequently 
than did fathers of white drug users, and heavy smoking 
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was much more characteristic of white subjects’ fathers 
(p < .001). Mothers of black users tended to use fewer 
prescription drugs than did mothers of white users 
(p < .05). 

Although there were no differences between the two 
groups on many family characteristics, there was some 
evidence that the black drug users were less alienated 
from or in conflict with their families than white drug 
users. 


Community and Schoal 


Black drug users had more often grown up in urban en- 
vironments; 87 percent had lived in cities of 50,000 or 
more inhabitants compared with 42 percent of the white 
subjects (p < .001). 

Black drug users reported better school adjustment. 
Black subjects had had fewer difficulties with teachers 
(p < .05) and had tended to regard school more favorably 
than did the white users (p « .01). Seventy-two percent 
of the black subjects had positive attitudes toward school, 
compared with only 52 percent of the white subjects, and 
more than twice as many whites as blacks said they hated 
or disliked school. Furthermore, few black users reported 
being sent to school officials for breaking school rules 
(p < .01). 

Fewer blacks than whites had committed juvenile of- 
fenses, including offenses requiring adjudications (p « 
.05). 


Personal Adjustment and Health 


Black subjects resembled whites in regard to a number 
of health history factors, such as health problems during 
the year preceding entry into the service, number of times 
seen by a psychiatrist or psychologist on an outpatient 
basis, and number of illnesses, operations, and injuries. 
However, black subjects had fewer problems related to 
excessive use of alcohol (p « .05) and fewer psycho- 
neurotic symptoms (p « .001), based on a checklist of 19 
common symptoms. 

While fewer black subjects had been able to save any 
money during the previous five years (p « .05), they were 
more optimistic about their potential earnings (p « .001) 
than whites. Forty-three percent of the black subjects and 
21 percent of the white subjects expected to have annual 
earnings of more than $13,000 five years hence. 


Military Status 


There were few characteristics here that distinguished 
blacks from whites. Among occupation-related variables 
that did not differentiate blacks were highest pay grade 
attained, degree of job satisfaction, and number of serv- 
ice schools attended. In addition, black users did not dif- 
fer by assignment location (Viet Nam versus a different 
location), length of service, or conditions of enlistment 
(volunteer or under draft pressure). The number of dis- 
ciplinary offenses committed by black drug users did not 
differ markedly from that of whites. 

Blacks did differ from whites on aptitudes and cogni- 
tive abilities and on evaluations of military performance. 
Black subjects scored much lower on the Armed Forces 
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TABLE 1 
Comparison of Black and White Subjects on a Variety of Measures, in Percents {N = 833) 














Blacks Whites Chi-Square Level of 
Item (N =69) (N = 764) Value Significance 
FAMILY 
Opinions on most things are very different from those of parents 47 61 4.7 p«.05 
Ran away from home as teenager 11.1 p« 0! 
Never 75 54 
Once or twice 20 33 
Three or more times 5 13 
Relationship with mother 10.4 p«.01 
Good/very good : 87 68 
Indifferent/pretty good 10 23 
Very bad/pretty bad 3 9 
Active member of a faith 38 20 11.5 p<.001 
Father’s smoking habits 30.1 p<.001 
Did not smoke 20 26 
Less than one pack per day 52 21 
More than one pack per day 28 53 
Mother’s use of drugs 6.7 p<.05 
Never 47 30 
Prescription drugs 51 67 
Nonprescription drugs 2 3 
COMMUNITY AND SCHOOL 
Size of hometown 48.6 p«.001 
City of 50,000 or more 87 42 
Town of 5,000-49,000 11 37 
Rural area of less than 5,000 2 21 
Juvenile offender 40 54 4.2 p<.05 
Sent to school official for breaking rules 9.9 p«.01 
Never 27 13 
Occasionally l 56 64 
Often 17 23 
Difficulties with teachers 3.9 p<.05 
Never/occasionally 48 36 
Often 52 64 
Attitude toward school 11.2 p<.01 
Hate/dislike 16 35 
Indifferent 12 13 
Accept/enjoy 72 52 
PERSONAL ADJUSTMENT AND HEALTH 
Problem related to alcohol f 3 12 5.2 p<.05 
Number of neurotic symptoms 19.2 p<.001 
0- 2 41 22 
3- 6 46 43 
7-19 13 35 
Amount of money saved over past five years 10.1 p«.05 
None 50 31 
Under $500 30 37 
Over $500 20 32 
Annual earnings anticipated in five years 16.5 p«.001 
$5,900 or less : 6 13 
$6,000-$13,000 51 : 66 
Over $13,000 43 21 
MILITARY PERFORMANCE 
AFQT score 41.8 p<.001 
56 or more 22 59 
51-55 7 10 
46-50 12 8 
0-45 59 23 
Professional performance ratings : 19.2 p<.01 
3.7-4.0 7 16 
3.3-3.6 29 40 
2.4-3.2 5I 42 
1.0-2.3 13 2 
Military behavior ratings 13.2 p<.05 
3.7-4.0 2 9 
3.3-3.6 35 44 
2.4-3.2 51 42 
1.0-2.3 12 5 
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Qualification Test (AFQT) (13) than did whites; 71 per- 
cent of the blacks scored 50 or below compared with only 
31 percent of the whites. Black subjects received signifi- 
cantly lower military performance ratings in two areas, 
professional performance and military behavior (p < .01 
and .05, respectively). Ratings for the two groups did not 


differ in the areas of military appearance, adaptability, 


and leadership. 
Patterns of Drug Use 


. Black subjects had used heroin more often (p « .001) 
and had higher rates of use (daily to several times per 
week) of depressants (p « .05), cocaine (p « .001), and 
opiates (p « .05) than whites (see table 2). Most notable 
were the heroin use patterns of black subjects; 81 percent 
of them had histories of heroin use, compared with only 
53 percent of the white subjects. Physical dependence, as 
recorded by an examining physician in the medical 
record, occurred in 37 percent of the black subjects com- 
pared with 17 percent of the white subjects. Twenty-eight 
percent of the black subjects and 6 percent of the white 
subjects reported that they injected the drug. 

~ Black subjects tended to be less involved with hallu- 
cinogens (p « .001). Similarly, the use of stimulants and 
cannabis was less prevalent among black subjects, and 
blacks were less likely to use cannabis daily. Black users 
more often indicated that people do not benefit from us- 
ing drugs (p « .001), and fewer blacks reported initiating 
others into drug use (p « .01). 

Black drug users could not be discriminated from 
white subjects by their use of beer, wine, liquor, or prefer- 
ence for drugs versus alcohol. Black and white drug users 
did not differ in their overall use of drugs and use of spe- 
cific drugs before entering the Navy. [n addition, black 
subjects did not differ markedly from white subjects in 
the number of flashback phenomena experienced or in 
their use of aerosol sprays, glue, and morning glory 
seeds. 


DISCUSSION 


The results of this study suggest that black drug users 
were less alienated than white drug users from parents, 
schools, and communities. This finding corroborates evi- 
dence cited by Chein and associates (4), which indicated 
that black users and nonusers of drugs resembled each 
other regarding family cohesiveness and tended to show 
greater family integrity than either the white or Puerto 
Rican drug users. 

Our findings also suggest that the black drug users had 
a greater degree of emotional stability in terms of self-re- 
ported psychoneurotic symptomatology, although they 
had as many outpatient visits for psychiatric problems as 
whites. Disparity exists among other studies regarding 
the mental health of black drug users (4, 14-16). Chein 
and associates (4) reported that black multiple-drug users 
had much less psychopathology "conducive" to drug use 
than did the white subjects in their sample. Frederick and 
associates (14) noted fewer suicide attempts among black 
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addicts than among white addicts, while Hill and asso- 
ciates (15) demonstrated that personality characteristics 
of black narcotic addicts, as measured by the Minnesota 
Multiphasic Personality Inventory, did not differ from 
those of white addicts. Berzins and Ross (16) proposed 
that discriminatory attitudes and behavior imposed on 
blacks by life in a white-majority society led to feelings of 
relative powerlessness among the blacks. 

The findings of this study support those of other inves- 
tigators regarding the prevalence of narcotics abuse 
among black drug users in the military service. A recent 
survey of 8,643 enlisted Army men (17) showed that 
blacks had higher rates than whites for daily use of nar- 
cotics (blacks, 9 percent; whites, 4 percent), less than 
daily use (blacks, 16 percent; whites, 13 percent), and 
percent using any narcotic (blacks, 25 percent; whites, 17 
percent) The black subjects in our study had a higher 
rate of opiate use than did the whites. While we did not 
evaluate the average time between first use and the start 
of regular, daily use of heroin, Chein and associates (4) 
reported that the black users in their study were the 
slowest of the three ethnic groups to reach a heavy rate 
of use. 

Reports by Ingraham (18) and by Callan and Patter- 
son (8) suggest that about equal numbers of black and 
white military personnel used drugs. The latter investiga- 
tors, in a study of 20,000 Army inductees, reported that 
31 percent of the blacks used one or more illegal drugs, 
compared to 32 percent of the whites. 

With respect to military performance, black drug users 
performed less well than did white drug users, particu- 
larly in the area of professional performance. These low 
performance ratings, however, can probably be attrib- 
uted to the markedly lower aptitudes of black subjects as 
reflected in AFQT scores rather than to differences in in- 
service drug abuse patterns. 

According to Bayroff (19, p. 36), AFQT scores “‘pro- 
vide an index of the capacity of a person to profit from 
military training and indirectly constitute a prediction of 
his expected level of eventual job performance." Under 
special conditions, however, such as those settings appro- 
priately equipped to deal with known drug users, black 
users have performed quite well. Lipscomb (20, p. 1169) 
pointed out in another context: “Our results verify that 
ghetto youths do try and in some cases regularly use 
drugs of a variety of sorts and combinations, but that 
such use had little effect on success or failure in a work 
training program." 

Many have speculated about the motivations for nar- 
cotics abuse among blacks and other minorities. Altera- 
tion of status and social adaptation appear to be signifi- 
cant factors. According to. Feldman (21, p. 137), 
regardless of minority group, a user turns to drugs 


to capitalize on a new mode of enhancing his status and 
prestige within a social system where the highest prizes go to 
persons who demonstrate attributes of toughness, daring, and 
adventure. Within the life style of the stand-up cat, move- 
ment into heroin use is one route to becoming a somebody in 
the eyes of the important people v who comprise the slum so- 
cial network. 


TABLE 2 


NAIL, GUNDERSON, AND ARTHUR 


Comparison of Drug Abuse Characteristics of Black and White Subjects, in Percents (N= 833) 











Blacks Whites Chi-Square Level of 

Item (N=69) (N= 764) Value Significance 
Ever used hallucinogens 61 88 40.6 p«.001 
Ever used stimulants 71 84 74 p«.01l 
Ever used cannabis 84 96 18.7 p«.001 
Frequency of cannabis use 9.9 p«.05 

Daily 50 68 

Several times per week 34 25 

Once per week 7 4 

Rarely 9 3 
Frequency of opiate use 9.1 p<.05 

Daily 51 42 

Several times per week 21 19 

Once per week 12 6 

Rarely 16 33 . 
Frequency of depressant use 7.9 p«.05 

Daily 12 16 

Several times per week 38 20 

Once per week 19 17 

Rarely 31 47 
Frequency of cocaine use 18.0 p<.001 

Daily 7 8 

Several times per week 38 10 

Once per week 7 14 

Rarely 48 68 
Mode of heroin use 53.1 p«.001 

Never used it 19 47 

By inhalation 9* 11* 

By injection 28* 6* 

Other 44 36 
Number of sentience-related reasons for using drugs 13.5 p<.0l 

l 45 25 

2-3 16 28 

4-5 39 47 
Do not believe people benefit from using drugs 39 17 18.2 p<.001 
Have not introduced anyone to drugs 61 39 12.4 p<.01 





*Physically dependent on heroin. 


Finestone (22) noted that narcotics were most pro- 
foundly tabooed by conventional middle-class society; 
regular use of narcotics, therefore, provides a sense of 
maximum social differentiation from the "square." It is 
conceivable that the foregoing speculations concerning 
narcotics involvement might also apply to the high rates 
of depressants and cocaine shown by our black subjects. 

Less involvement with hallucinogens among our black 
subjects was consistent with their tendency, noted else- 
where, not to choose heightened sentience as a reason for 
drug use. As reported by Gunderson and associates (23), 
the wish for altered sentience was most highly associated 
with the use of hallucinogens in this population. 

Studies of drug use among black subjects have resulted 
in a wide range of estimates of drug involvement. Lips- 
comb (20), reporting on 92 ghetto-dwelling black drug 
users in an urban northern California setting, indicated 
that alcohol was the most commonly abused drug (87 
percent), while 54 percent used marijuana, and only 3 
percent used heroin. Use of hallucinogens, barbiturates, 
and amphetamines was rare among this group. 








Murphy (24) noted that | in 10 became a heroin addict, 
that 49 percent had used some drug illegally, and that all 
had used marijuana. Estimates of drug use in the military 
vary depending upon specific location, age distribution, 
etc., but generally the rates among blacks and whites ap- 
pear to be the same. 

One might speculate that many of the white drug users 
described in this study represent the types of individuals 
who in the past expressed delinquent or nonconformist 
attitudes and behaviors in ways other than through drug 
abuse, for example, through alcohol abuse and minor in- 
fractions of military regulations. Perhaps today drug-us- 
ing whites find illicit drug use an attractive form of anti- 
social behavior because of the glorification of drug- 
oriented lifestyles in the mass media, peer pressures and 
support in the drug or “psychedelic” movement to defy 
authority and traditional values, and the easy availability 
of illegal drugs that prevailed in the late 1960s and early 
1970s. In addition, the novelty of sharing in the drug-ori- 
ented rituals and special vocabulary that have been, until 
recently, almost exclusively minority group activities 
may have appealed to some alienated whites. 
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Among blacks, on the other hand, illicit use of drugs, 
particularly opiates, often was not a new or unique expe- 
rience. Many blacks grow up in a subculture full of the 
street scenes and vernacular common to drug-using 
groups. For blacks in the military service more often than 
for whites, illicit drug use is not a newly acquired form of 
delinquent behavior but rather an extension of estab- 
lished subcultural patterns. 

Authorities on black social problems seem to agree 
that lessening drug abuse problems among black people 
means improving the social and economic standards of 
life in the deprived urban communities where many of 
them live. Arthur (25, p. 143) recently expressed the con- 
sensus of professionals most intimately involved in slum 
activities: “that a rather complete social reorganization 
must take place if the manifold injustices they witness 
are to be eradicated.” Thus the stresses associated with 
social and economic instability may contribute directly 
or indirectly to opiate use for many in the ghetto. As Brill 
and Lieberman (3, p. 235) aptly pointed out regarding 
opiate use among minority groups: “It would appear that 
populations in transitional states are those far more 
likely to seek out narcotics addiction as a technique of 
personal and social adaptation.” 


REFERENCES 


l. Savitz LD: Black crime, in Comparative Studies of Blacks and 
Whites in the United States. Edited by Miller K, Dreger R. New 
York, Seminar Press, 1973, pp 467-517 

2. Louria DB: The Drug Scene. New York, McGraw-Hill, 1968, p 131 

3. Brill L, Lieberman L: Authority and Addiction. Boston, Little, 
Brown and Co, 1969, p 235 

4. Chein I, Gerard DL, Lee RS, et al: The Road to H. New York, Ba- 
sic Books, 1964, pp 73-75 

5. Cressey DR, Ward DA: Delinquency, Crime, and Social Process. 
New York, Harper & Row, 1969, p 742 

6. Brenner JH: Drugs and society, in Drug Abuse: Proceedings of the 
International Conference. Edited by Zarafonetis CJD. Phila- 


1102 Am J Psychiatry 131:10, October 1974 


24. 


25. 


delphia, Lea & Febiger, 1972, pp 115-126 


. Carter JH, Dunston JC: Treating the black college drug abuser: a 


preliminary report. J Natl Med Assoc 65:127-131, 1973 


. Callan J, Patterson C: Patterns of drug abuse among military in- 


ductees. Am J Psychiatry 130:260-264, 1973 


. US Department of Commerce, Statistical Information Division: 


Statistical Abstract of the United States, 93rd annual ed. Washing- 
ton, DC, US Government Printing Office, 1972, p 258 


. As race issues hit armed forces. US News and World Report, Sept 


1, 1969, pp 26, 27 


. Kolb D, Gunderson EKE, Nail RL: Pre-service drug abuse: family 


and social history characteristics. Journal of Community Psychol- 
ogy (in press) 


. Kolb D, Nail RL, Gunderson EKE: Pre-service drug abuse as a pre- 


dictor of in-service drug abuse and military performance. Milit 
Med (in press) 


. Plag JA, Goffman JM: The Armed Forces Qualification Test: its 


validity in predicting military effectiveness for naval enlistees. Per- 
sonnel Psychology 20:323-340, 1967 


. Frederick CJ, Resnick HL, Wittlin DJ: Self-destructive aspects of 


hard-core addiction. Arch Gen Psychiatry 28:579-585, 1973 


. Hill HE, Haertsen CG, Glasser R: Personality characteristics of 


narcotic addicts as indicated by the MMPI. J Gen Psychol 62:127- 
139, 1960 


. Berzins J, Ross W: Locus of control among opiate addicts. J Con- 


sult Clin Psychol 40:84-91, 1973 


. Fisher AH: Preliminary Findings from the 1971 Department of De- 


fense Survey of Drug Use. Technical Report 72-8. Alexandria, Va, 
Human Resources Research Organization, 1972, p 29 


. Ingraham LH: The Vietnam epidemic: a descriptive profile of the 


Army returnee, in Proceedings of the Second Annual Symposium 
on Psychology in the Air Force. Colorado Springs, Colo, US Air 
Force Academy, 1972, p 200 


. BayrofT AG: Test technology and equal employment opportunity. 


Personnel Psychology 19:35-39, 1966 


. Lipscomb W: Drug use in a black ghetto. Am J Psychiatry 


127:1166-1169, 1971 


. Feldman HW: Ideological supports to becoming and remaining a 


heroin addict. J Health Soc Behav 9:131-139, 1968 


. Finestone H: Cats, kicks and color. Social Problems 1:3-13, 1957 
. Gunderson EKE, Butler MC, Nail RL, et al: A Factor Analytic 


Study of Motivations for Drug Use. Report 73-20. San Diego, 
Calif, Navy Medical Neuropsychiatric Research Unit, 1973, p 3 
Robins L, Murphy GE: Drug use ir a normal population of young 
Negro men. Am J Public Health 57:1580- 1596, 1967 

Arthur RJ: An Introduction to Social Psychiatry. Baltimore, Pen- 
guin Books, 1971 


A Model for Brief Intervention with Couples Based on 


Projective Identification 


BY STANLEY I. GREENSPAN, M.D., AND FORTUNE V. MANNINO, PH.D. 





Projective identification is a mechanism that has been de- 
scribed by many observers from different perspectives in 
a variety of settings. It has been most frequently asso- 
ciated with rather disturbed families as an interpersonal 
mechanism involved in distorted perceptions, identifica- 
tions, and communication. The authors illustrate how 
this mechanism manifests itself in couples with relatively 
intact, although neurotic, personality organizations and 
how it interferes with their capacity to resolve problems 
and experience joint interpersonal growth. They suggest 
that a short-term treatment approach with such couples 
may usefully organize itself around the identification and 
correction of the perceptual distortions involved in pro- 
jective identification. 


IN THE COURSE OF TREATING married couples, a particu- 
lar form of disturbance often occurs in which one or both 
partners misperceive important aspects of the other’s 
character. Even though the object of the misperception 
may not acknowledge the other’s perception or misper- 
ception, his or her behavior is interpreted as validating 
the misperception, since aspects of reality that do not fit 
the perceptual distortion go unnoticed. When the process 
is Operative in both partners, each misperceives the other, 
each acts in response to only selected misperceived or 
partially valid but exaggerated aspects of the other, and 
both become locked in a discordant relationship pattern 
perpetuated through misperceptions and actions that en- 
dure solidly over long periods of time. 

The psychodynamic mechanism operative in this proc- 
ess is projective identification, a mechanism by which in- 
ternal conflicts are translated into more concrete modes 
of perceiving and behaving in family relationships (1). 
Although the clinical phenomenon involved in projective 
identification has been acknowledged for some time, the 
term itself was first used by Klein in 1946 in an elabora- 
tion of paranoid-schizoid processes (2). Since then a num- 
ber of authors have referred to the phenomenon under a 
variety of headings, e.g., "trading of dissociations" (3, 
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pp. 102-104), “externalization” (4), “‘pseudo-identifica- 
tion" (5), “merging” (6), “family projection process” (7), 
and “unconscious collusive process" (8). An excellent re- 
view of the clinical literature dealing with the concept 
was done by Jaffe in 1968 (2). 

Zinner and Shapiro (1) pointed out that projective 
identification refers to the relationship between a subject 
and his projected part as he experiences it within another 
person (the object). They indicated that although the na- 
ture of the relationship between the self and its projected 
part is unconscious, the subject does not lose the capacity 
to experience vicariously many of the objects feelings, 
ranging from positive feelings of gratification to such 
negative feelings as punishment and deprivation. They 
further suggested, as did Grotjahn (9, pp. 348, 349), that 
projective identification is a dimensional concept occur- 
ring in all families that can either enhance the empathic 
qualities of the family relationship or generate attributes 
that bind the object to the pathological defensive struc- 
ture of the subject. 

In summary, the concept of projective identification 
has been dealt with extensively in the literature. The pur- 
pose of this paper is to develop the concept further as a 
mechanism that operates in couples with relatively intact 
personality organizations, one that can provide a focus 
for understanding and correcting in short-term treatment 
the perceptual distortions that interfere with a couple's 
capacity for individual and joint growth. 

The concept of projective identification is viewed here 
as an important psychodynamic mechanism that contrib- 
utes to the maintenance of maladaptive relationship pat- 
terns in a marriage. The projective identification acts as 
blinders for certain vital aspects of one partner's charac- 
ter misperceived by the other. It is the maintenance of 
these misperceptions that supports maladaptive behavior 
patterns. Misperceiving the feelings of the other, each 
partner focuses on his own fear systems, sometimes in the 
projective form, in an egocentric manner. As a result, 
each is unable to empathize with those feelings of the 
other which are within the perceptually distorted area. 
These perceptual distortions and the fear systems they 
maintain lock the partners into maladaptive patterns that 
create a strong bond of tension between them.! 


"The dynamic considerations for the use of projection in each individual 
partner will not be explored, since this paper is focused on the couple as 
a unit. 
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CASE REPORTS 


Case 1. This couple has been married for 26 years. The hus- 
band is a successful, physically large man who can look rather 
frightening when he gets angry. The wife is a fairly small, domi- 
neering woman. She sees her role as supporting the man, re- 
maining in the background, and at the same time controlling 
the family. A striking illustration of the above phenomenon oc- 
curred in a therapy session when the husband described how up- 
set he got when his wife disapproved of him after he got upset 
with her manipulative, slightly senile mother, who lives with 
them. The husband related that when he tried to keep his wife’s 
mother out of their business, he noticed withdrawal and criti- 
cism from his wife. This frightened him and in fact often made 
him feel physically ill. When I asked the wife to describe to me 
what her husband had been saying, she described everything but 
his acknowledgment of the effect she had on him. She continued 
to deny his fear of her in different ways until the therapist 
(S.I.G.) said, “Do you think he is lying?" She then became anx- 
ious and reconsidered. One could envision her struggle against 
maintaining the perception that she had of her husband versus 
accepting something new that had become clear only after 26 
years of marriage. 

As a side note, the husband has a little-boy quality about him; 
it was evident to the therapist that he does seek his wife's ap- 
proval and finds it very important. As the session went on, the 
wife gradually accepted the idea that her husband could be 
frightened of her, but she did not know how to integrate this 
perception with her primary perception of her husband as a ty- 
rant whom she could attempt to passively manipulate but 
whom she certainly could not overtly affect. 

The wife had a hard time dealing with her own anger and ty- 
rannical tendencies, which were covered by a passive manipu- 
lative facade. Her father had been a tyrant and she had identi- 
fied with certain of his tyrannical aspects. She repressed this 
trait because she found it unacceptable and later defended 
against it by projecting the tyrant image onto her husband. Al- 
though the husband is, in fact, a rather tyrannical, stubborn in- 
dividual at times, his wife's maintenance of this perception to an 
unrealistic degree blinded her to such other qualities as his 
little-boyish ways and his need for her approval and support. 
The omission from awareness of that part of his character 
which did not fit her projected image of him became a basic ele- 
ment of their interactions. As a result, the relationship took on 
a quality of pseudorealism. Since she could not empathize with 
a very important part of her husband's character, she was un- 
able to use it in her own emotional regulation or decision-mak- 
ing process. For example, she would not openly challenge him 
on any decisions regarding their two daughters but would pas- 
sively manipulate situations to get her way. 

The husband's problems concerning his own dependency 
needs served to perpetuate the pseudorealism of their inter- 
action; he was unable to forcefully convince his wife of his need 
for support and approval or his fright over her disapproval. 
Thus his behavior served to validate his wife's projection. 


Case 2. This younger couple has been married for about 10 
years. The wife is a somewhat frightened, dependent, anxious 
woman. However, she possesses considerable latent capacities 
for competence in a variety of areas. The husband is a rather 
precise, controlled, efficient man. He is not very closely in 
touch with his dependent feelings. His wife experiences these 
for both of them. In one therapy session he expressed concern 
about his wife's sexual unavailability in the evenings and his 
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consequent need to regulate family activities in such a way as to 
make her available. His perception of his wife was of a fragile, 
dependent, emotional, oversensitive person who used the with- 
holding of love to manipulate him. 

Historical material collected in earlier sessions revealed that 
the husband's mother fit his description of his wife in many 
ways. She had been a very dependent, sickly individual, ineffec- 
tual as a mother and generally inadequate as a person. The hus- 
band had partially identified with these maternal traits, and as a 
result was very uncomfortable with that part of himself which 
had to do with dependency needs. He dealt with such needs pri- 
marily through obsessional mechanisms. Rather than ex- 
pressing them in the needy way in which he experienced them, 
they became mixed with anger and feelings of frustration as 
they surfaced and came out with a demanding tone based on 
logical rationalizations of what was reasonable. 

During the session mentioned above, his wife told him that 
she was a competent woman with a will of her own and that she 
did not always choose to make love to him, particularly when he 
behaved in ways that dis:urbed her. He did not respond to this 
message, however, as it was completely alien to the fixed image 
he had of her. His misperception of his wife led him to feel con- 
tinually cheated, as though he had an inferior product. He was 
unable to see how he might have displeased his wife by acting in 
an abrupt or unappealing manner because he omitted from his 
perception of his wife the mature aspects of her character. To be 
sure, his wife did have some hysterical qualities and was a 
highly dependent person, so that he did not distort reality by 
seeing her in this way. However, it was his blindness to her 
other, more mature qualities and his overexaggeration of her 
immature qualities that resulted in the perceptual distortion 
and the pseudorealistic quality of their interactions. 

In this case, misperceptions were held by both partners. The 
wife's perception of her husband was of a very competent, rigid, 
opinionated, judgmental person. She jokingly called him 
"Nazi." Again, historical material revealed that this perception 
of her husband corresponded closely with her image of her own 
father. He had been a busy surgeon who dealt with his family in 
a demanding, somewhat cold businesslike manner. He suicided 
when she was in late adolescence, and she never knew the needy, 
dependent, depressed side of him. However, the material in- 
dicated that she had partially identified with aspects of his ag- 
gressive and demanding qualities, which she later projected 
onto her husband. As a result, she felt constantly intimidated by 
her husband. What she could not perceive was the emotional 
hunger or hurt that he certainly had trouble expressing. 

In this situation, the fixed misperceptions each partner had of 
the other interlocked to maintain a negative tension system that 
involved a great deal of frightened, resentful, humiliated feel- 
ings for both. The wife would feel intimidated by her husband 
over even a minor disagreement, and he would constantly feel 
disappointed and humiliated over the "inferior product he mar- 
ried" whenever she was annoyed with him. For example, in a 
discussion over weekend plans, the wife said she wanted to visit 
friends who were leaving town and the husband said he wanted 
to relax at home. She felt as if she were being “knifed” because 
he was not enthusiastic about her plans; he, on the other hand, 
felt "cheated" by his "inferior product," who was too scared to 
relax and make love with him all evening. 

Issues regarding the children resulted in similar feelings. If 
the wife needed her husband's help, she would feel he was in- 
dulging her. If she focused “too much” attention on the chil- 
dren, he felt she had sexual problems. In both situations they 
could not arrive at easy compromise solutions to their conflict- 
ing needs because of the negative tension system that was gener- 
ated by their perceptions of each other. 


THERAPEUTIC INTERVENTIONS 


The kinds of misperceptions described in these case re- 
ports may play a role in every discussion, action, or deci- 
sion in a couple’s relationship, rendering it into a series of 
never-ending battles or an isolated, loveless cease-fire. 
They differ from the more common types of mispercep- 
tions found in communications that stem from the use of 
specific defense mechanisms. Specific defenses operate in 
a dynamic relationship to drive tensions and serve to pro- 
tect the ego. A mechanism such as projective identifica- 
tion, however, consists of a number of specific defenses 
(e.g., identification, projection, denial, and displacement) 
used together in a repetitive manner. As a conglomerate 
of defenses used repetitively, the pattern becomes struc- 
turalized and may be less sensitive to dynamic shifts than 
individual defenses are. However, the dynamic relation- 
ships of projective identification will vary in the individ- 
ual according to economic considerations. In individuals 
with good ego strength and flexibility (as in the foregoing 
clinical examples), this mechanism may be prominent but 
open to change with proper short-term treatment. 

The aim of limited-goal therapy with such couples is to 
put each partner in touch with those aspects of the other’s 
character which they are omitting from awareness. This 
should prevent further denial supported by projections 
and thus break the pseudorealistic quality of their rela- 
tionship. This increased awareness of each other would 
change the pattern of relationships within the marriage 
and, if sustained, significantly improve the marriage. Fur- 
ther, by stopping the perceptual distortions in the marital 
relationship, growth should be stimulated in the individ- 
ual partners and the more positive qualities of the rela- 
tionship would generalize beyond the marital relation- 
ship. 

It is possible, of course, that by correcting the per- 
ceptual distortions supported by projections one may in- 
terfere with the defensive economy of one or both part- 
ners. This may produce intense anxiety if previously 
disassociated or repressed materials are near the surface 
and may result in the need to erect new defenses or to 
reproject elsewhere that part of the character which is un- 
acceptable. If new defenses are erected, one would have 
to ascertain whether these are more or less destructive 
than the previous projection and proceed accordingly. If 
new projections occur elsewhere, particularly outside the 
family, this may be more desirable. However, if the pro- 
jections are merely transferred to other family members, 
particularly to children, the projections would have to be 


dealt with immediately. In such cases it may be necessary - 


to deal with the internal conflicts of.the individual and 
work toward intrapsychic resolution. 

It is important to remember that ego mechanisms, 
while in a dynamic equilibrium with conflictual drive de- 
rivatives and their accompanying anxieties, are not neces- 
sarily in a one-to-one relationship with specific conflicts. 
The ego has many options at its disposal, and therefore a 
change in perception, even if it alters an economic defen- 
sive alignment, may result in a new alignment that per- 
mits the patient greater adaptive potential. The crucial 
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factor will be the level of ego functioning of the patient 
prior to treatment, or just prior to a specific therapeutic 
intervention. Just as a person with good synthetic and in- 
tegrative capacities can use stressful life experiences to 
stimulate psychological growth, patients with such capac- 
ities can experience growth without reconstructive psy- 
choanalytic work. It is crucial to make an accurate as- 
sessment of the patient's ego functioning before deciding 
on an intervention approach. 

The individuals described in this paper had relatively 
good ego functioning. They had neurotic and character- 
ological difficulties, but not of a severe degree, and there 
were no signs of borderline psychopathology. It is our be- 
lief that many relatively healthy couples use the mecha- 
nism described here, even though this mechanism is often 
associated with more substantial disturbance. 

As stated above, the goal of this intervention is to facil- 
itate the accurate and full perception of each partner. 
This would involve the process of confronting each part- 
ner with the other's personality, i.e., having them observe 
in the therapy sessions the parts of the other person they 
have been ignoring. In this fashion denials and projec- - 
tions would not be permitted to occur repeatedly during 
treatment sessions. 

For example, in the first case discussed, the wife 
refused to perceive the fact that her husband was fright- 
ened of her. Even when the therapist had her repeat her 
husband's statement to that effect, she chose to repeat ev- 
erything that he said except the fact that he was fright- 
ened of her. When the discrepancy was pointed out to 
her, she said she could not believe it. When asked if she 
thought her husband was lying, she was in somewhat of a 
turmoil but was forced to consider the fact that he was 
frightened of her. 

The intervention would also involve the development 
of each partner's capacity'to empathize with the full per- 
sonality of the other. Each partner would attempt to be 
more empathetic to the full extent of the other's feelings. 
Whenever one partner felt hurt or experienced any of the 
familiar feelings that tended to lock him into the nega- 
tive interactive system, he would begin to use these feel- 
ings as a signal. At such times, instead of becoming em- 
broiled in his usual negative reactive patterns, he would 
ask himself the question, “What is he/she (the partner) 
feeling?" He would then focus his attention onto the 
partner's feelings no matter how angry or hurt he felt. 

The aim of focusing on the other's feelings is to under- 
stand what is going on with the partner instead of react- 
ing in an immediate egocentric manner. This would pre- 
vent the negative tension system from developing and 
would permit the observation of the partner's often de- 
nied attributes. For example, when the wife who per- 
ceived her husband as the Nazi began to feel “knifed,” 
she would alert herself to look at what her husband was 
experiencing. She might then observe his dependency 
needs or feelings of rejection even though they might be 
disguised. He similarly might learn to observe her annoy- 
ance with him rather than confirm his view of her as de- 
fective and of his plight as being cheated. 

In the beginning such behavior, with the support of the 


Am J Psychiatry 131:10, October 1974 1105 


BRIEF INTERVENTION WITH COUPLES 


therapist, would appear quite artificial and take on a con- 
trived flavor. However, the apparently real feelings that 
each has been used to having, such as anger, resentment, 
and humiliation, are not real either. These are contrived, 
learned feelings that are maladaptive as well. Hence, al- 
though this new way of approaching each other will ini- 
tially feel quite artificial to both parties, it will stop the 
maintenance of negative systems and should lead to more 
spontaneous empathetic behavior after a period of time. 

It is possible that a couple who are locked into viewing 
each other as the enemy will attempt to use their under- 
standing as a weapon. The therapist must persist and 
point out any tendencies to camouflage their old style of 
relating. 

Although this model is intended for short-term inter- 
vention, it could be the beginning of a long-term process 
in which the eventual goal is for each partner to get in 
touch with the unconscious roots of his projections and 
thereby his misperceptions of the other. 

Each therapist may have his own method of aiding his 
patient in achieving the results mentioned. In an inter- 
esting case discussion, Dicks (10) viewed the therapist 
as playing a mediatory role as a “‘transitional shared ob- 
ject" to facilitate working through the conflict within the 
triadic system. More generally, however, an approach 
maximizing emotional confrontation in the sessions, a 
behavioral approach with successive steps of empathy re- 
inforced by the therapist, or a psychoanalytic inter- 
pretative approach where the anxieties and fears main- 
taining the misperceptions are systematically pointed out 
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may be useful in the hands of a particular therapist. 
What is being emphasized here is not the technique, 
which may vary from therapist to therapist, but the mal- 
adaptive interactions and the processes involved in their 
correction. 
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The Pregnant Therapist 


BY CAROL NADELSON, M.D., MALKAH NOTMAN, M.D., ELISSA ARONS, M.D., AND JUDITH FELDMAN, M.D. 





The authors discuss the relevance of a therapist's preg- 
nancy to the therapeutic interaction, presenting case his- 
tories to illustrate the issues that arise. The therapist 
must deal with increased vulnerability, role integration, 
and dependency issues with colleagues. In the patient, the 
pregnancy may evoke infantile feelings, intensified ma- 
ternal transference, and internal sexual conflicts. The au- 
thors recommend that the therapist deal with her preg- 
nancy openly and realistically; they believe that working 
through the reactions of both therapist and patient may 
be an effective aspect of therapy. 


THE THERAPIST'S PREGNANCY is a unique, time-limited 
event with profound implications for the therapeutic rela- 
tionship. The pregnancy is physically obvious, cannot re- 
alistically be ignored, and will inevitably lead to an inter- 
ruption or termination of therapy. For many therapists 
and patients it may represent the first time that the real- 
ity of the therapist as a person is confronted. In this paper 
we will discuss the relevance of these issues in the thera- 
peutic interaction. 

The therapist in her first pregnancy must work through 
her changing identity and take the developmental step to- 
ward motherhood. She must integrate the roles of wife, 
mother, and therapist and deal with divided loyalties. 
This necessitates a reexamination and consolidation of 
her previous identifications, and often a search for new 
ones. The therapist must also come to terms with her in- 
creased physical and emotional vulnerability and the con- 
sequent limitations on her capacity for work. Her vulner- 
ability will be manifested in her relationships with 
colleagues and supervisors as well as patients. Finally, 
she must deal with the exposure of an intimate aspect of 
her life—her sexuality. The therapist must resolve these 
issues if she is to be free to continue successful work with 
patients. 


Some of this material was presented at a panel at the 127th annual 
meeting of the American Psychiatric Association, Detroit, Mich., May 
6-10, 1974. 


Dr. Nadelson is Assistant Professor of Psychiatry and Dr. Notman is 


Assistant Clinical Professor of Psychiatry, Harvard Medical School; - 


they are also with Beth Israel Hospital, 330 Brookline Ave., Boston, 
Mass. 02215, where Dr. Nadelson is Associate Psychiatrist and Dr. 
Notman is Psychiatrist. Dr. Arons is Resident in Psychiatry, Massa- 
chusetts Mental Health Center, Boston, and Dr. Feldman is Child Psy- 
chiatrist, Cambridge Guidance Center, Cambridge, Mass. 


The response of any patient to real or fantasied aspects 
of the pregnancy will depend on that patient's previous 
character structure and defenses and current life circum- 
stances. The pregnancy brings up issues of sexual identity 
and parenthood for both male and female patients. It 
may also intensify maternal transference, allowing a re- 
examination of the patient's relationship to his/her own 
mother. A pregnancy characteristically evokes infantile 
feelings, including those of maternal deprivation and sib- 
ling rivalry. Finally, a patient cannot avoid an encounter 
with the therapist as a real and sexual person. 


REVIEW OF THE LITERATURE 


In 1949 Hannett (1) wrote about the various patient re- 
actions to her miscarried pregnancy. She reported that 
each of her patients reacted in the transference according 
to his/her individual psychopathology and investment in 
the treatment. Lax (2), in 1969, compared the reactions 
of male and female psychoanalytic patients during her 
pregnancy. In the six cases she discussed, the men seemed 
to use denial and isolation, while the women suffered a 
“profound transference storm" and ultimately identified 
with the therapist. She explained these differences in 
terms of the differences in psychosexual development. 
Lax also discussed the likelihood of increased counter- 
transference problems and concluded that the analyst 
should attempt to maintain herself as an '*optimal projec- 
tion screen” if not a “blank” one. 

More recently, Paluszny and Poznanski (3) described 
patient reactions to their pregnancies during residency 
training, the most prominent of which were rejection, sib- 
ling rivalry, oedipal strivings, and identification with the 
therapist. Although some patients integrated the experi- 
ence in a useful way, others regressed to relive early in- 
fantile conflicts. 

Benedek (4) has written about the reactions of an in- 
patient staff to her pregnancy. By discussing her own 
plans and expectations for the patients, who were treated 
concurrently by her and the other staff, she helped the 
staff recognize their own feelings about her pregnancy, 
enabling them to deal more effectively with their mutual 
patients. 

The most recent treatment of this subject is by Bal- 
sam (5), who divided the pregnancy into stages, during 
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each of which different issues arise for both the therapist 
and the patient. 


IDENTITY 


A woman enters a new developmental phase during her 
first pregnancy. The woman with a career must integrate 
that role with her role as a mother-to-be. Many personal 
questions are raised that may challenge her existing set of 
defenses and identifications, e.g., ‘Can I be an adequate 
mother and a successful career woman?" “Must I aban- 
don my ‘patient child’ to care for my real child?" “Can I 
handle the physical challenges and logistic problems of 
working and caring for a child?" The woman who turned 
to models other than her own mother during her devel- 
opment must resolve these identity issues without being 
able to learn from her mother in the way other women 
do. 

In subsequent pregnancies, the changes the therapist 
experiences are less dramatic. However, she must deal 
with the complexities of a larger family and increased de- 
mands from more people. 


PHYSICAL AND EMOTIONAL VULNERABILITY 


The physical changes of pregnancy are accompanied 
by many realistic concerns. The therapist may fear that 
she will pay less attention during a session or that she 
may have to leave the office precipitously. As the baby 
grows, its kicking may be distracting. In late pregnancy, 
a distressing fantasy is that the membranes may rupture 
or labor may start during a therapy session. There is an 
added sense of vulnerability for the therapist in the recog- 
nition that she is responding to the needs of the baby. 
Throughout her pregnancy, the therapist may fear that 
something will go wrong, necessitating a sudden change 
of plans. 

The therapist may also find that her moods swing more 
than they did before her pregnancy. This may be the first 
time that she has been aware of any physical or emo- 
tional limitations in her work. The recognition of these 
limitations may be a challenge to her fantasies of omnip- 
otence. Physicians often use counterdependent mecha- 
nisms to handle stress, particularly that resulting from ill- 
ness or disability. This may be even more of a problem 
for the woman physician, who is preselected for traits tra- 
ditionally considered “‘unfeminine,” such as strength, as- 
sertiveness, and independence. 


PROFESSIONAL RELATIONSHIPS 


In most cases, the pregnant therapist will have to ask 
her colleagues for flexibility or special arrangements, 
even if this only entails coverage when she is away. The 
staff of an institution or training program may encourage 
a "heroic" attitude in the therapist and provide little sup- 
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port for her needs for flexibility. For a young therapist in 
an institution where the working arrangements are deter- 
mined by men, limiting her activity may seem to be an 
admission of weakness. Facing her pregnancy realisti- 
cally and having allowances made for her special needs 
may make her feel that being a woman at this important 
period of life means being an inadequate physician or 
therapist. 

To the extent that the pregnant therapist is uncomfort- 
able with her increased emotional lability and personal 
needs, she may blame herself for what she sees as self-in- 
dulgence. She may deny her needs and may even take on 
more work to prove her capability. If the therapist has 
counterphobically overworked to the extent that she has 
decreased her effectiveness, she may feel guilty or de- 
pressed when she perceives her failure. 


Case 1. Dr. B., a 28-year-old psychiatric resident in the final 
weeks of her first pregnancy, was scheduled for the next admis- 
sion. For the first time, she neglected to sign out to anyone when 
she left the hospital. In her absence, a new patient was admitted, 
which she discovered when she was reached at home that eve- 
ning. She had to ask the night-duty resident to do the admission 
work-up. She realized that it was impossible for her to admit 
new patients when it was so close to her estimated date of deliv- 
ery. Her uncertainty as to how much of a commitment she 
could make to a patient when her baby's birth was imminent 
had caused considerable anxiety. She acted in an irrational way, 
leaving without notifying anyone, to avoid directly asking her 
colleagues for help. Once it was clear that she would not be 
asked to assume new responsibilities, she became more relaxed 
on the ward and more available to her patients. 


In an institutional setting the therapist's colleagues, 
both men and women, may feel envious of her pregnancy 
and angry about having to assume extra work. The ex- 
tended training period postpones parenthood for many, 
and they may resent the woman who seems ready to 
handle a family as well as a career. To defend against 
their anger and guilt, they often become oversolicitous of 
their pregnant colleague. 

Men may respond to sexual and maternal feelings 
evoked by their colleague's pregnancy by focusing in- 
creased attention on her physical changes. This may be 
expressed by friendly pats on the therapist's belly or re- 
marks about how beautiful and “earthy” she looks. The 
therapist may experience these responses as evidence of 
caring or as hostile and demeaning, depending on the cir- 
cumstances. Her reaction may be appropriate but may 
also reflect her conflicts about sexuality, motherhood, 
and her professional identity. 


THE THERAPEUTIC RELATIONSHIP 


To most patients, the therapist does not appear to 
change much during the period of therapy. This view of 
the therapist as a static person is related to the child's 
view of parents as timeless grown-ups whose childhood is 


difficult to imagine. The obvious changes in the therapist 
during her pregnancy allow for less denial and enable the 
patient to see her as a real person. 


Sexuality 


It is often difficult for the pregnant therapist to decide 
what to tell a patient about herself and her life. The 
patient may experience some difficulty in dealing with 
facts and feelings about a therapist’s sexuality. Male 
patients may experience the reawakening of fears about 
sexual competence, or competitive feelings toward the 
therapist’s husband. 


Case 2. Mr. Z., a 28-year-old man, became extremely inter- 
ested in a red convertible that appeared in the therapist’s drive- 
way at about the time her pregnancy became apparent. He ad- 
mired the car, which he had decided was her husband’s. A week 
later he became angry and said that he too had a red convert- 
ible, but that it was smailer and older. Why hadn’t the therapist 
noticed his car and admired it? Someone was always outdoing 
him. When the car (which belonged to a visitor) disappeared 
and he realized it was not her husband’s, he spoke about his 
feelings of competition with other men. He was then able to rec- 
ognize her pregnancy for the first time. _ 


Another possibility is the increased awareness of direct 
sexual feelings toward the therapist. 


Case 3. Mr. T., a 23-year-old man, was in treatment because 
of conflicts related to completing law school. He was con- 
stricted and could not assert himself personally or profes- 
sionally. He made no mention of the therapist’s obvious preg- 
nancy until shortly before termination of treatment, when he 
told her with surprising warmth and sadness of his physical at- 
traction to her. The patient was gratified that he could relate in 
this way. He felt that the therapist had given him permission to 
discuss sexual feelings because she obviously was familiar with 
sex, but was at the time married and "safe." 


Loss 


A female patient may envy her therapist’s apparent 
personal fulfillment, since the pregnancy may remind her 
of what she herself has lost or never experienced. She 
may use this time to mourn losses associated with abor- 
tion, the death of a child, or children given up, or to face 
her sadness about children never conceived. 


Case 4. Ms B., a 34-year-old divorced mother of three, was 
hospitalized after her boyfriend left her. Her children included a 
boy and a girl, 13 and 15, both in state-supported boarding 
schools, and a retarded girl, 10, who was in a foster home. A 
fourth child, born after her divorce, had been given up for adop- 
tion immediately after birth. As she observed the therapist’s 
pregnancy, she talked and cried about her own children. She ex- 
pressed her yearning to have babies again but realized it made 
no sense in her present situation, and she was able to use con- 
traceptives for the first time. 


The patient may react to loss with anger and act it out 
in various ways, including becoming pregnant. A preg- 
nancy at this time may be an expression of hostile feel- 
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ings toward the therapist. It may represent a replacement 
of the therapist, or it may be a mature expression of a 
positive identification with the therapist. 


Competition 


Patients may be threatened by the idea that the thera- 
pist will be more committed to her own family than to 
them. The pregnancy may stimulate dreams and fan- 
tasies about the therapist’s domestic life. A female 
patient may experience a revival of her oedipal rivalry 
when she sees the therapist becoming a mother. 


Revival of Early Issues in the Transference 


The unconscious meanings of the pregnancy—the 
therapist’s inevitable absence, the intrusion of the grow- 
ing baby, and the element of danger in childbirth—stim- 
ulate recurrent themes of fear of abandonment, sibling 
rivalry, and anxiety that hostile fantasies may actually 
injure the vulnerable therapist. 

Mother-child relationship. The patient’s maternal 
transference, intensified by the pregnancy, facilitates 
working through an ambivalent mother-child relation- 


ship. 


Case 5. Ms R., a 20-year-old married secretary, sought treat- 
ment because of a concern that she could never be a good 
mother. Her own mother had been a prostitute, her father a 
passive, emotionally unavailable man. She recalled her constant 
fear that she would be rejected by her mother if she did not 
please her. The major issue in treatment was her inability to ex- 
press anger toward her mother or to separate from her. The 
therapist’s pregnancy enabled the patient to see the therapist as 
a giving mother who could tolerate the patient’s negative feel- 
ings. This allowed her to express her anger and fear that she 
would be rejected in favor of the therapist’s child. She began to 
identify with the therapist and, after delivery, became pregnant 
herself. She found to her surprise that she was able to be angry 
with her mother and to feel independent and different from her 
for the first time. 


Fear of abandonment. The fears of abandonment are 
derived from early fantasies or memories. The birth of a 
sibling may have been experienced in the patient’s child- 
hood as a loss of the mother’s exclusive attention. The 
patient may react to the revival of this in the transference 
by becoming anxious about missed or changed appoint- 
ments and, despite reassurances to the contrary, may be 
convinced that the therapist either will not continue to see 
him/her upon her return to work or will not return to 
work. 

Sibling rivalry. Group therapy is likely to foster the de- 
velopment and expression of a variety of sibling issues. 


Case 6. A group of young adults denied the therapist's preg- 
nancy until she mentioned it in the seventh month. Although all 
were aware of it, they had each felt it to be a “personal matter." 
They chose to discuss it in terms of a concrete issue—whether 
to meet in the therapist's absence. In the course of this dis- 
cussion the patients began to argue over who was getting the 
most attention from the therapist. Two patients began a bitter 
struggle that was incomprehensible until after the delivery, 
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when they realized that they represented brother and sister to 
each other. 


Another way for a patient to deal with the sibling issue 
is to identify with the baby. In many patients this reac- 
tion is not readily apparent, since it may be well de- 
fended. It can be expressed under the guise of identifying 
with the therapist. A patient who says, “I want to have a 
baby,” may have the fantasy that a baby will give her the 
love and sense of security she never received, and this 
statement may really mean *'I want to be a baby." 

It may be useful for a patient to realize that he/she is 
identifying with the baby in order to explore infantile 
feelings. However, for some patients this identification 
can be too frightening to face. 

Hostile fantasies. The patient’s hostility toward the 
therapist’s child and envy of the therapist as a mother 
and fertile woman evoke conflict and guilt. This conflict 
may be expressed in the fantasy that words can kill. Psy- 
chotic patients may experience this as a concrete belief 
that their hostility will damage the fetus or the therapist. 
In neurotic patients it may appear in a dream or fantasy. 
Hostility may be denied and/or projected, e.g., “I feel 
that I am a burden to you.” Some patients use isolation 
and reaction formation, becoming solicitous and protec- 
tive toward the therapist. Others avoid hostile feelings by 
terminating treatment. 


Case 7. Ms A., a 23-year-old neurotic woman, was very ex- 
cited about her doctor's pregnancy; she denied any feelings of 
anger toward the unborn child. In the therapist's eighth month 
of pregnancy she reported the following dream: “I came to an 
appointment with you. You were sitting at the table with an- 
other person, paying no attention to me. When I got mad, you 
said, ‘It’s a question of distribution.’ I ran out of the office, 
screaming, ‘Death, death, I wish you'd die.' " When she dis- 
cussed the dream, the word "distribution" reminded her of the 
distribution of weight when one is pregnant. She remembered 
that she saw the words “death, death" and that one was in large 
letters (the therapist) and the other in small ones (the baby). She 
admitted that she must feel angry at the therapist but was not 
aware of it and that often when she was angry at her own 
mother, she feared for her health. This led to meaningful insight 
into her rage at the therapist, her mother, and her younger 
brother and her way of dealing with these feelings by manifest- 
ing great concern for them. 


For some patients, these hostile fantasies may lead to 
acting out and must be interpreted before treatment can 
proceed. 


Case 8. Ms M., a 25-year-old married dancer with a border- 
line personality, had been in treatment for two years when her 
therapist became pregnant. She felt that she herself could not 
consider having children because they would interfere with her 
career. When the therapist became pregnant, she was overcome 
with rage. She felt rejected and unable to tolerate the com- 
petition with the baby. She began to act out in self-destructive 
ways, e.g., gaining weight as the therapist did, ensuring that she 
could not dance. This was her desperate attempt to gain control 
and keep the therapist. She was told that she could not stop the 
baby from coming but that she would not be abandoned. This 
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intervention stopped her acting out and allowed her to resume 
effective therapeutic work. 


Countertransference. If the pregnant therapist, be- 
cause of her own intrapsychic conflicts, fails to recognize 
the impact of her pregnancy on her patients, she may be 
unable to respond appropriately to them. She may misin- 
terpret their concerns as manifestations of their personal 
problems, not considering the possibility that they may in 
fact be related to her own behavior. 

The therapist's increased vulnerability may make it 
difficult for her to tolerate a patient's hostile feelings or 
aggressive action. This can lead to a therapeutic impasse, 
particularly with patients who have a history of overtly 
aggressive behavior. The therapist must be able to recog- 
nize her own anxieties and set appropriate limits on her 
own and her patient's behavior. 


Special Considerations 


Lesbian patients. Lesbian patients sometimes experi- 
ence a particular sense of betrayal with the realization of 
a therapist's pregnancy. For some, the fantasy exists that 
the therapist is also homosexual. The pregnancy, repre- 
senting a confirmation of the therapist's heterosexuality, 
is a rejection of the patient's transference wishes. It may 
also be seen as an implicit criticism of the patient for 
what she may feel to be the depreciated choice of homo- 
sexuality. In some cases this aspect of a highly sexualized 
tranference is extremely difficult for the patient to toler- 
ate or disclose. 


Case 9. Ms F., a woman in her early 20s, had been in treat- 
ment for three years. Her mother was an impulsive, narcissistic, 
and rejecting woman who had been quite promiscuous. The 
patient had formed an intense but cautious attachment to her 
therapist. She had always handled her unresolved longing for 
her mother by finding young women to care for, but this had re- 
mained secret until her therapist became pregnant. When she 
heard about the pregnancy, she felt betrayed—that the therapist 
had chosen *'a dirty man,” as had her mother. The pregnancy 
mobilized her anger toward her mother for her mother's neglect 
and promiscuity. Her experience with the warm and mothering 
therapist was helpful in enabling her to deal with her feelings of 
rejection and inadequacy as a woman. 


Other lesbian patients may envy the baby's intimacy 
with the therapist. ` 


Child patients. For a child, the therapist is very much a 
“real person,” and transference issues are combined with 
the developmental experience of relating to the therapist 
as a person. The child often feels in danger of abandon- 
ment and displacement, a situation which may be quite 
fresh in his/her experience. These fantasies may be diffi- 
cult to express, and the child may not be able to mobilize 
intellectual defenses to deal with anxieties. 

Countertransference problems may complicate the 
treatment. Since the therapist is working through her 
own feelings about maternal identity, a child’s accusa- 
tion, “You are not a good mother to me,” may put a 
strain on her tolerance and objectivity. Children are often 


embarrassing and direct in their questions about sex- 
uality. They may also become physically aggressive, 
striking the therapist as a result of their jealousy of the 
baby. 

Conpditiot with the child's parents is often a counter- 
transference problem. Mothers whose children are in 
treatment often feel guilty and competitive and see the 
therapist as a potentially "better mother." When the 
therapist becomes pregnant, the mother may express her 
hostility by saying, “Now you'll know what it's like.” If 
the therapist already feels that she is’ abandoning her 
patient (who needs her), these accusations may create a 
strain. 


Case 10. A 7-year-old girl was in treatment because of her 
sadness and withdrawal after her father’s death and the birth of 


her baby brother. Her mother had been doubly lost to the child . 


because of her mourning and her attentions to the new baby. At 
the beginning of treatment, the patient continually tested the 
therapist with her provocations. When the therapist became 
pregnant, the child made no reference to it. The therapist, anx- 
ious about the impending separation, which she felt would be 
another desertion of the child, repeated the mother’s way of 
dealing with an intolerable situation by keeping silent and, in ef- 
fect, withdrawing. The child again felt that she had alienated a 
woman with her aggression and became sad and withdrawn. 
When the therapist finally discussed her pregnancy openly, the 
child voiced her worries and her questions about pregnancy 
and sexuality. This brought up concerns about her own mother 
and brother, which were productively explored. 


The therapist’s pregnancy may provide an opportunity 
to introduce the subject of sexuality into the therapy. The 
child has an opportunity to deal with feelings and fan- 
tasies about the mother’s pregnancy and his/her sexual 
identity, as well as with feelings about siblings. The expe- 
rience of relating to a woman who is pregnant and is able 
to talk about it honestly and explore the implications for 
the child may be particularly helpful in a female child’s 
later development. 
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CONCLUSIONS 


We have presented a series of brief illustrations dem- 
onstrating the complex nature of psychotherapy during 
the pregnancy of a therapist. The therapist and her col- 
leagues and patients are confronted with many changes, 
with multiple implications, The therapist is a doctor, 
wife, and mother, and she must juggle these roles. She 
must also face physical limitations that will challenge her 
omnipotent fantasies and evoke dependency issues for 
herself and her patients. 

A pregnancy causes the emergence of special feelings, 
for every woman, which are psychodynamically and so- 
cially determined and which need to be understood. It is 
not possible to predict which issues will be most difficult 
or most productive for any particular patient or thera- 
pist. However, if the therapist remains aware of her 
changing perceptions, conflicts, and needs, she will be 
better able to hear her patient’s concerns as they evolve 
during the pregnancy. She may find that there are certain 
situations within which she is less effective, such as work- 
ing with violent patients or doing abortion consultations. 

Most patients deal productively with conflicts as they 
arise in the context of the pregnancy; in fact, working 
through these conflicts often provides a particularly ef- 
fective therapeutic experience. 
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The authors point out that there is a great need for ade- 
quate prevalence data in the planning of comprehensive 
community alcoholism programs and that such planning 
must be based on the needs of the specific community. 
They present a method for obtaining useful prevalence 
data in a brief period of time and at a modest cost, giving 
examples of how these data can be used in planning a ra- 
tional program for a specific community. 


THIS PAPER REPORTS on a short-term, low-cost, feasible 
method whereby a community group planning alcohol- 
ism services can assess the prevalence of alcoholism in its 
target population. To achieve this goal, it is important to 
recognize that the planning process must allow sufficient 
time to understand the problem of alcoholism within a 
specific community and to assess the need for services be- 
fore the program is actually implemented. This is neces- 
sary if the planning of community services is to be related 
to actual rather than imagined needs. 

Although researchers have previously studied the prev- 
alence of alcoholism and the patterns of alcohol use 
within specific communities (1-7), their studies have 
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taken the form of extensive research projects and have 
not been directed specifically toward program devel- 
opment. 

The National Institute on Alcohol Abuse and Alcohol- 
ism offers an initiation and development grant for the 
planning of comprehensive community services. The 
grant limits funding to $50,000 and imposes a time limit 
of one year. These limitations do not allow a group plan- 
ning for comprehensive community alcoholism services 
to use the extensive methodology used in the studies 
cited. Consequently, a planning group using such a grant 
must devise a method to assess the extent of its commu- 
nity's alcoholism problem that requires limited funding 
and can be completed in a relatively short period of time. 

We will describe a method for conducting a commu- 
nity prevalence survey specifically intended for the pur- 
pose of program planning and will present examples of 
data that can be obtained. We will also discuss the use of 
these data in the actual planning process. 


METHOD 


The Pima County Alcoholism Task Force of Tucson, 
Ariz., is a voluntary planning body of community repre- 
sentatives that was formed for the purpose of implement- 
ing an initiation and development grant awarded to the 
Pima County Health Department by the National Insti- 
tute on Alcohol Abuse and Alcoholism. 

In a limited period of time this task force contacted as 
many community agencies as possible that might have 
come into contact with alcoholics or with their families 
primarily because of a drinking problem. These contacts 
provided the task force with information about the seg- 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the Edi- 
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ment of the total alcoholic population which might be 
characterized as the "visible" problem drinkers. The sur- 
vey was designed not only to identify the visible problem 
drinker but also to obtain information about his or her 
location, general socioeconomic status, age, and ethnic 
background. 

The entire study was conducted by nine part-time com- 
munity liaison representatives employed under the aus- 
pices of the grant. The total cost of the survey was $7,600. 

The nine individuals who conducted the survey were re- 
covered alcoholics, members of families of alcoholics, 
and/or students in the University of Arizona graduate 
program on alcoholism. They were selected on the basis 
of knowledge, tact, and the ability to work with profes- 
sionals. They attempted to contact every community 
agency that might have come into contact with problem 
drinkers or with their families. Upon contacting an 
agency representative, they first explained the purpose of 
the task force, the initiation and development grant, the 
survey, and the proposed program. They then attempted 
to solicit the support of the agency for the survey and 
asked specific questions to obtain data about clients who 
had contacted the agency primarily because of a drinking 
problem during the past two years. 

The information obtained about these individuals in- 
cluded their “block number" of residence (rather than 
the specific address), age, sex, race, marital status, voca- 
tion, and annual income. Although other baseline data 
would have been desirable, these were not uniformly 
available from the majority of the agencies contacted. 

Using this method, the nine part-time employees con- 
tacted more than 200 agencies in a three-month period. 
These included law enforcement agencies, courts, hospi- 
tals, churches, mental health clinics, welfare and social 
service agencies, Indian agencies, adult and juvenile pa- 
role and probation officers, and nursing homes. 


RESULTS 


The task force identified 5,160 visible problem drinkers 
within Pima County, whose total population is 351,000. 
The overwhelming percentage (91 percent) of visible 
problem drinkers identified were men. 

The breakdown of sources of contact among the vari- 
ous types of agencies surveyed is shown in table 1. The 
. survey material enabled the staff to determine the preva- 
lence of visible problem drinkers in the adult population 
in each census tract. 

From the survey data, the task force determined the 
percentage of visible problem drinkers in high, middle, 
and low socioeconomic status groups. Socioeconomic 
status was determined in each census tract from the aver- 
age contract rent and the number of persons per room of 
occupied housing units. The greater the percentage of oc- 
cupied housing units with less than 1.01 persons or more 
per room in a given census tract, the higher the socioeco- 
nomic status of that tract. These results are shown in fig- 
ure l. 
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TABLE I 
Sources of Contact for Identified Problem Drinkers (N 5,160) 








Number of 
Problem Drinkers 

Source of Contact Identified 
Alcoholism Council of Southern Arizona 171 
West Center* 660 
Halfway houses for alcoholic care 416 
Medical agencies 179 
Salvation Army 386 
Social and welfare agencies 330 
Court agencies 178 
Law enforcement agencies 2,840. 





*West Center is a specialized alcoholism detoxification and treatment program. 


FIGURE |! 
Distribution of Problem Drinkers in Relation to Socioeconomic Status 
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The survey data also enabled the task force to deter- 
mine the prevalence of problem drinking in men in rela- 
tionship to racial identity. Tucson is composed of a popu- 
lation of four ethnic groups (Anglo, black, Mexican- 
American, and Indian). As illustrated in figure 2, the con- 
tact rates for problem drinkers within the Indian and 
black male populations were significantly higher than 
those found among Mexican-American and Anglo male 
populations, although the latter predominated in abso- 
lute terms. Furthermore, the age range at which there 
was peak agency contact was younger for the black (ages 
20 to 24) and Indian (ages 30 to 34) populations than for 
the Mexican-American and Anglo populations (ages 40 
to 44). 
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PREVALENCE SURVEY 


FIGURE 2 
` Distribution of Male Problem Drinkers in Four Ethnic Groups 
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A very high percentage (54 percent) of the visible prob- 
lem drinkers were found through their contacts with local 
law enforcement agenices. Table 2 shows that black, 
Mexican-American, and Indian visible problem drinkers 
were much more likely to be identified through contact 
with the police than with other community agencies. This 
is particularly apparent in the younger age groups. In 
contrast, Anglo men of all ages had a much higher in- 
cidence of initial agency contact with non-law-enforce- 
ment agencies. 


DISCUSSION 


The importance of gathering data specific for the com- 
munity for which planning is taking place is illustrated by 
the following examples of how these data were used 
within the planning process. 

Knowledge of the extensive contacts by visible problem 
drinkers with law enforcement agencies, as illustrated in 
table 2, indicated the need to approach these agencies 
about the development of liaison for cooperative plan- 
ning. These data were also helpful in persuading law en- 
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forcement agencies to cooperate in the development of 
the appropriate emergency detoxification services needed 
to take these visible problem drinkers out of the law en- 
forcement system and bring them into the medical and 
community treatment systems. Partially as a result of 
this survey, a law that removed public intoxication from 
the criminal code and provided funds to establish a treat- 
ment system was later enacted in Arizona. 


The high contact rate with visible problem drinkers 
from minority group populations also had implications 
for the planning of staffing patterns. These data helped to 
document the need to employ paraprofessionals, particu- 
larly recovered alcoholics, from minority groups to act as 
ombudsmen and “enablers” helping to bring the minority 
visible problem drinker into the treatment system. 

In addition to providing data on the extent and nature 
of the problem, these data were also used to suggest the 
location of services. The data indicated that a high per- 
centage of visible problem drinkers who would come into 
the program would initially come through the emergency 
service following a law enforcement contact. It was there- 
fore important to make these emergency services acces- 
sible and available to the areas where the highest preva- 
lence of visible problem drinking occurred. A review of 
the census tract data indicated that the highest prevalence 
rate for visible problem drinkers in Tucson was within 
the extended Model Cities neighborhood. Of the 5,160 
problem drinkers identified, 2,065 were from this area. 

These data were invaluable in demonstrating to law en- 
forcement authorities and other interested governmental 
groups the importance of establishing an emergency serv- 
ice facility within that area. The prevalence survey was 
also useful in approaching the Model Cities program 
about participation in the funding of services. 


These examples illustrate the importance in each com- 
munity planning alcoholism programs of developing its 
own data about the extent and nature of the problem in 
its own community. These data are important not only in 
defining local service needs but also in communicating 
with other interested groups whose cooperation in pro- 
gram development is essential. If a community adopts a 
program model from another community without col- 
lecting its own prevalence data, it is less likely to develop 
a program that will be specific to its own community 
needs. Without this prevalence survey in Pima County it 
is unlikely that emergency detoxification services would 
have actually been based within the extended Model 
Cities neighborhood. Instead, they would have been lo- 
cated adjacent to general hospital emergency rooms in 
other parts of the city where the prevalence of visible 
problem drinkers is comparatively low. (The mean preva- 
lence rate for the census tracts where the hospital emer- 
gency rooms are located was 1.26, compared with a rate 
of 3.56 in the census tracts of the extended Model Cities 
neighborhood.) 

An additional value of these data is that they can be 
used as a baseline against which the future effectiveness 
of the program can be assessed. The effectiveness of the 


TABLE 2 
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Contact Rates per 1,000 Population by Age Groups of Men in Four Ethnic Groups 





Age Groups 





Item 





Blacks (N =279) 


Police contacts 95 130 115 85 

Other agency contacts 3 125 i 15 
Indians (N 2281) i 

Police contacts 110 70 80 255 

Other agency contacts 40 50 160 125 
Mexican-Americans 

(N- 608) 

Police contacts 50 45 38 38 

Other agency contacts 7 16 10 12 
Anglos (N =3,460) 

Police contacts 39 28 18 15 

Other agency contacts 3 5 8 25 





program can be measured by its impact on arrest rates 
and the subsequent rehabilitation and elevation of socio- 
economic status of those who are brought into the treat- 
ment system and helped. 

Finally, prevalence data can also raise important ques- 
tions that deserve further study. For example, these data 
lead us to ask: Does problem drinking actually manifest 
itself earlier in blacks and Indians, or are these people 
more likely to be identified earlier because of more 
frequent contact with law enforcement agencies? Another 
question the data lead us to ask relates to the finding that 
while 91 percent of the visible problem drinkers were 
men, most authorities agree that women represent a far 
higher proportion of the total problem-drinker popu- 
lation than 9 percent. Why, therefore, were women repre- 
sented disproportionately in the “hidden” group of prob- 
lem drinkers? 


'" Nonvisible" Problem Drinkers 


As illustrated by the second question, it should be 
noted that an important deficiency in this type of commu- 
nity prevalence survey is the failure to gain a realistic es- 
timate of the nonvisible drinking problem within a com- 
munity. 

The task force attempted to gain this information 
through contacts with clergymen and physicians. Letters 
requesting data were sent to the 150 members ofthe Ecu- 
menical Council of the area. The response was minimal. 
Only eight replies were received, listing 29 contacts. It 
was apparent that person-to-person contact with individ- 
ual clergymen would be necessary in order to obtain data 
from this source. Time and financial restrictions, how- 
ever, precluded this kind of contact. For the same reason, 
contact with individual physicians was minimal within 
the context of this community prevalence survey. 

The reluctance to provide information may reflect the 
attitudinal set of clergymen and physicians who assist 
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75 65 55 50 8 35 12 0 — 
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families and employers in keeping a certain segment of 
the alcoholic population nonvisible. This attitude might 
indicate continued nonacceptance of alcoholism as a dis- 
ease (8). Cumming (9) pointed out the fact that clergy- 
men and physicians both underutilize and are unaware of 
appropriate community resources. 

The true extent of alcoholism within a community can 
be discovered only when a community prevalence survey 
is developed to clearly delineate the nonvisible problem- 
drinker population. According to the findings of this 
study of visible problem drinkers, emphasis in a non- 
visible problem-drinker prevalence survey should be 
given to seeking out those individuals through a careful 
assessment of such caretaking resources as physicians, 
clergy men, industry, labor unions, and schools. In more 
extensive research projects, the ratio of nonvisible prob- 
lem drinkers to visible problem drinkers has been esti- 
mated as 3.5 to 1 (10). 

Since the primary purpose of the type of prevalence 
survey described here is to facilitate the planning of com- 
prehensive alcoholism programs, the initial emphasis on 
gathering data concerning the visible problem drinker 
may be reasonable. This priority may be justified since 
the planning group is primarily interested in developing 
initial programs that will have an impact on those indi- 
viduals who currently place the greatest drain on commu- 
nity resources. It is important, however, that the urgency 
to address the problem of the visible drinker not preclude 
a subsequent appropriate consideration of program plan- 
ning for the nonvisible drinker. 
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Planning for the Development of Comprehensive Community Alcoholism 
Services: IJ. Assessing Community Awareness and Attitudes 


BY ALLAN BEIGEL, M.D., THOMAS R. MCCABE, PH.D., JOHN S. TAMERIN, M.D., MARY J. LOWERY, M.A., 


EDWIN H. CHAPIN, M.S., AND E. JAMES HUNTER, M.S. 


The authors believe that in the development of an effec- 
tive community education and treatment program for al- 
coholism the following dimensions need to be assessed: 1) 
attitudes toward alcohol use and abuse; 2) drinking hab- 
its; 3) awareness of available services and facilities for the 
alcoholic; 4) extent of personal drinking problems; and 5) 
comparative perceptions of alcohol abuse in different eth- 
nic groups. After describing the procedure they devised to 
make these assessments, they present examples of how 
the data gathered can be used in the planning of compre- 
hensive community alcoholism services. 








THIS PAPER DESCRIBES a method by which a group plan- 
ning comprehensive community alcoholism services was 
able to assess its community's attitudes toward alcohol 
use and alcoholism. As noted in our first paper in this se- 
ries (1), although some researchers (2-7) have studied 
community attitudes toward alcohol use and alcoholism, 
their studies have been part of extensive research projects 
not specifically directed toward program development. 
The limited amount of funds and time available to the 
Pima County Alcoholism Task Force of Tucson, Ariz., 
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under an initiation and development grant from the Na- 
tional Institute on Alcohol Abuse and Alcoholism was 
described in our first paper (1). 

Within these limitations, the task force decided that 
answers to the following questions were essential: 

How does the community as a whole and each of its 
four major ethnic groups (Anglos, Mexican-Americans, 
blacks, and Indians) rate the seriousness of alcoholism in 
comparison with other major public health problems? 

What are the drinking habits of the population as a 
whole? 

How aware are members of each of the four major eth- 
nic groups of currently existing services for alcoholics in 


` the community? 


To what extent do members of the community recog- 
nize and acknowledge drinking problems in themselves, 
their families, or their friends, and where would these in- 
dividuals turn for help with a problem? 

How is the alcoholic perceived by the community as a 
whole and by members of each of the various ethnic 
groups? 


METHOD 


Questionnaire Design and Construction 


Comprehensive and lengthy attitudinal surveys used in 
earlier, more extensive research projects (2, 4-10) were 
reviewed to obtain survey items that would best address 
the questions posed by the planning group. Specific ques- 
tions were selected from the attitudinal surveys studied, 
especially the American drinking practices survey of 
Cahalan and Cisin (6), on the basis of their ability to 
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elicit the kind of data that the planning group decided 
were needed. Questions that were perceived as gathering 
data that were not related to practical programming were 
not chosen. 

By this process, a brief two-page form was developed. 
This initial questionnaire was field-tested on a random 
sample of 30 households. As a result, several questions 
were revised. The final questionnaire is available from the 
authors on request. 

The questionnaire was termed a health survey rather 
than a survey on alcoholism to eliminate possible bias in 
the respondents’ rank-ordering of the illnesses listed in 
the first question. The illnesses presented for rank-order- 
ing were arthritis, alcoholism, cancer, drug problems, 
heart problems, mental illness, and “other.” These were 
listed alphabetically with the exception of the inversion of 
arthritis and alcoholism to preclude possible first-item 
bias. Subjects were also asked if any of these illnesses was 
present in a family member in order to control for the 
possible influence on the rankings of a serious health 
problem within the family of a respondent. 

Five questions on the drinking patterns of the respon- 
dents were included. To minimize denial and to ensure 
the greatest accuracy in individual perceptions, a state- 
ment was made before asking these questions regarding 
the normality of drinking as ‘tan accepted part of busi- 
ness and social activity for many people.” To minimize 
reporting errors, respondents were asked to report the 
quantity of beer, wine, or liquor consumed only in the 
week before the interview. 

Four questions were designed to determine the re- 
spondents’ attitudes toward problem drinking and their 
knowledge of community resources. Respondents were 
asked if they or anyone they knew had a drinking prob- 
lem and, if so, whether they were getting help and where. 

The final section of the questionnaire was designed to 
obtain demographic data, including education, employ- 
ment, marital status, religion, ethnic group, and income. 


Selection of Sample and Interviewers 


Data published by the Bureau of the Census for 1970 
were used to classify the census tracts into broad socio- 
economic categories by ranking each census tract for two 
factors—average contract rent and percent of occupied 
housing units with less than 1.01 or more persons per 
room. These criteria were explained at more length in our 
first paper (1). With the census tracts ordered in this 
manner, percentiles were determined so that approxi- 
mately 25 percent of the adult population of the county 
was included in the tracts having smaller rank values 
(i.e., lower socioeconomic group), 50 percent in the tracts 
having intermediate rank values (i.e., middle socioeco- 
nomic group), and 25 percent in the tracks having larger 
rank values (i.e., upper socioeconomic group). 

A sampling ratio of 1 to 115 was selected to assure a 
maximum estimation error of .01 at the 95-percent level 
of confidence. The number of blocks required within each 
census tract to yield the designated ratio of the adult pop- 
ulation was calculated. 

Male and female interviewers were recruited from the 


TABLE 1 

Comparative Distribution of Pima County Population (N — 228,091 ) and 
Sample Studied (N — 1,975) by Sex, Ethnic Group, and Age Group, in 
Percents 








Pima County 
Item Population Sample Studied 
Sex 
Male 47.8 38.3 
Female 52.2 61.7 
Ethnic group 
Anglos 76.5 78.6 
Mexican-Americans 17.2 14.5 
Blacks 2.9 3.8 
Indians 2.5 1.7 
Others 0.9 0.9 
Refused to answer — 0.5 
Age group (in years) 
Under 20 5.97 6.63 
20-24 13.89 14.48 
25-29 9.86 11.24 
30-34 8.30 9.92 
35-39 8.04 10.17 
40-44 8.28 10.78 
45-49 8.61 8.25 
50-54 7.93 7.14 
55-59 7.04 5.27 
60 and over 22.08 15.49 
Refused to answer — 0.63 





University of Arizona Employment Service and from a 
group of community liaison representatives who had al- 
ready been hired on a part-time basis to conduct the com- 
munity alcoholism prevalence survey described in our 
first paper (1). 

Those recruited were taught interviewing techniques 
during an orientation period to ensure uniform inter- 
viewing practices. A letter of identification and written 
instructions prepared for ready reference in the field were 
given to each interviewer. (Copies are available from the 
authors on request.) 

Interviews were scheduled for weekday evenings and 
weekends to maximize the number of male respondents 
reached, thereby equalizing the male-female respondent 
ratio. In addition, interviewers were instructed to address 
themselves, when possible, to the husband when both hus- 
band and wife were seen. 

Interviewers were matched ethnically and socially as 
closely as possible with the survey population. 


Survey Sample 


In 1970, the adult population in Pima County, Ariz., 
was 228,091. On a | to 115 ratio, the actual sample was 
1,983; 1,975 interviews were completed. Comparative 
percentage distributions of the total Pima County adult 
population and the sample studied by ethnic group, age 
group, and sex are shown in table 1. Differences between 
the Pima County adult population and the sample popu- 
lation were not significant at the .05 level in any category. 
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RESULTS 
Alcoholism as a Community Health Problem 


The data gathered in the interviews were first analyzed 
to determine community attitudes toward the seriousness 
of the problem of alcoholism in comparison with other 
community health problems. Drug problems were re- 
garded by the majority of the respondents as the most se- 
rious health problem, followed by cancer, alcoholism, 
heart problems, arthritis, and mental illness (see table 
2). However, when these rankings were examined by eth- 
nic group a considerable difference was noted. Whereas 
alcoholism was ranked. as the most serious health con- 
cern by the Indian population and as the second most se- 
rious by the black and Mexican-American populations, it 
was ranked fourth by the Anglos. 


Drinking Habits 


Of the 1,975 respondents, 523 (26.5 percent) indicated 
that they had never consumed alcohol. The remaining 
1,452 respondents indicated that they had at some time in 


TABLE 2 
Rankings of Seriousness of Health Problems by Ethnic Group 








Rankings* 
Mexican- 
Anglos Blacks Americans Indians Com- 

Health Problem = (N-« 1,553) (N« 75) (N=287) (N«33) posite** 
Arthritis 5 5 6 3 5 
Alcoholism 4 2 2 l 3 
Cancer 2 4 5 6 2 
Drugs l l ] 2 l 
Heart problems 3 3 4 5 4 
Mental illness 6 6 5 4 6 





*| indicates most serious; 6, least serious. 
**For total sample (N = 1,948). 


TABLE 3 


their lives consumed either beer, wine, or liquor. Forty- 
nine percent of the total population and 68 percent of the 
total drinking population had had at least one drink dur- 
ing the week preceding the interview. Of the 971 adults 
who reported drinking during the preceding week, 38 per- 
cent reported drinking on only one day during the week 
while 16 percent reported drinking on each of the preced- 
ing seven days. 


Knowledge of Available Services 


A majority of the respondents (60.5 percent) were 
aware of Alcoholics Anonymous (AA) as a community 
resource to help problem drinkers (see table 3). A smaller 
percentage, 37.1 percent, recognized medical assistance 
as appropriate for drinking problems. However, of those 
who recognized medical assistance as appropriate, 83 
percent would turn to a medical service if help were 
needed (see table 4). In contrast, only 61 percent of those 
who recognized AA as an available resource would turn 
to it for help if a serious drinking problem developed in 
themselves or a member of their family. 

The remaining facilities and services mentioned were 
recognized to a much smaller degree as sources of help. 
Only 12.7 percent of the group sampled were aware that 
help was available from clergymen, and only 8.1 percent 
recognized the availability of psychiatric or psychological 
services and facilities for problem drinkers. 

When the total responses were analyzed according to 
ethnic. group (see table 3), several discrepancies were 
noted. The awareness of AA was substantially less 
among blacks, Mexican-Americans, and Indians in com- 
parison to Anglos. Although the number of American In- 
dians sampled was small, it-is of great interest that this 
group, which ranked alcoholism as the most serious 
health problem, had considerably less knowledge of 
available services than the other three ethnic groups. The 
difference was particularly striking with regard to the 
limited awareness of the availability of medical, psychiat- 
ric, and psychological services among Indians. 


Comparison of General Knowledge of Facilities and Services Available by Ethnic Group 

















Anglos Blacks Mexican- Americans Indians Total 
(N= 1,553) (N=75) (N =287) (N=33) (N = 1,948) 
Facility or Service Known N Percent N Percent N Percent N Percent N Percent 
Alcoholics Anonymous i 999 64.3 29 38.7 140 48.8 10 30.3 1,178 60.5 
West Center* 193 12.4 3 4.0 16 5.6 l 3.0 213 10.9 
Council on Alcoholism 5 0.3 — — — 5 0.3 
Salvation Army 14 0.9 — 1.3 5 1.7 — — 19 1.0 
Medical facilities and services f 593 38.2 36 48.0 89 31.0 5 15.1 723 37.1 
Psychiatric or psychological services 151 9.7 3 4.0 4 1.4 — — 158 8.1 
Clergymen and other religious services 225 14.5 4 5.3 14 “4,9 4 12.1 247 12.7 
Police 5 0.3 — — 4 1.4 — — 9 Q.5 
Family 92 5.9 6 8.0 1 2.4 2 6.1 107 5.5 
Social and welfare agencies 44 2.8 — — 9 3.1 11 33.3 64 3.3 
"I don't know" 191 12.3 13 17.3 54 18.7 14 42.4 272 14.0 








*West Center is a specialized alcoholism detoxification and treatment program. 
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Awareness of Problem Drinkers and Attitudes Toward 
the Alcoholic 


Thirty-five percent of those questioned reported that 
they knew someone who was a problem drinker. Thirty- 
two percent of these problem drinkers were relatives of 
the individuals questioned. Of the identified 841 problem 
drinkers (some respondents identified more than one 
problem drinker), 23 percent were said to be receiving 
some form of help and 49 percent were known to be re- 
ceiving no help. The treatment status of the remaining 28 
percent was unknown. 

Of all those interviewed, 37.5 percent described the 
problem drinker as sick or diseased whereas 21.1 percent 
saw him as having no willpower. 

Comparable percentages of Anglos, blacks, and Mexi- 
can-Americans characterized the alcoholic as sick or dis- 
eased. However, among those who did not perceive the 
alcoholic as sick, an interesting ethnic differential ap- 
peared. Mexican-Americans were more than four times 
as likely to characterize the problem drinker as having no 
willpower as to perceive him as emotionally ill. The An- 
glo population, on the other hand, was almost as likely to 
characterize the alcoholic as being emotionally ill as to 
describe him as having no willpower. The attitude of 
black respondents more closely approximated that of the 
Mexican-Americans than the Anglos. The Indians sam- 
pled did not recognize the concept of mental illness as 
relevant to the problem of alcoholism. (See table 5.) 


DISCUSSION 


As mentioned earlier, the questionnaire was field- 
tested on 30 randomly selected households. Our primary 
purpose was to test the wording of some questions. The 
results of this pretesting were remarkably consistent with 
the findings in the larger sample. For example, in the pre- 
test alcoholism ranked as the third most serious among 
the six health problems. Eighty percent of the pretest re- 
spondents (24 of 30) indicated that they had consumed al- 
cohol at least once in their life, and 40 percent (12 of 30) 


TABLE 4 
Preferred Sources of Help for Drinking Problems (N= 1,975) 











Facility or Service Preferred Number Percent 
Alcoholics Anonymous 726 36.8 
Medical facilities and services 609 30.8 
- Clergymen and other religious services 203 10.3 
Family 106 54 
Psychiatric or psychological services 90 4.6 
West Center* 54 2.7 
Social and welfare agencies 33 1.7 
Police 5 0.3 
Council on Alcoholism 2 0.1 
Salvation Army 1 0.1 
"I don't know" 272 13.8 


viewed the alcoholic person as sick. These results were 
substantiated in the larger sample. 


Alcoholism as a Health Problem 


In evaluating the extent to which alcohol was perceived 
as a health problem in Pima County, this survey revealed 
that Indians rated alcoholism as the most serious health 
problem in the community. Blacks and Mexican-Ameri- 
cans rated it as the second most serious problem, ahead 
of heart disease and cancer. It is significant that blacks, 
Mexican-Americans, and Anglos rated drugs as the num- 
ber one health problem. 

This finding indicates that the perceived seriousness of 
a community health problem is not necessarily related to 
the mortality associated with the disease. Rather, these 
data suggest that the perceived seriousness of a health 
problem may be related to other, primarily psychologi- 
cal, issues. For example, the illegal activity associated 
with drug abuse and/or the prominence given to the im- 
pact of drugs on youth may have been more important 
than morbidity or mortality in leading to the perception 
that drugs were the most serious health problem. 

It is of interest that drugs were seen as the major com- 
munity health problem by the population as a whole 
while alcoholism was third for the total population and 
fourth for the Anglo population, which represented over 
75 percent of the respondents. The relatively low impor- 
tance assigned by the Anglo population to the problem of 
alcoholism in contrast to “drugs” suggests the need for a 
continuing emphasis in educational programs that alco- 
hol is in fact a drug. This approach may limit the arti- 
ficial distinction that the Anglo community appears to 
make between alcohol abuse and drug abuse and may in- 
crease the awareness that alcoholism is at least as serious 
a public health problem as drug abuse. 


TABLE 5 


Comparison of Descriptions of Problem Drinkers by Ethnic Group, 
in Percents {N = 1,948} 





Mexican- 
Anglos Blacks Americans Indians 
(N = 1,553) (N = 75) (N = 287) (N = 33) 


Description of Problem 
Drinker* 





Person is sick (disease 


concept) 37.3 36.0 37.6 51.6 
Person has no willpower 18.7 24.0 32.1 42.4 
Person is mentally or 

emotionally ill 16.2 9.3 7.7 — 
Person has addiction or 

compulsion 4.6 1.3 1.7 — 
Person has no morals 32 2.7 2.1 — 
Person is immature; cannot 

take responsibility 1.7 — 1.0 — 
Person has physical illness 2.6 — 0.3 — 
Person has social or family 

problems 2.3 4.0 0.7 = 
“I don't know” 3.7 8.0 4.9 3.0 
Other 21.1 24.0 20.2 15.2 





*West Center isa specialized alcoholism detoxification and treatment program. 


* Descriptions are ranked from top to bottom of table. 
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Drinking Habits 


The abstinence rate for Pima County was 26.5 percent. 
This is somewhat higher than that reported by 
Room (11), 23 percent, and by Mulford and Wilson (8), 
24 percent, but lower than that reported by Cahalan and 
Cisin (6), 32 percent, in similar community prevalence 
surveys. 

Sixteen percent of the 971 adults who reported drink- 
ing during the week preceding the interview indicated 
that they drank every day. This level of drinking behavior 
has been acknowledged by authorities in the field to be 
problem drinking (4, 8); however, in another part of the 
questionnaire, only one-third of these individuals actually 
characterized themselves as fairly heavy or heavy drink- 
ers. This would suggest that two-thirds of the problem 
drinkers sampled denied that they had even a mild drink- 
ing problem. This type of denial must be the focus of any 
adequate community consultation and education pro- 
gram. 


Knowledge of Available Services 


The findings of this survey provide a baseline against 
which a planning group can evaluate the efficacy of an 
educational campaign designed to increase the commu- 
nity’s awareness of services and facilities. 

Specific implications that can be of immediate benefit 
to the community can also be drawn from these data. For 
example, it is apparent that although AA is well known, 
its recognition could be increased, particularly among In- 
dians and blacks. If this lack of awareness among minor- 
ity groups is related to the fact that AA is seen as a white 
organization, an effective community alcoholism pro- 
gram should involve meetings with local AA chapters to 
facilitate the development of programs that will be seen 
as more relevant by these minority groups. 

Furthermore, the finding that only about 10 percent of 
the population was aware of an existing specialized alco- 
holism detoxification program (West Center) is an ex- 
cellent example of how a survey of this type can reveal to 
planners who are attempting to develop new programs 
that the community is relatively unaware of a facility al- 
ready in existence. The same is also true of the commu- 
nity’s lack of awareness of the local Council on Alcohol- 
ism. 

Finally, the small percentage of the population who 
would turn to psychiatric and psychological services sug- 
gests the remoteness of these services to many of the mi- 
nority groups. The relatively limited recognition of 
clergymen as a resource suggests another focus for com- 
munity educational programs. 


Awareness of Problem Drinkers 


These data reveal that 49 percent to 77 percent of the 
individuals identified as having drinking problems were 
, either receiving no treatment or their treatment status 
was unknown. This finding confirms our previous obser- 
vation (1) that a significant proportion of those with 
drinking problems in Pima County were nonvisible be- 
cause of their failure to utilize existing treatment re- 
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sources. This would suggest that mere availability of 
services is not sufficient. Innovative outreach strategies 
designed to break down the barriers that exist between 
the significant proportion of the drinking population and 
avallable treatment resources need to be developed if 
comprehensive alcoholism programs are to help a signifi- 
cant number of the problem-drinker population. 


Attitudes Toward the Alcoholic 


These data suggest the inappropriateness of gener- 
alizing about a total community's attitude toward alco- 
holism without separately examining the attitudes of 
various ethnic groups within that community. For ex- 
ample, Mexican-Americans, blacks, and Indians in Pima 
County viewed alcoholism as a more serious health prob- 
lem than did Anglos. Furthermore, Mexican-Americans 
and Indians were more likely to attribute problem drink- 
ing to a lack of willpower than were Anglos. The per- 
sistence of this willpower concept among Mexican- 
Americans and Indians suggests the need for a special- 
ized public education campaign directed particularly to- 
ward these minority groups and designed to alter this 
view. It is also interesting that less than 2 percent of 
blacks or Mexican-Americans characterized the alco- 
holic as addicted despite the fact that alcoholism is the 
major form of addiction in America today. 


SUMMARY 


The results of our community survey in Pima County, 
Ariz., revealed that 73.5 percent of the population re- 
ported that they drank alcoholic beverages. Sixteen per- 
cent of those who drank each week reported daily drink- 
ing; however, two-thirds of the respondents who 
described drinking practices considered to be consistent 
with problem drinking did not characterize themselves as 
problem drinkers. 

The disease concept of alcoholism was the most preva- 
lent perception of the problem, followed by the idea that 
alcoholics lack willpower. The two community resources 
most familiar to this population as sources of help for al- 
coholics were AA and medical facilities, which were also 
the two services to which individuals would most fre- 
quently turn for help. Attitudes concerning the serious- 
ness of alcoholism as a health problem varied with ethnic 
groups. 

This survey revealed ethnic differences in attitudes and 
in the degree of awareness of community services and fa- 
cilities and suggests the importance of individualized 
community education and treatment programs. 
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The CAGE Questionnaire: Validation of a New 


Alcoholism Screening Instrument 


BY DEMMIE MAYFIELD, M.D., GAIL MCLEOD, M.S.W., AND PATRICIA HALL, M.S.W. 





The CAGE questionnaire, a new brief alcoholism screen- 
ing test, was administered to all patients {N = 366; 39 
percent alcoholic) admitted to a psychiatric service over a 
one-year period. The authors indicate that the CAGE 
questionnaire is not a sensitive alcoholism detector if a 
four-item positive response is the criterion; however, ifa 
two- or three-item criterion is used, it becomes a viable 
rapid alcoholism screening technique for large groups. 





A NUMBER of investigators have attempted to devise a vi- 
able screening questionnaire for the detection of alcohol- 
ism (1, 2). None of these questionnaires meets all the re- 
quirements of brevity, ease of administration, sensitivity, 
and validity desired in such an instrument. Ewing and 
Rouse (3) have developed a questionnaire that promises 
to correct many of the shortcomings of previous alcohol- 
ism screening instruments. The CAGE questionnaire, 
consisting of four questions of a nonincriminating nature, 
appears in preliminary studies to be a sensitive indicator 
of covert problem drinking. We conducted the following 
study in order to further evaluate the usefulness of the 
CAGE questionnaire. 


At the time this work was done, the authors were with the Veterans Ad- 
ministration Hospital, Durham, N.C., where Dr. Mayfield was Assis- 
tant Chief, Psychiatry Service, and Mses McLeod and Hall are staff so- 
cial workers. Dr. Mayfield is now Chief, Psychiatry Service, Veterans 
Administration Hospital, Providence, R.I. 02908, and Professor of Psy- 
chiatry, Brown University Program in Medicine, Providence. 


METHOD 


The study was conducted on the Psychiatric Service of 
the Veterans Administration Hospital, Durham, N.C., a 
500-bed university affiliated general hospital. The Psychi- 
atric Service is an 80-bed acute inpatient facility with no 
specifically designated program for alcoholics, but alco- 
holic patients are regularly treated on an individual basis 
intermixed with the general psychiatric population. 

After admission, patients receive diagnostic evaluation 
by a team of staff and resident psychiatrists, social work- 
ers, psychologists, nursing personnel, and personnel from 
a variety of other disciplines, plus medical and social 
work students and psychology trainees. Social workers 
routinely collect information from family or other infor- 
mant sources and incorporate this information into the 
work-up and treatment plan. Length of stay varies from 
one week to six months, averaging approximately six 
weeks. 

Each patient admitted to the Psychiatric Service over a 
one-year period was interviewed by a psychiatric research 
technician one to seven days following admission. The in- 
terview consisted of a standardized introduction and a se- 
ries of 16 questions of a benign and indifferent nature 
(education, marital status, etc.), with the CAGE ques- 
tions included. The CAGE questions are: "Have you ever 
felt you should cut down on your drinking?" “Have 
people annoyed you by criticizing your drinking?" “Have 
you ever felt bad or guilty about your drinking?" “Have 
you ever had a drink first thing in the morning to steady 
your nerves or get rid of a hang-over (eye-opener)?" Two 
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other alcohol-related questions, asked before the CAGE 
questions, were: “Do you ever drink?” “Does your wife 
ever drink?” 

Following discharge, each patient’s name was placed 
on a list maintained by the social worker (G.M., P.H.) 
covering that patient’s ward area. The social worker cate- 
gorized the patient as alcoholic or nonalcoholic on the 
basis of diagnostic formulations by the multidisciplinary 
team from the information collected from the patient and 
from informant sources. The alcoholic/nonalcoholic cat- 
egorization was subsequently correlated with the CAGE 
responses. The alcoholism designation was correlated 
with the response to each of the CAGE questions and 
with the questionnaire as a one-, two-, three-, or four- 
item instrument. The statistical analysis was accom- 
plished by using the phi coefficient of correlation for cor- 
relation of a true dichotomy with a dichotomized vari- 
able (4). 


RESULTS 


Three hundred sixty-six patients were evaluated over 
the one-year period. The patients were predominantly 
male (99 percent), white (77 percent), and middle-aged 
(63 percent between 35 and 55 years), ranging in age from 
19 to 75 years. Lower socioeconomic classes (5) were 
overrepresented (classes IV and V = 73 percent), and up- 
per classes were underrepresented (classes I and II = 7 
percent). Sixty percent of the subjects were married, 16 
percent separated or divorced, 2 percent widowed, and 22 
percent single. 

Of the 366 patients, 79 percent were alcohol users and 
21 percent were abstainers, while 33 percent of their 
spouses were alcohol users and 67 percent were abstain- 
ers. Of the 366, 39 percent were categorized as alcoholics 
and 61 percent as nonalcoholics. Table 1 shows the re- 
sponses of the alcoholic and nonalcoholic patients to the 
CAGE questionnaire. Used as a complete four-item 
questionnaire, there were no false positives, but only 37 
percent of the alcoholics were appropriately identified, 
and the correlation was rather unimpressive (r = .65). 
Using two or three positive responses as criteria, how- 
ever, yielded a rather impressive correlation coefficient (r 
= .89). 

The question “Have people annoyed you by criticizing 
your drinking?” had substantially lower power as a pre- 
dictive criterion than did the other three CAGE ques- 
tions, primarily because 50 percent of the alcoholics 
failed to answer it affirmatively. 

We carefully examined the individual records of those 
patients who were most clearly misidentified by their 
CAGE responses (alcoholics who scored zero or one pos- 
itive response and nonalcoholics who scored three posi- 
tive responses). Fourteen patients categorized as alcohol- 
ics gave negative responses to all CAGE questions. Of 
these, seven were psychotic—four with functional psy- 
choses (three schizophrenic and one manic patient) and 
three with organic brain syndromes. The other seven 
patients manifested competent mental status. 
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TABLE I 


Comparison of Positive CAGE Responses of Alcoholic and 
Nonalcoholic Patients, in Percents 





Alcoholic Nonalcoholic 





Patients Patients Correlation 
CAGE Questions (N«142) (N «224) Coefficient 
Number of positive responses 
37 0 .65 
3 30 (67*) 2 .89 
2 14 (81*) 9 (11*) .89 
1 9 (90*) 10 (21*) .85 
0 10 . 79 .85 
Type of question 
Cut down 87 16 .88 
Annoy 50 8 .60 
Guilty 76 7 .89 
Eye-opener 63 4 .83 








* Cumulative percent. 


Twelve patients categorized as alcoholics gave positive 
responses to only one CAGE question. Of these, six were 
psychotic (two schizophrenic and two manic patients and 
two patients with organic brain syndromes). The mental 
status of the remaining six alcoholics was not remark- 
able. 

Five nonalcoholic patients gave positive responses to 
three CAGE questions. All of these patients were clearly 
incompetent to give valid responses because of psychotic 
status at the time of the interview. (Four were schizo- 
phrenic, and one had an organic brain syndrome.) 


COMMENT 


The CAGE questionnaire is brief and easy to adminis- 
ter, comparing quite favorably in this regard with the 
Michigan Alcoholism Screening Test (MAST) (1) and a 
shortened version of the MAST (2). The CAGE ques- 
tionnaire also appears to be less intimidating to the re- 
spondent than either version of the MAST. 

Our work indicates that the CAGE questionnaire is 
not a sensitive detector of alcoholism if a complete, four- 
item response is the sole criterion. Its sensitivity is im- 
pressive, however, if a two- or three-item positive re- 
sponse is accepted as the criterion. Elimination of those 
subjects who are clearly incompetent to give a valid re- 
sponse (schizophrenic and manic patients and those with 
organic brain syndromes) would further strengthen the 
sensitivity and validity of the CAGE as an indicator of al- 
coholism. Development of a weighted scoring system 
would probably also improve the validity of the question- 
naire. 

Our delineation of alcoholism, based on a comprehen- 
sive multidisciplinary evaluation of the patient over a pe- 
riod of time and using available informant sources, 
seems to be a practical criterion against which to validate 
an instrument for the detection of alcoholism or problem 
drinking. The questionnaire needs further evaluation in 


different populations and different settings, but it appears 
to be a very promising technique for rapid screening of 
alcoholism in large groups. 
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To Drink or Not To Drink: An Experimental Analysis of Group 


Drinking Decisions by Four Alcoholics 


BY MARK S. GOLDMAN, PH.D. 


The author reports on a study that examined the effects 
of social influence on the initiation, maintenance, and ter- 
mination of drinking in a group of four men who were 
chronic alcoholics. These men made decisions in a group 
setting about alcohol and cigarette use for which they 
earned reinforcement points redeemable for drinks and 
cigarettes during the study or for money at its end. Deci- 
sion making delayed the initiation of drinking and tended 
to lower overall alcohol consumption during a period of 
prolonged drinking but was not effective in inducing early 
termination of the drinking episode. Mood disturbances, 
physical symptoms, and psychopathology became more 
pronounced when the amount of alcohol consumed in- 
creased. The extent of decision making changed during 
times of high motivation for drinks or cigarettes; these 
decisions were mainly a function of individual leadership. 
In the light of these findings, the author discusses the pos- 
sible utility of the group decision-making model as a tool 
for the treatment of alcoholism. 





THE PRESUMPTION that social factors play a major role in 
the etiology and maintenance of chronic alcoholism is 
now well supported in the literature on alcoholism (1-3). 
However, most efforts to clarify the role of social factors 
in alcohol addiction to date have depended on field obser- 
vations in natural settings. Recently, two groups of labo- 
ratory-based experimenters have begun to examine the 
effects of social behavior on consequent drinking behav- 
ior, but these have not yet focused on the reciprocal rela- 
tionships between drinking and interpersonal behav- 
ior (4-7). 


The extensive experimental literature on small-group 
dynamics offers methods by which reciprocal relation- 
ships between drinking behavior and small-group phe- 
nomena can be explored. [n particular, the work of Wal- 
lach and associates (8, 9), which explored the effects of 
group decision making on willingness to come to risky 
decisions, and that of Schachter (10), which studied com- 
munication patterns between regular and deviant group 
members during decision making, seem to offer appropri- 
ate models for this purpose. 

The study on which this paper reports examined the 
behavior of four male chronic alcoholics who lived to- 
gether in a laboratory environment for 25 days. At cer- 
tain times during the study, their drinking and smoking 
behavior depended on group decisions; drinking and 
smoking at other times were a function of individual deci- 
sions. The study was undertaken to explore reciprocal 
relationships between group behavior and the social, af- 
fective, and drinking behavior of the four chronic alco- 
holics who participated in the study. Because group deci- 
sions to initiate, maintain, and terminate a period of 
prolonged drinking were required, group behavior during 
an entire episode of drinking could be subjected to de- 
tailed examination. 


Based in part on a dissertation submitted to Rutgers University, New 
Brunswick, N.J., in partial fulfillment of the requirements for the Ph.D. 
degree in psychology. 

Dr. Goldman is Assistant Professor, Department of Psychology. 
Wayne State University, Detroit, Mich. 48202. 


This study was supported by research grant MH-18850 from the Na- 
tional Institute on Alcohol Abuse and Alcoholism to Peter E. Nathan, 
Ph.D. 


Am J Psychiatry 131:10, October 1974 1123 


EXPERIMENTAL ANALYSIS OF GROUP DRINKING 


METHOD 
Subjects and Setting 


Allman, Taylor, and Nathan (4) described in detail the 
Alcohol Behavior Research Laboratory and its standard 
criteria for subject selection. The subjects in the present 
study were four men who were *gamma"-type (11) alco- 
holics. All of them were considered therapeutic failures 
and were recruited from New Jersey state facilities. All 
had at least a five-year drinking history, all were free of 
physical disease, including organic brain damage, and 
none had ingested alcohol for at least two weeks before 
the beginning of the study. 

Brief demographic data on the four men are as fol- 
lows: Subject 1 was a 41-year-old divorced man with a 
6th-grade education who worked from time to time as a 
short-order cook and had a history of alcohol abuse that 
went back 20 years. Subject 2 was a 37-year-old former 
baker who was separated from his wife. He had a 9th- 
grade education and a 15-year history of alcohol abuse. 
Subject 3 was a 35-year-old single former mechanic 
whose education included 12th grade and 2 years of re- 
ligious seminary. He had an 18-year history of alcohol 
abuse. Subject 4 was a 51-year-old divorced carpenter 
with a 12th-grade education and a 35-year history of al- 
cohol abuse. 

The subject area of the laboratory was composed of 
four individual bedrooms, a dayroom, a bar area, and a 
bathroom. The bar was tended by a male research assis- 
tant between 6:10 and 10:10 each evening, although the 
men had free access to drink dispensers at all times dur- 
ing the drinking periods. During drinking periods, com- 
puter-controlled equipment dispensed 30-cc. shots of 
blended whisky (48 percent alcohol) either at the bar or in 
the bedrooms. Blood alcohol levels (BALs) were moni- 
tored with a Breathalyzer (4). Subjects were at no time 
permitted to drink above an estimated BAL of 260 mg./ 
100 ml. 


Procedure 


Experimental days began at 7:10 a.m. and, except for 
the brief initiation period described below, were struc- 
tured into eight decision-making intervals of 130 minutes 
each. Each interval began with a 10-minute decision pe- 
riod, during which the men met as a group. At this time, 
they received feedback on their performance during the 
last interval, were informed as to whether the coming in- 
terval required an individual or a group decision, filled 
out mood instrument scales, which included what they 
privately wished the coming decision would be (the be- 
fore-discussion indication), and then were left for 5 min- 
utes to work out their decision on drinking. They then in- 
dicated their decision, filled out more questionnaire 
items, which included what they privately wished the 
group decision had been (the after-discussion indication), 
and then were left alone for the remaining two hours of 
the decision interval. During this time their consumption 
of alcohol was carefully monitored. Three of the eight 
daily decisions were randomly assigned as individual de- 
cisions—each man set his own level of consumption for 
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the next two hours. The remainder were group deci- 
sions—all four men were required to negotiate a common 
level of alcohol consumption. Reinforcement points, re- 
quired for purchasing drinks, cigarettes, and socializa- 
tion, were earned according to the schedules summarized 
in appendix |. Points were awarded to each man only if 
he did not violate his own individual decision or if none of 
the men violated a group decision. 

The major variables incorporated into the overall de- 
sign of the study were as follows: 

1. Decisions as to the use of cigarettes or alcohol were 
made. Cigarette decisions were made during the pre- 
drinking and postdrinking periods to provide data on 
group process during sobriety before and after a drinking 
episode. Cigarette decisions were also made during the 
period of free access to drinks (ad-lib drinking period) 
so as to vary the dailv routine as little as possible from 
the maintenance drinking periods. During the mainte- 
nance drinking period, group and individual decisions 
about drinking were made. 

2. Each of the major phases of the study, except initia- 
tion and termination, was divided into periods of social- 
ization, during which free access to all ward areas was 
permitted, and isolation, during which the men were 
charged 10 points for each 15 minutes spent outside their 
rooms. Isolation periods provided a measure of the sub- 
jects’ willingness to socialize and, in addition, provided 
for assessment of the importance of face-to-face contact 
in adhering to group decisions. 

During the open-ended initiation phase, group deci- 
sions were made every 30 minutes to determine whether 
the group wished to begin drinking during the next half 
hour. Each man earned 30 points for every half hour that 
the group abstained from drinking. 

At the beginning of the termination period, subjects 
were told that drinking would have to terminate within 
four days, that they would continue to meet every two 
hours for decisions, and that no positive reinforcement 
could be earned until they had all stopped drinking. 
When this happened, each would earn $2.50 of actual 
U.S. currency for every two hours between the time they 
permanently abstained and the end of the period. 


Measures 


Data were gathered with the following instruments and 
procedures: 

l. Consumption measures. Information on temporal 
and quantitative aspects of cigarette smoking was gath- 
ered by direct observation. The computer was pro- 
grammed to record each subject's use of the drink dis- 
pensers and the amount of time each spent out of his 
room during isolation. 

2. Observational and self-report instruments. Subjects 
completed a card-sort of standard Mood Adjective 
Check List (MACL) items (12, 13) twice each day. This 
measure assesses seven self-reported mood state factors: 
anxiety-tension, depression-dejection, confusion, vigor- 
activity, anger-hostility, friendliness, and fatigue-inertia. 
A shortened version of the MACL was given following 
every decision. Subjects' liking for each other was self-as- 
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sessed by means of a questionnaire, the frequency of their 
speech in group discussions was recorded, and the kind 
and location of their behavior was measured by behav- 
oral observation scales, all in ways and at times outlined 
above. The 17-item form of the Wittenborn Psychiatric 
Rating Scales (WPRS) (14, 15) was completed by an ad- 
vanced graduate student in clinical psychology every 
other evening during all phases of the study except initia- 
tion and termination, when it was completed every eve- 
ning. The 17-item WPRS provides data on six major syn- 
drome factors: anxiety, somatic-hysterical, obsessive- 
compulsive-phobic, depressive retardation, excitement, 
and paranoia. 

3. Physical and physiological measures. A measure of 
ataxia (6) was administered four times a day shortly after 
a standard digit-symbol substitution test, which required 
subjects to match symbols with appropriate numbers for 
30 seconds. Both measures were designed to provide a be- 
havioral measure of degree of intoxication. Blood alcohol 
levels were assessed three times a day and provided the 
standard physiological measure of intoxication. A 22- 


item physical checklist (PCL) in card-sort form was com- 
pleted twice each day by each subject. Vital signs (tem- 
perature, pulse rate, blood pressure, and respiration rate) 
were also recorded at this time. 


RESULTS 
BAL Data 


Figure 1 graphs the range and variability of BALs for 
each of the four subjects throughout the study. All sub- 
jects abstained from drinking, even though alcohol was 
available, for a portion of the initiation phase. Once 
drinking began, by a group decision, subjects 1, 2, and 4 
drank to BAL “peaks” of 300 mg./100 ml., 200 mg./100 
ml. and 130 mg./100 ml., respectively. In the cases of 
subjects 1 and 2, these BAL peaks were among the high- 
est BALs they achieved during the entire study. The three 
subjects who did begin drinking in the initiation phase 
then demonstrated a decline in BAL as they entered the- 
first maintenance drinking phase on study day six. 
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EXPERIMENTAL ANALYSIS OF GROUP DRINKING 


Analysis of variance techniques evaluated apparent 
differences in average BAL during the maintenance and 
ad-lib phases of drinking. The results of these analyses 
were: 1) BALs during ad-lib drinking were significantly 
higher than they were during maintenance drinking 
(p < .01); 2) average BALs during the first maintenance 
drinking phase were significantly higher than those dur- 
ing the second maintenance drinking phase (p < .01); 3) 
average BALs during the first maintenance and ad-lib 
phases did not differ statistically, although subjects 2 and 
4 showed marked differences in BAL between these peri- 
ods.' 

Subjects stopped drinking at termination for only an 
hour. When they began to drink again, they reached BAL 
peaks of 380 mg./100 ml., 210 mg./100 ml., 200 mg./100 
ml., and 200 mg./100 ml., respectively; these were among 
the highest BALs reached during the entire study. 


Group and Individual Behavior During Initiation 


Subjects were told early in the predrinking phase that 
drinking could begin on the fifth day of the study. They 
were also told that abstinence during the initiation phase 
would result in accumulation of large numbers of extra 
reinforcement points to be spent for alcohol during the 
ad-lib drinking phase. 

At the 7:10 a.m. decision on day five, the group decided 
to abstain from drinking and continued to abstain, ac- 
cording to 30-minute decision intervals, until the 1:10 
p.m. decision. At that time, subject 1 said that he had de- 
cided to begin drinking—and did so. Subject 3, however, 
continued to abstain until 11:00 p.m. that night. A 30- 
minute decision interval was employed because in a pilot 
study all subjects confessed to inability to abstain for the 
standard two-hour interval. 

The period from 7:10 a.m. to 1:10 p.m. was spent by 
quiet, sullen subjects who interacted with each other at 
much lower rates than before. Subject | reported in- 
creased levels of tension, anger, depression, and fatigue 
and a decrease in vigor on a standard MACL given be- 
fore noon. He reported no increase in physical com- 
plaints during this time. A short MACL, completed every 
two hours, revealed that this man experienced extreme 
anxiety between 7:10 a.m. and 11:10 a.m., then reported a 
dramatic decrease in anxiety until drinking began. Sub- 
ject 1 spent most of the initiation period in the dayroom. 

Subject 2 felt much friendlier toward the group during 
initiation, although he experienced increased gastroin- 
testinal and temperature-metabolic complaints during 
this time. This man remained in the dayroom until noon, 
then returned to his own room until the decision to drink 
was made. He was instrumental in convincing the group 
to abstain from drinking for a time during initiation, jus- 
tifying the effort as an attempt to bring sizable numbers 
of points into the ad-lib drinking period. 

Subject 3 led the group in their decision to abstain; he 
was helped significantly in these efforts by subject 2. Sub- 
ject 3 felt increased anxiety during this time, expressing it 


'Details of the statistical analyses are available from the author on 
request. 
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in terms of increased psychomotor behavior (e.g., pacing 
back and forth between dayroom and bedroom). Some- 
what surprisingly, this man reported no significant 
changes in behavior on the MACL or the PCL, though he 
did report a great increase in feelings of anger when the 
group finally decided to drink. 

Although subject 4 reported high levels of anxiety be- 
fore drinking began, he remained in the dayroom. This 
behavior contrasted sirongly with his behavior through- 
out the rest ofthe study, when he spent much time alone. 

Once drinking began, the affective atmosphere of the 
ward changed dramatically. The men began to talk and 
laugh and they interacted freely and enthusiastically; the 
“best” part of the study had begun. 


Mood, Psychopathology, and Ataxia During Drinking 


The incidence of social isolation, ataxia, mood distur- 
bance, and psychopathology increased markedly during 
drinking, when BALs rose beyond 200 mg./100 ml. The 
men sometimes showed psychotic-like behavior with hal- 
lucinatory and delusional components when BALs ap- 
proached 300 mg./100 ml. Pathology also increased as 
drinking became prolonged; toward the latter stages of 
drinking, subjects demonstrated severely disturbed mood 
and psychopathology at lower BALs than those at which 
this behavior was associated earlier in the study. Thus 
one man began sleeping under a table in the bar area 
halfway through a drinking period because it represented 
the bridge he had often slept under when he drank “on 
the outside." Another man walked around stiff-legged 
and robot-like at high BALs, explaining later that this al- 
ways happened at one point or another during a drinking. 
spree. 


Group and Individual Behavior During Termination 


The contingencies involved in termination were in- 
troduced to the men the evening before that phase of the 
study was to begin. Once again they were told that the 
earlier they stopped drinking, the more money they 
would earn. As a result, the men immediately initiated an 
elaborate rituál to guarantee that they all would abstain. 
Subject 3 appointed himself "sergeant-major" of the 
group and drew up a document that all the men signed in 
which they agreed to immediate, permanent termination. 
This same man secretly arranged with subject 4 to moni- 
tor the other two men, who he thought would not abstain. 
When the first decision period arrived the next morning, 
the group decided to stop drinking immediately. An hour 
later, subject 3, the sergeant-major, drank! From that 
point on, after an abortive attempt to reinstitute termi- 
nation, the group initiated a drinking spree that lasted to 
the end of the period. 

All subjects reported anger mixed with relief shortly 
after the decision not to drink during the termination 
phase was broken. Among other angry comments and de- 
fensive maneuvers was the repeated assertion that none 
of them needed the money that not drinking would have 
ensured, despite the fact that all four had entered the 
study virtually penniless. Subject. 3 became extremely 
hostile and aggressive in his threats to the staff. All the 
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*During the first maintenance phase and the postdrinking phase, group decision levels were consistently higher than individual decision levels. 


men began to miss decision periods and 11 of the 16 deci- 
sions made during these two days were broken by one or 
more of them. Data on the PCL revealed an increase in 
physical complaints; the MACL yielded no significant 
data. All subjects were given higher scores on the de- 
pressive retardation factor of the WPRS during this time; 
subject 3 achieved higher scores on all other factors as 
well. 


Group and Individual Decision Levels 


. Figure 2 graphs the average level of group and individ- 

ual decisions made during all study phases except initia- 
tion and termination. The average level of these two 
kinds of decisions differed markedly during the first 
maintenance drinking phase and moderately during the 
postdrinking phase. During both these periods, the level 
of group decisions was higher than that of individual de- 
cisions. The average number of drinks consumed per 
group decision interval was also higher than the average 
number of drinks consumed per individual decision inter- 
val during the first maintenance period. The rate at which 
decisions were broken increased continually during 
drinking, as a direct function of the subjects’ BALs, 
which increased through ad-lib drinking and then fell 
precipitously. 


Before- and After-Discussion Indications 


The mean range of the group's before-discussion and 
after-discussion decision indications for both group and 
individual decisions was derived for each study phase. 
This was done by subtracting the lowest decision prefer- 
ence from the highest decision preference for each deci- 
sion interval and then averaging across the study phase. 

The range of the after-discussion indications (ADIs) 
was less than the range of the before-discussion in- 
dications (BDIs) for group decision intervals during the 


predrinking phase; that is, subjects were closer together 
in their preferences after discussion of the group decision 
took place. This constriction of range did not occur for 


' individual decision intervals during the predrinking phase 


or at any other time of the study. At no time during the 
study was the difference in range between the mean BDIs 
and ADIs numerically more than one drink. 

It was also found that the range of BDIs and ADIs of 
individual decision intervals was greater than that of 
BDIs and ADIs of group decision intervals during the 
first maintenance phase and during postdrinking isola- 
tion. During these phases, subjects took greater advan- 
tage of the freedom that individual decision making al- 
lowed to express divergent opinions. 

A summary of the frequency with which actual group 
decisions fell below, above, or exactly equal to the mean 
of the BDIs is given in table 1. All study phases except 
initiation and termination are included. Table | shows 
that during predrinking, ad-lib drinking, and the second 
maintenance phase, the majority of actual decisions fell 
at or below the mean of BDIs. During the first main- 
tenance and postdrinking phases, however, a sizable per- 
centage of actual decisions were made above BDI levels, 


. suggesting that actual decisions shifted to higher levels as 


a result of group discussion during these two periods. 
Individuals' Influence on the Group 


The BDIs of individual subjects were weighted on a 
post hoc basis with respect to the degree to which they 
had apparently influenced the group decision. To this 
end, if a subject made a BDI that equaled the actual 
group decision, he was assigned a weight of 1, while other 
subjects were assigned a weight of 0. If the BDIs of two 
subjects equaled the actual decision, each received a 
weight of .5, while the other two subjects received a 
weight of 0. If no subjects directly influenced the actual 
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EXPERIMENTAL ANALYSIS OF GROUP DRINKING 


TABLE 1 


Direction of Shift of Group Decisions from Mean Before-Decision Indications ( BDIs) 








Percent of 
Number of Percent Percent Percent Group Decisions Falling 

Phase of Study Decisions Below BDIs Equal to BDIs Above BDIs Within 1.0 of Mean BDIs 
Predrinking 

Isolation period I0 60 20 20 80 

Socialization period 10 60 10 30 90 
First maintenance 

Socialization period 10 30 ' 20 50 30 

Isolation period 10 30 20 50 60 
Ad-lib drinking 

Socialization period 9 45 0 55 78 

Isolation period 10 60 10 30 70 

Socialization period 10 70 10 20 70 
Second maintenance : 

Isolation period 10 70 10 20 90 

Socialization period 10 60 10 30 80 
Postdrinking 

Socialization period 10 20 0 80 90 

Isolation period 10 0 0 100 20 





decision, all received a weight of 0. Figure 3 graphs these 
data. It shows that subject 2 was the most influential 
group member early in the study. He was replaced by 
subject 3 after the first two days of the ad-lib phase. Sub- 
sequently; with one exception, subject 3 exerted a pro- 
found influence on group decisions to the end of the 
study. By contrast, subjects | and 4 had much less influ- 
ence on group decisions throughout the course of the en- 
tire study. 

Table 2 presents the percentage of decisions in each 
study phase that were arrived at by either one or more 
subjects' direct influence on the rest of the group to agree 
to his decision preference or by all members of the group 
arriving at a consensus that was different from each 
member's original decision preference. During all study 
phases, most decisions resulted from direct influence or 
leadership. This leadership was not consistent with verbal 
output, since a frequency count of each subject's verbal 
contribution to decision making showed subject 2 to be 
consistently the most verbal, although he was the leader 
only during the first two study phases, as shown in figure 
3. 


DISCUSSION 


The group cohesiveness observed in nonalcoholic 
groups in their efforts to avoid deviation from the central 
tendency and their convergence of opinions after dis- 
cussion (16, 17) was limited in this group of four alcohol- 
ics at all times and tended to dissipate as drinking and 
BALs increased. This was not total dissipation, however, 
since during the first maintenance phase, decision making 
did limit alcohol intake and there was a constriction of 
range of ADIs for group decisions. A potential for re- 
sponsivity to the.group also existed even during spree 
drinking, since lower BALs and a decrease in broken de- 
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cisions occurred with the onset of the second mainte- 
nance phase. Perhaps the lowered group cohesion, which 
reflects lowered social pressure, serves as one reinforcer 
for continued drinking. 

Decision data generated during the first maintenance 
and postdrinking phases differed markedly from deci- 
sions made at other times during the study in that group 
decisions were consistently higher than individual deci- 
sions (see figure 2), the ranges of group BDIs and ADIs 
were smaller than individual BDI and ADI ranges, and 
the amount of actual group decisions tended to be higher 
than the BDIs. One may assume that during the first 
maintenance phase of drinking, subjects were highly 
motivated to drink and that during the postdrinking 
phase they were highly motivated to smoke because they 
were experiencing withdrawal from alcohol, a time of 
great discomfort and correspondingly high motivation 
to smoke. 

One might hypothesize, then, that when joined to- 
gether in a group decision-making paradigm, subjects 
highly motivated for consumables increase decision levels 
above those which would have resulted from individual 
decisions. This seemed to occur because the group ac- 
commodated those subjects who always wished decisions 


: at high levels by shifting its consensus decisions to higher 


levels than the BDIs would have predicted. Table | shows 
that actual group decisions were most often above the 
means of BDIs during the first maintenance and post- 
drinking phases. 

Data from this study suggest that the group responded 
powerfully to the leadership of a single individual in the 
decision process, although the leader of the group during 
most of the study (subject 3) was never the group's most 
verbal member. The leadership role was not conferred in 
this study for exceptional drinking ability, even though 
that has been shown to be a factor in leadership choice in 
earlier studies (18). 


FIGURE 3 
Social Influence Index Results* 
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* Subject 2 exerted the greatest direct influence on decision making in the predrinking and first maintenance phases; subject 3 was the most influential during the re- 
mainder of the study. More decisions in all study phases occurred by means of an individual’s direct influence than following consensus. 


TABLE 2 
Influenced and Consensus Decisions by Study Phase 





Percent of Percent of 
Decisions by Decisions by 

Phase of Study Direct Influence Consensus 
Predrinking 60 40 
First maintenance 70 30 
Ad-lib drinking 63 37 
Second maintenance 75 25 
Termination 68 32 
Postdrinking 100 0 





These subjects delayed the onset of drinking a surpris- 
ingly long time during the initiation phase in view of the 
fact that they had all experienced a lengthy period of so- 
briety before the study began and hence were very eager 
to begin to drink. This delay demonstrates that alcoholics 
can exercise a modicum of control over their own drink- 
ing behavior in the absence of external controls over it. 

Failure of the group to terminate drinking before they 
had to do so, despite initial preparations for termination 
and a powerful financial incentive, shows that completely 
self-imposed cessation of drinking is extremely difficult 
for alcoholics. These subjects may have surmised cor- 
rectly that when they did stop drinking they would not 
again drink in our laboratory. The resultant abortive 
Spree seemed to occur in response to the likely prospect 
that alcohol would be unavailable for an indeterminate 
period of time. 

In conclusion, based on our finding that group decision 
making over the course of the entire study was able to re- 
duce alcohol ingestion, on the average, below ad-lib lev- 
els, and based on other studies (19-23) that have shown 


some alcoholics to return to social drinking even after 
many years of alcoholic drinking, we would suggest that 
treatment of alcoholism may not require total abstention 
from alcohol. Instead, social drinking may be taught in 
the context of a procedure similar to the one used in this 
study, which enlisted group pressure as an aid to con- 
trolled drinking. This procedure, if used in conjunction 
with other methods, may be highly effective with alcohol- 
ics who have had experience drinking in a group context 
and who actually wish to alter their drinking patterns, as 
opposed to our subjects, who had no intention of limiting 
their drinking. 

As a postscript, it should be mentioned that for ap- 
proximately two weeks after the end of the study, these 
men were given a traditional course of treatment for their 
alcoholism and were then helped to find jobs and living 
quarters according to their wishes. In addition, the study 
itself altered the attitudes of these men about alcohol use 
in that they were confronted for the first time with rec- 
ords of just how much they drank. They reported this to 
be quite a sobering experience. 
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Bipolar Affective Disorder and Alcoholism 


BY JAMES R. MORRISON, M.D. 





The author reports that the percentage of manic-depress- 
ive patients admitted to an acute care psychiatric service 
who were also diagnosed as alcoholic was not signifi- 
cantly different from the rate of alcoholism for the entire 
psychiatry service. Demographic factors, symptoms, and 
course of the affective illness did not distinguish alcoholic 
from nonalcoholic patients. The data do not support a 
causal relationship between the two illnesses, both of 
which might be considered “primary” in an individual * 
patient. 








THE ASSOCIATION of manic-depressive disease with 
symptomatic drinking has been noted clinically for many 
years but remains a poorly studied phenomenon. Cassidy 
and associates (1) found increased drinking in 36 percent 
of men and 25 percent of women who suffered an episode 
of affective disorder, although they did not specify 
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APPENDIX I 
Decision Earnings for Alcohol, Cigarette, and Socialization 
Charges 


From a starting bank of 200 points, the subjects were charged 
1 point for each cigarette smoked; 5 points for each drink; and 
10 points for each 15 minutes spent out of their rooms for so- 
cialization. There was also a disciplinary fine of 50 points as- 
sessed. 

The subjects earned points according to the following sched- 
ules: 

For drinking decisions, no drinking earned 60 points; | drink, 
40 points; 2, 35 points; 3, 30 points; 4, 25 points; 5, 20 points; 6, 
15 points; 7, 7 points; and 8 or more, no points. 

For cigarette smoking decisions, not smoking earned 12 
points; | cigarette, 8 points; 2, 7 points; 3, 6 points; 4, 5 points; 
5, 4 points; 6, 3 points; 7, 1 point; and 8 or more, no points. 


whether the episode was manic or depressive. Mayfield 
and Coleman (2) reported excessive drinking in 20 per- 
cent of 59 patients with cyclic affective disorder and par- 
ticularly noted an association of drinking with manic epi- 
sodes. Winokur and associates (3) evaluated 100 episodes 
of mania in 26 male and 35 female patients and found 
that 42 percent were accompanied by increased consump- 
tion of alcohol: in no instance of mania was there a de- 
creased consumption of alcohol. Alcohol was considered 
a problem at any time other than during an affective epi- 
sode in only 2 of the 61 patients, both of whom were con- 
sidered "heavy social drinkers,” not alcoholics. Reich 
and associates (4) found that 50 percent of 40 hospital- 
ized manic-depressive patients drank excessively, but 
none of 25 never-hospitalized bipolar patients did. Again, 
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most excessive drinking occurred in the manic phase. Ina 
recent study of alcoholics abstinent for a year or more be- 
fore admission to a psychiatric hospital, Morrison (5) 
noted a high prevalence of bipolar affective disorder. Al- 
though it has often been implied that there is a greater 
than chance association of manic-depressive disease with 
alcoholism, this hypothesis has not been adequately ex- 
amined. 


METHOD 


The patients studied were admitted to an acute care 
ward of the Veterans Administration Hospital in San 
Diego, Calif., between September 1972 and November 
1973. Patients were included in the study if they had had 
one or more episodes of mania, defined by at least two 
weeks' duration of euphoria or irritability associated with 
at least three of the following: hyperactivity, accelerated 
speech, flight of ideas, grandiosity, decreased sleep, and 
distractibility (6), from which they appeared to have 
completely recovered during the subsequent course of 
their illness. Although most of these patients had also 
had depressive episodes, this was not a requirement for 
admission to the study. The diagnosis of alcoholism was 
made when a patient had drunk excessively for two or 
more years, leading to at least three of the following: 1) 
withdrawal symptoms, medical complications, alcoholic 
blackouts, or alcoholic benders; 2) inability to stop drink- 
ing, attempts to control drinking by setting rules, drink- 
ing before breakfast, or drinking nonbeverage alcohol; 3) 
arrests for drinking, driving difficulties, trouble at work, 
or fighting associated with drinking; 4) objections from 
family, other people, or the patient himself to his drink- 
ing, loss of friends because of drinking, or feelings of guilt 
about drinking. 

The material for this study was obtained from inter- 
views with patients and from review of past and current 
hospital records. Statistical comparisons were made by 
Student’s t test and by chi-square (Yates’s correction ap- 
plied where applicable). 


RESULTS 


Of 297 patients admitted to this facility for the first 
time, 39 (13.1 percent) were diagnosed as having bipolar 
affective disorder, and 107 (36.0 percent) were diagnosed 
as alcoholics. Two of the bipolar patients who drank 
heavily could not be diagnosed as alcoholics with cer- 
tainty. Seventeen patients qualified for both diagnoses; 
these represented 43.5 percent of all bipolar patients and 
15.9 percent of all alcoholics. The occurrence of alcohol- 
ism with bipolar affective disorder did not differ from 
chance (x? = 1.11, d.£. = 1, p > .20). 

One additional patient admitted to another acute care 
ward at this facility during the specified time interval was 
found to have concurrent bipolar illness and alcoholism: 
the remainder of this presentation will consider this 
patient in addition to the 17 alcoholic bipolar patients 
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TABLE | 
Population Characteristics of Alcoholic and Nonalcoholic Patients with 
Bipolar Affective Disorders ( N - 38) 











Nonalcoholic Alcoholic 
Bipolar Bipolar 
Patients Patients 
Item (N=20) (N=18) 
Average age at time of current 
admission, in years* 37.6 47.4 

Percent who were women 10 11 
Average last year of school completed 12.8 12.7 
Current marital status, in percents 

Single . 35 11 

Married 45 50 

Separated or divorced 20 33 

Widowed — 6 
Occupation, in percents 

Skilled or unskilled labor 40 50 

Clerical or sales 20 — 

Business or managerial 20 11 

Professional 5 Il 

Other 15 28 
*p« Ol. 


previously described. The 20 bipolar patients who did not 
meet the criteria for the diagnosis of alcoholism consti- 
tute the comparison group. ; 

Mean age at onset of alcoholism for the 18 alcoholic 
bipolar patients was 26 years, and the average duration of 
drinking was 18 years; 7 patients had discontinued heavy 
use of alcohol 2 or more years before their current admis- 
sion. In 8 patients, the history of alcoholism antedated 
the apparent onset of affective disorder, while the affec- 
tive disorder had had the earlier onset in 7 patients. Onset 
of the illnesses was apparently simultaneous in two 
patients, and onset could not be determined in one. Of the 
20 definitely nonalcoholic patients, 7 had drunk episodi- 
cally—6 associated with mania and 1 with depression. 

All patients studied were Caucasian, and all but 2 in 
each group were men. The average educational level for 
both groups was slightly beyond high school, and the 
most common occupation was unskilled or skilled la- 
borer (see table 1). Nonalcoholic bipolar patients were 
somewhat more likely to be single and less likely to be di- 
vorced, probably reflecting their considerably younger 
age at index admission. Of patients who had ever been 
married, two-thirds in each group had been divorced at 
least once. 

The symptoms of manic attacks and other features of 
the current illness are shown in table 2. There was a 
somewhat greater likelihood of concurrent irritability 
and euphoria during admissions for mania for alcoholic 
bipolar patients, and these patients were less likely to 
have been admitted during the current illness for a manic 
or mixed state (see table 3), although neither of these dif- 
ferences was statistically significant. All other features of 
the manic attacks were essentially the same for the two 
groups, with the exception that none of the nonalcoholic 
patients was disoriented, whereas 5 of the alcoholic 
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TABLE 2 
Symptoms Characteristic of Manic Attacks in Alcoholic and 
Nonalcoholic Bipolar Patients, in percents 


TABLE 3 
Course and Treatment of Bipolar Affective Disorder, With and 
Without Alcoholism 








Nonalcoholic Alcoholic Nonalcoholic Alcoholic 
Bipolar Bipolar Bipolar Bipolar 
Patients Patients Patients Patients 
Symptom (N =20) (N=18) Factor (N = 20) (N = 18) 
Affective state Mean age at first identification of 
Euphoria 59 29 affective disorder, in years 22.8 28.0 
Irritability 12 6 Mean number of episodes per decade 
Euphoria plus irritability 29 65 since onset 
Hyperactivity 95 100 Mania 2.7 2:2 
Accelerated speech 89 82 Depression 1.2 1.0 
Flight of ideas 78 88 Mean number of hospitalizations per 
Grandiosity 78 76 decade since onset 2.8 4.2 
Delusions 56 65 Percent having received electroconvulsive 
Impaired judgment treatments 30 33 
Spending sprees 50 41 Percent with previous diagnosis of 
Other 39 41 schizophrenia 55 56 
Impaired insight 50 29 Percent having attempted suicide 20 39 
Impaired orientation* 0 29 Reason for current admission, in percents 
Mania 64 47 
*p < 05. Mixed mania and depression 18 1 
Depression 18 42 


patients (none of whom was intoxicated at the time of ad- 
mission) were disoriented. 

Features of the course of the affective disorder in the 
alcoholic and nonalcoholic bipolar patients are shown in 
table 3. Mean age at first identification of the affective 
disorder was approximately 5 years older in alcoholic 
than in nonalcoholic patients; age of onset did not differ- 
entiate currently drinking alcoholics from those who had 
had no drinking problem for 2 years or more prior to in- 
dex admission. The alcoholic bipolar patients had had 
slightly fewer attacks of mania and depression per decade 
since onset but had been hospitalized more often. Nearly 
identical percentages of patients in the two groups had re- 
ceived electroconvulsive treatments and had been diag- 
nosed previously as having schizophrenia. Almost twice 
as many alcoholic as nonalcoholic bipolar patients had 
attempted suicide. The duration of the current illness 
prior to current admission was approximately four to five 
weeks for manic or mixed illnesses in both groups and for 
depressive illness in the nonalcoholic group; alcoholic 
patients with depression had a longer prehospitalization 
course. The majority in both groups of patients received 
lithium treatment during the current hospitalization, the 
duration of which was 30 days for both groups. 


DISCUSSION 


These data indicate few differences between the clini- 
cal pictures of manic-depressive disease in alcoholic and 
in nonalcoholic patients. The frequency of impaired 
orientation in the alcoholic group, despite the fact that 
none of the patients so impaired was intoxicated at the 
time of admission, suggests that years of drinking may 
have altered the sensorium, rendering it particularly sus- 
ceptible to clouding by affective disorder. Other than the 
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Mean duration of current illness before 
admission, in days 


Mania or mixed mania and depression 39 29 
Depression 37 203 
Percent receiving lithium treatment, 
current admission 85 72 
Mean duration of current hospitaliza- 
tion, in days 30.6 30.4 


fact that suicide attempts and combined euphoria and 
irritability were slightly more common in the alcoholic 
group, there was no consistent pattern indicating greater 
severity of symptoms in either group. Indeed, more than 
half of the patients in each group were so severely ill as 
to have been diagnosed previously as having schizophre- 
nia, a finding that has been recently reported by others 
(7, 8). 

Apparent differences between the two groups in the 
course of illness may be in part artifacts of selection. The 
10-year discrepancy in age at admission suggests that 
some young nonalcoholic bipolar patients may eventually 
develop the picture of alcoholism; if so, the differences in 
age at onset of the two groups would be explained. AI- 
though alcoholic patients had had slightly fewer episodes 
per decade since onset of affective disorder, their actual 
hospitalizations per decade were greater in number: It is 
possible that affective and alcoholic episodes were mis- 
taken for one another, contributing to the discrepancies 
in these data. Reich and associates (4), also noting an as- 
sociation between excessive drinking and hospitalization 
in manic-depressive disease, suggested the alternative hy- 
potheses that: 1) drinking is symptomatic of more severe 
mania, or 2) drinking increases morbidity in mania. 
Again, the apparently increased duration of the current 
illness prior to admission in the depressive alcoholic sub- 
jects (table 3) may be due to the masking of affective 
symptoms by alcoholism, as has been suggested by a 
number of authors (9). 


When all symptomatic drinking (both addictive and 
nonaddictive) is considered, 67 percent of patients with 
bipolar affective disorder have at one time been heavy 
drinkers. This compares closely with a survey by 
Freed (9) of 23 bipolar patients, 65 percent of whom were 
“alcohol abusers." Mendlewicz and associates (7) found 
45 percent of 60 bipolar patients to be alcoholic: half of 
these patients drank episodically. As already noted, 
Reich and associates (4) found excessive drinking in 50 
percent of 40 manic-depressive inpatients, but in none of 
25 never-hospitalized bipolar patients. 

The data, however, do not support a specific associa- 
tion between manic-depressive disease and alcoholism, 
inasmuch as the rate of alcoholism in the manic-depress- 
ive population studied did not significantly exceed that 
for the entire psychiatry service. Moon and Patton (10), 
evaluating first admissions to New York State mental 
hospitals, reported essentially similar findings: only 10 
percent of patients classified as manic-depressive, com- 
pared with 17 percent of all psychiatric first admis- 
sions, used alcohol intemperately. Malzberg (11) noted a 
far lower incidence of alcoholism occurring with manic- 
depressive disease in Jews, suggesting that the two ill- 
nesses are transmitted separately by genetic or environ- 
mental factors or both. Further comparison with the lit- 
erature is complicated by the fact that most reports do 
not define criteria for alcoholism, do not differentiate 
unipolar from bipolar affective disorder, or do not pro- 
vide data on overall alcoholism rates for the population 
from which their subjects are drawn. 

This evidence indicates that when alcoholism and 
manic-depressive illness do occur together, no con- 
clusions as to temporal relationship can be drawn: one is 
as likely as the other to have had the earlier onset. Al- 
though this may be due in part to the retrospective nature 
of the data or to the small number of subjects studied, it 
is another indication of how little we really know about 
the relationship between these illnesses. As reasonable as 
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it is to perceive the patient as seeking relief in alcohol 
from severe mania or depression, the diseases may be in- 
dependently caused. The summation of symptoms from 
two illnesses might then render the patient particularly 
likely to seek treatment, resulting in a spuriously high 
rate of association. 

Although it has been suggested that only those patients 
with a previously existing psychiatric illness be given the 
diagnosis of primary affective disorder, either bipolar or 
unipolar type (6), an exception might properly be made in 
the case of alcoholism with mania. There is no evidence 
to suggest that one illness precipitates or materially alters 
the form of the other, and it may well be that both con- 
ditions should be considered “primary” illnesses in an in- 
dividual patient. 
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Sex and the Physician-Patient Relationship 


BY SHELDON H. KARDENER, M.D. 





In a psychodynamic discussion of why sexual relation- 
ships between physician and patient are not therapeuti- 
cally beneficial, the author explores the concept of the 
physician as parent surrogate and its relationship to the 
incest taboo, the need to be loved, and the physician's po- 
sition of power vis-à-vis his patients. The author points 
out that these concerns must also be applied to the grow- 
ing number of nonphysicians who engage in various 
modes of quasi-psychotherapy. 


WHILE IT IS TRUE that society has placed the physician in 
a position of authority regarding sexual matters, it is only 
recently that his training and knowledge have qualified 
him to function meaningfully in that role. The prolifera- 
tion of recent research efforts, notably by Masters and 
Johnson (1, 2), along with the relatively contemporary 
contributions of Ellis, Krafft-Ebing, Freud, Van de 
Velde, and Kinsey (3), have provided vitally needed basic 
information. This knowledge has increasingly been incor- 
porated into the medical school curriculum, along with 
the injunction that the physician, almost regardless of his 
specialty, should become concerned with the sexual 
health of his patients as much as he has previously been 
concerned with their general physical and mental well- 
being. 

A critically important and heretofore unresearched 
question logically evolves. Is there therapeutic benefit for 
the patient in the physician's becoming sexually involved 
with him or her? This is certainly not a new issue in medi- 
cine. Rather, a review of the Hippocratic oath would date 
this as an age-old concern of physicians in relationship to 
their patients. However, a flurry of articles describing 
patients' reports of sexual experiences with their doctors 
has recently appeared in the popular press (4, 5). These 
reports add to the occasional articles seen in professional 


Dr. Kardener is Adjunct Associate Professor of Psychiatry, University 

of California School of Medicine, Los Angeles, Calif. 90024. Address 

reprint requests to him at 270 26th St., Suite 304, Santa Monica, Calif. 
0402. 


1134 Am J Psychiatry 131:10, October 1974 


journals describing such phenomena. It is evident from 
such sources, as well as anecdotal reports from both phy- 
sicians and patients, that the question of sexual relations 
between physicians and patients persists for some. 

While many may regulate their behavior by simply ap- 
plying some absolute moral standard, we live in an age in 


which people appreciate relative values and are no longer 


content with or accepting of absolutes. Witness, for ex- 
ample, the development of situational ethics and the new 
morality. Certainly such an important issue concerns 
medical educators and practitioners alike and deserves 
open discussion. Of course, as with all other questions 
dealing with sexuality, one is quickly confronted by emo- 
tional sensitivities in attempting to establish useful rap- 
port. Too often this has led to retreat and has thereby left 
the issues begging for response. 

Until now, anecdotal reports of intimacies between . 
physicians and patients have been made only by patients. 
My associates and I recently completed a study (6) that 
attempted to determine physicians' attitudes and prac- 
tices regarding both erotic and nonerotic behavior with 


_ their patients. (The reader is referred to that report for 


details.) The purpose of this paper is to discuss a psycho- 
dynamic rationale as to why sexual relationships with 
patients are not therapeutically beneficial. 

Some of the results of the previous study (6) help to 
emphasize the importance of developing an under- 
standable rationale. For example, it was found that be- 
tween 5 and 13 percent of the 460 physicians surveyed en- 
gaged in erotic behaviors, including and excluding sexual 
intercourse, with a limited number of patients. Further- 
more, some 19 percent of this sample of physicians in- 
dicated a belief that erotic contact with a patient may be 
beneficial in treatment. In a separate study of freshman 
medical students (7), 25 percent reported that they felt in- 
timacies with patients may be acceptable if there existed 
genuineness of feeling between the two parties. It be- 
comes obvious that a large number of physicians in prac- 
tice and physicians in training, when given the opportu- 
nity to express their opinions, reflect an attitude quite 
divergent from what has been assumed to be an absolute 
moral and ethical standard. 


In his exposition of such practice, one physician used 
the concept of the physician as a parent surrogate who 
helps his female patients (but not his male patients) to 
“mature” psychosexually through participation in “overt 
transference” of an erotic nature. This is a common ra- 
tionalization thought of or used by those so involved. If 
this is a shared belief and an applicable metaphor, i.e., 
the physician as parent surrogate, then it is appropriate 
to examine further the role of a parent in the sexual de- 
velopment of a child and therefore, in a parallel fashion, 
the ever-present "child" in the adult patient. 


THE INCEST TABOO 


Woodbury's report on incest (8) estimated that sexual 
relations between parent and child, extrapolated to the 
general population, involved at least 5 percent and per- 
haps as many as IO to 15 percent of the people in this 
country. These incidence figures are similar to those for 
erotic behavior between physicians and patients reported 
in our study (6). Daughters were involved in incest 60 to 
75 percent of the time. 

Indeed, if the father is solicitous, gentle, and unhurried 
in the initiation of sexual experiences with his daughter— 
as contrasted with some overanxious and inexperienced 
suitor— whatever trauma occurs certainly cannot be at- 
tributed to physical causes. What, then, is the source of 
trauma and the reason for a universal, albeit varying, ta- 
boo against incest (9, pp. 284-285)? 

Lustig and associates (10) found that certain precedent 
circumstances existed in their study of cases of incest. 
They found that the sexual relationship between the 
mother and father was often a disturbed one that pro- 
vided little gratification for the father. The mother, cov- 
ertly and often unconsciously, abetted the incestuous 
relationship by substantially absenting herself from the 
family at appropriate times. The daughter was frequently 
used by the mother as a surrogate wife to resolve her own 
interpersonal and intrapsychic conflicts. The child was 
therefore left with only one parent. When that parent 
changed his role to become the lover, the price the child 
paid was to become psychologically an orphan. 

Because of the unique sociobiologic condition of the 
human child, prolonged dependence on a parenting figure 
is essential for survival. It is probably for this reason that 
every culture has designated certain adults as taboo in the 
choice of sexual partners, i.e., to guarantee the availabil- 
ity of parenting persons to the developing child of that 
culture. The child involved in incest is denied this vitally 
needed person, and this denial contributes to the emo- 
tional trauma of incest. 


THE PHYSICIAN AS CARETAKER 


In an exactly parallel way the physician, as a source of 
healing, support, and succor, becomes lost to his patient 
when he changes roles and becomes a lover. It is psycho- 
logically a frighteningly high price the patient must pay, 
since good lovers are much easier to find than good care- 
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takers. While the physician, like the good parent, may re- 
assuringly acknowledge the desirability of his patient, it 
is his responsibility to help guide his patients’ growth and 
development so that they may achieve meaningful and 
appropriate gratifications in their lives without sacri- 
ficing his availability as caretaker. 

This thesis does not mean to imply that adults are chil- 
dren, but rather that, when one seeks professional help 
for a hurt, one is placed emotionally in a childlike posture 
of dependency characterized by varying degrees of vul- 
nerability, with a concomitant necessity that trust be 
placed in the wiser, more experienced (‘‘parentoid’’) 
healer. It is this "regression in the service of cure" that 
may also simultaneously stimulate latent emotional con- 
flicts within the patient. Petulance on the part of the 
pained or debilitated patient is known to every physician. 
The patient with a “hot belly" who demands analgesia 
before a diagnosis is made and the one who insists on an- 
tibiotic treatment for a viral infection are prosaic exam- 
ples. Most physicians have little difficulty in maintaining 
a therapeutic posture in the face of such demands. 

However, when-the patient's conflict prompts seductive 
behavior, it is neither morphine nor penicillin that is 
being invested with curative power, but rather the physi- 
cian's erotic self. Such an investiture can be heady in- 
deed (11). A patient's seductivity may represent divergent 
underlying emotions. The need to be loved and the desire 
to feel special to an important “other” must be consid- 
ered universal among human emotions. When these 
needs smolder unfulfilled there can be a great temptation 
to seek validation and acceptance of one's self by the 
powerful and important doctor through the singularly 
concrete sex act. It must be a very special maiden indeed 
who can entice the gods into descending Olympus. What 
many physicians so elevated fail to recognize is the over- 
whelming hostility covertly (and often unconsciously) 
contained in such invitations: “You think you're so high 
and mighty— watch me bring you down to earth!" 

What of the physician who initiates such invitations? 
He certainly knows that he moves against a traditional 
direction. While many rationalizations may be offered 
for such behavior (6), it would seem more fruitful to ex- 
plore factors that are emotionally motivated. The so- 
cially isolating nature of the usual private psychiatrist's 
office and practice might be considered contributory to 
his engaging in erotic behaviors with his patients. In addi- 
tion, the very process of the psychotherapeutic transac- 
tion fosters a special quality of emotional intimacy (12). 
The significance of these factors would seem to diminish, 
however, when it is recognized that in the physician popu- 
lation we surveyed (6) the psychiatrist was least likely to 
engage in erotic acts, particularly compared with obste- 
trician-gynecologists and general practitioners. These lat- 
ter physicians would hardly be considered to be prac- 
ticing in a socially isolated setting. In fact, the smaller 
number of patients seen by a psychiatrist, the fact that he 
generally does not perform a physical examination, and 
his deeper involvement with the patient-as-person with 
specific concern for emotional well-being may serve as 
factors that militate against erotic involvement. 
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THE PHYSICIAN’S NEEDS AND HIS POSITION OF 
POWER 


The universality of a need to be loved and to be 
thought of as special is not limited to patients, nor is the 
quest for omnipotence manifested solely by residents 
(13). A physician must be continually cognizant both of 
his own needs (12) and of his inherently potent position 
vis-à-vis his patient, lest he find himself going on a 
“power trip" or “ego trip." The fundamentally concrete 
and primitive aspects of the physical sex act allow it to 
become invested with emotional motivations that are 
totally asexual. To paraphrase Ovesey (14), the act may 
easily become one of ‘‘pseudoheterosexuality.” 

The physician's protestation that by being his patient's 
lover he is really proving he cares and is therefore offer- 
ing a valuable gift is best viewed as an emotional Trojan 
horse that conceals not only his own needs but hostility 
and antipathy toward his patients as persons and their 
struggle for emotional well-being. In responding to his 
patients’ erotic fantasies, the physician can only finally 
prove to be a horrendous disappointment when, by the 

' dictates of his life circumstances, he must ultimately re- 
assert his own realities. Freud, in a 1931 letter to Fe- 
renczi (12), expressed his concern that while Ferenczi 
himself might be able to confine nonerotic contact to 
therapeutic limits, open advocacy of such behavior could 
well encourage others to continually redefine those limits 
until they went entirely out of bounds. There have been 
discussions of Reich's '*orgone" concepts (15) that have 
stunningly proved Freud's concern was valid. 

There is another area, besides that of the formal physi- 
cian-patient relationship, in which these concerns must be 
applied. In recent years there has evolved a burgeoning 
number of nonprofessional modes of quasi-psychother- 
apy, offering a bewildering variety of techniques and phi- 
losophies (16). While they all promise psychological self- 


improvement, most eschew the concept of, and the re- - 


sponsibilities inherent in, a formal physician-patient rela- 
tionship. It is vital that physicians be aware of these de- 
velopments, paying attention to both their merits and 
their dangers. Particularly important is the recognition 
that consciously or unconsciously the "subject" in such 
programs endows his putative healer (“operator”) with 
both the quality of (legally unsupported) professional re- 
sponsibility (16) and an emotional transference that char- 
acterizes the “operator” as a caring, wise, good, and lov- 
` ing parental figure(12). This occurs regardless of the 
superficial titles variously assigned to the "subject" and 
"operator" and regardless of the nature of the setting 
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within which their self-improvement-oriented interaction 
occurs. For these reasons, the emotional trauma of '*or- 
phaning," i.e., the loss of a caretaking person, is just as 
great as in the formal physician-patient relationship, 
when the help-seeker is responded to as a sex object. 

The clear and present danger in sexual acting out be- 
tween therapist and patient elaborated in the foregoing 
thesis should adequately call forth the injunction primum 
non nocere, expunging erotic behaviors from the realm of 
therapeutic interactions. To those who would forsake 
their patients' needs in the pursuit of the gratification of 
their own (even openly acknowledged) needs, Berne's in- 
junction applies: “If you want the patient to be your ther- 
apist, be sure first that you can afford to pay him your 
usual fee" (17, p. 358). 
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The Changing Face of Chairmen of Psychiatry Departments in America: 


An Opinion 


BY ARNOLD J. MANDELL, M.D. 





Two decades ago psychiatrists were trained by a few 
charismatic, humanistic clinicians who did not have 
much to do with laboratories or fund raising. After 
World War II academic psychiatry was transformed, 
largely by federal money, into a multidimensional scien- 
tific enterprise, the leaders of which needed to be scien- 
tific entrepreneurs as well as persuasive humanists. But, 
the author believes, since the fantastic promise of a tech- 
nology for universal well-being could not be fulfilled 
before the sources of financial support began to dry up, 
department chairmen are evolving from humanistic 
scientists into corporate executives who haven't the time 
or energy to pursue clinical elegance or rigorous labora- 
tory research firsthand. 


THERE ARE, as I write this, more than 20 vacant chair- 
manships in the coterie of academic psychiatry—that's 
more than one-fifth of the total. Academic psychiatrists 
are certainly not eager to chair departments these days. 
What's more, academic luster has been pretty inconspic- 
uous in recent appointments. The job description for 
chairmen of psychiatry departments has changed more 
than once, and so have the men who are wanted for (or 
who want) these jobs. I first aspired to a chair by identi- 
fying the career model that appealed most to me in the 
1950s. I got my chair a decade later, but functioning in 
that role these days surely isn't what I thought it would 
be. 

It seems to me that the selection of a candidate for a 
chair of psychiatry has sociological significance and pro- 
vides a handy way to characterize the transitions in 
American psychiatry during the last couple of decades. 
Ive gone the recruitment route myself, and I've helped 
find the "right" people to meet the changing needs and 
demands of several medical schools (and their deans). 
The chairmen and potential chairmen with whom I’ve 
talked about their hopes and achievements and frustra- 
tions on the job range in age from 34 to 78. In their expe- 
rience and in my own I see three distinct phases of devel- 
opment in American academic psychiatry—pre-1950, 
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1950-1970, and 1970 onward. The demands of medical 
schools are always predicated on the realities of the na- 
tional or local social matrix in which they have to train 
doctors, keep research moving, and provide care for 
patients. As the matrix shifts, so do the demands, and the 
ideal candidates are those who are in phase with the 
shifts. 

Before 1950, psychiatry departments housed very few 
full-time faculty members. Usually the professor had his 
residents. Charismatic clinicians built their personal rep- 
utations (ergo their departments’ reputations) with 
rounds and lectures that were brilliant and quotable. The 
quality of the training became known through word of 
mouth. Sometimes clinical papers and textbooks helped 
and, with the arrival of good residents (who pseudoge- 
netically shaped one another), the solidity of the place 
was established. Although he was regarded with a mix- 
ture of mystification and suspicion, the chairman often 
enjoyed a position of respect in the medical center. He 
didn’t build laboratories or raise much money (except 
from rich and grateful patients), and he did not feel com- 
pelled to be a “legitimate” biological or behavioral scien- 
tist, but he was almost as good as the professor of medi- 
cine. In a field fraught with ambiguity he offered the last 
word on diagnosis, prognosis, and treatment—a source 
of security for the younger psychiatrists. The old man 
knew. Bits of eccentricity, showmanship, and shrewd- 
ness could be capitalized into a career of being, not 
necessarily of doing. 

Age in such a chairman, as in wine, only added to his 
value. He was experienced, wise, revered. A faculty or 
student revolt would have represented oedipal murder. 
Out of the respect and fear grew identification on the part 
of his residents that lasted their lifetimes. His style domi- 
nated the anecdotage at class reunions and professional 
meetings for years and years, if not forever. He grew old 
with honor. Banquets and testimonials multiplied as a 
function of his age. What a graceful way to live and 
work—no wonder we youngsters wanted such jobs. True, 
the lifetime tenure of those chairmen required a lot of 
waiting on the part of junior faculty members, and that 
was a possible source of trouble and palace intrigue, but 
we didn't hear much about that aspect. 

After World War II, like the flagship of some benevo- 
lent Commodore Perry sailing into Tokyo Bay, the Na- 
tional Institute of Mental Health and her cargo of federal 
goodies to exchange for research, training, and clinical 
care put academic psychiatry in touch with the rest of the 
country and trade began. Career development awards 
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and service in the intramural laboratories in Bethesda 
spawned a scientific academic elite. Deans sought chair- 
men who were nationally known for their scientific 
achievements, and respected alike by their peers serving 
on study sections and by Washington bureaucrats. With 
the help of the research and training money such men 
could staff their departments with many full-time faculty 
members, and psychiatry departments became home to 
laboratory scientists studying behavior, psychophysi- 
ology, neurophysiology, and neurochemistry. From this 
fertilized soil also sprang clinical research wards. Estab- 
lished psychiatric journals made their publication cri- 
teria scientifically rigorous; new journals were launched. 
Psychiatrists joined societies for basic research and es- 
tablished some of their own. In short, psychiatrists accu- 
mulated the professional accoutrements of proper scien- 
tists. 

In the 1950s and 1960s deans of medical schools 
judged their chairmen of psychiatry on their capacity to 
support the faculty on research and training grants in ad- 
dition to their teaching and administrative activities. A 
good one, a compleat chairman, served on study sections 
and lectured far and wide to build the image and re- 
sources of his department. He consulted in and about 
Washington and kept close to the federal dispensary. He 
was a creative scientific hustler who cared about patients, 
listened to his faculty, and trained his residents lovingly. 
With the disappearance of the natural limits of phase | 
(pre-1950), the more energetic chairmen in phase 2 
(1950-1970) could experiment. They could build insti- 
tutes, invent new kinds of clinics, and inspire and prod 
their residents with a variety of new freedoms (electives) 
and requirements (theses and research projects)—all in 
the cause of the elucidation of all things behavioral. 


THE DOMINATION OF “BIG SCIENCE" 


But increasingly rare was that blend of scientist and 
humanist, that ideal academic psychiatrist, who could be 
the model for younger professionals and do everything 
that was required. When choices had to be made, deans 
tended to choose the players expert at "big science." 
Many researchers refused to leave their laboratories for a 
chair unless the price was right, and in that seller's mar- 
ket negotiations sometimes went on for many months, al- 
most for years. 

Research in the pathophysiology and characteristics of 
the major mental illnesses and character deformations in- 
volved a broad range of disciplines. A department of psy- 
chiatry with academic luster might house anyone from a 
biophysicist to an anthropologist, and each needed to be 
at least partially understood and certainly appreciated by 
the chairman. So the chairman's once stridently individ- 
ual voice became reserved and representative; his exposi- 
tion broadened into a diffused, if concrete, eclecticism. 
After all, the sophisticate knew that nobody could really 
know all about these complex matters of biology and be- 
havior. In spite of the diffusion, and this is important, 
there was a cohesion—there was a community of scholars 
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who were protected from the real world yet a while. I've 
heard from two of these chairmen that they had to pro- 
tect their people from an uncontrolled flow of patients so 
that they could learn more and teach more about mental 
illness. 

That was a propitious time, sociologically and eco- 
nomically, for the pursuit of scientific psychiatry. The 
people were interested and supportive, and a rich multi- 
disciplinary tradition was begun. NIMH supported Goff- 
man’s assaults on mental hospitals (1) as well as studies 
of families, subcultures, sleep, enzymes, and drug effects. 
According to a recent unpublished survey by Morris Lip- 
ton (2) at least half the psychiatry departments in the 
country invested in such multidisciplinary research ef- 
forts. The other half did not; some chairmen could not 
stretch themselves that thin, and a dichotomy developed. 
Residents began to talk about departments with a re- 
search atmosphere in contrast to departments for clinical 
training. 

The genteel ivory tower had been rapidly scaled by the 
tendrils of big science. In retrospect it appears the green- 
ery thrived so well that it blocked some of the daylight it 
sought, and its rampant profusion eventually choked its 
own growth. As we move into phase 3 (the 1970s) the 
electorate (and perforce the bureaucracy) is disillusioned 
with and suspicious of big science in general and psychia- 
try in particular. NIMH is now part of the Alcoholism, 
Drug Abuse, and Mental Health Administration—need I 
say more? Our promise to develop a.technology for uni- 
versal well-being—to eliminate mental illness and pov- 
erty and to educate everyone to apply his/her talents in 
creative productivity in communion with ‘‘Fellowameri- 
cans"—is unfulfilled. Of course it is. How could we 
promise such things when we know so little? The fact that 
only 20 percent of the people expected to be in mental 
hospitals are actually there in 1974 goes unnoticed, bur- 
ied in the disappointment of unrealistic hopes. At the 
same time, an article of faith declares that medical treat- 
ment is everyone's right and no one's privilege, and we 
must serve the community. 

So political, racial, regional, and civil libertarian con- 
cerns dominate decisions from Washington. Criteria for 
clinical demonstration projects and training are embar- 
rassingly unscientific. Under the influence of minority ad- 
visers in some special division in Bethesda, grant deci- 
sions are often based on the political relationship between 
the applicants and the local minorities. Phase 3 is a sell- 
out—nationally, regionally, and in the medical schools. 
Is this an overreaction to the overvaluation of the empha- 
ses in phase | and phase 2, or a cynical power play just 
when the electorate is ripe? 

The Office of Management and Budget is discovering 
inefficiency, waste, and vacuous promises, all right—not 
in good laboratories and clinics (although those will suf- 
fer from the cutbacks) but among the neighborhood 
storefront clinics, the funded "advocates," and other 
strange ad hoc "institutions." In the ballyhoo of the 
power struggles between minority political cadres and 
medical school administrators, nobody is served and po- 
tentially serviceable facilities have been destroyed. Lin- 


coin Hospital, the Temple University Community Men- 
tal Health Center, the Boston City Hospital Drug 
Program, and the Harvard Psychiatric Program at Bos- 
ton City Hospital are just a few famous examples. Al- 
though the radical concerns are not as hot as they once 
were, and the street activists have quieted, they left a heri- 
tage of egalitarianism and complex jerry-built bureaucra- 
cies. The clamor for communities to determine their own 
health care delivery needs and to control the services still 
reverberates across the land. I, for one, hold the commu- 
nity psychiatry movement in no small way responsible 
for the current debacle—armchair philosophy and vague, 
untested notions are of no use in designing and running 
programs that cost hundreds of millions of dollars. 


THE CHAIRMAN AS “ARRANGER” 


When the money for research and training began to 
dry up, the financial structure of medical and psychiatric 
education had to change. Federal and state legislatures 
refused to fund health programs automatically, and the 
field of psychiatry was hit hard. In phase 3 of the Admin- 
istration’s wage-price control program (since ended), a 
departmental chairman became a corporate executive 
running his division within the shadow of a large holding 
company, a ward heeler dealing with the local politicos, a 
union man organizing outspoken faculty members and 
residents, a salesman ringing doorbells, an accountant 
trying to juggle the books well enough to pay everybody, 
and in general a street shark—a far cry from the creative 
scientific hustler who preceded him. Phase 1 and phase 2 
ethics didn't fit any more. An academic track record 
didn't count; on the street you were just another [ex- 
pletive deleted]. 

Some of us have arranged to provide care under con- 
tract to local governmental units, trying to make up the 
difference needed to support faculty members and resi- 
dents with "private" departmental fees. The operations 
of a clinic have to be self-supporting, or else. But these lo- 
cal political gyrations are a lot more difficult and less dig- 
nified than the long-distance entrepreneurship involved in 
big science. Under bombardment from without by the 
slings and arrows of outrageous political segments of the 
local community, a chairman also takes flak from within 
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from his part-time faculty members, for whose other- 
wise private patients he's been bargaining, and from the 
residents, who damn him as a Shylock for buying and 
selling at all. But the students and residents, rebelling 
against scientific training, want to go to the streets. Resi- 
dents, sometimes hard to find on university clinical units, 
work regularly at free clinics, evidence of their determi- 
nation to participate in the design of their professional 
education. Everybody wants to get into the act—but a lot 
of people have two left feet, or can't count eight bars for 
an intro and haven't learned a time step. That kind of a 
show usually has a short run. 

Perhaps we in psychiatry have overbuilt academically. 
But at the dawn of the neurobiological millennium we 
can't just shut down the laboratories. What clinical fac- 
ulty members can we spare? We need them to teach and 
to help earn money. We could shrink the residency 
classes, but a revolution is on, and we should use the op- 
portunity to train sensitive, humanitarian psycho- 
pharmacologists or their counterparts, psychotherapists 
who know brain chemistry— people for these and future 
times— perhaps the very men and women who will one 
day restore psychiatry to legitimacy in the public eye. 

So comes the new breed of chairman-—master of proc- 
ess, relatively uninvested in content. He will have admin- 
istrative skills and, more importantly, administrative in- 
clinations. Unlike his predecessor, who would often 
apologize for his adroitness, the new chairman will be 
proud of his talent for arranging. Faculty members will 
teach, treat, and do research. The chairman will sell, 
monitor, fight, persuade, politic, group, recruit, bribe, 
threaten, steal, counsel, and process memos. And he had 
better not resent time spent away from students or labo- 
ratories. We can't need (or want) charismatic clinicians 
or creative scientists in a job like that. It would kill 
them—and they couldn't do it, anyway. The new chair- 
men aren't conspicuous in the literature, and the resi- 
dents won't see them much in clinical settings, but they 
will make things run—and nowadays that's saying a lot. 
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The Empirical Nature of Worry 


BY ALAN CHALLMAN, M.D. 





For many years the author has been interested in under- 
standing the ubiquitous human practice of imposing suf- 
fering upon oneself. Worry is a good example of self-in- 
flicted suffering; it is so commonly experienced that it 
provides anyone who cares to introspect a convenient op- 
portunity for further self-understanding and thereby a re- 
duction in personal suffering. 


ONE OF THE MOST COMMON forms of elected human suf- 
fering is known as worry. It is as natural to worry as it is 
to put on weight, and about as hard to control. Everyone 
knows what worry is, but how many can define it? Ac- 
cording to Webster’s Collegiate Dictionary, fifth edition, 
“Worry connotes undue or wearing solicitude or borrow- 
ing trouble." This is clearly an outsider's point of view, 
since the person seldom feels at the time that his worry is 
"undue" or “borrowed.” 

I have never been able to obtain a definition or a de- 
scription of the mental activities employed in worry from 
even the most linguistically accomplished worriers. 
Worry is not a sensation such as sweet or sour, hot or 
cold, whose definitions are obviously ineffable. It is not 
simply an externally aroused and passively experienced 
emotion such as true fear or sorrow, although these emo- 
tions may be prominent in it. Worry has a decidedly ac- 
tive character and is self-initiated and self-perpetuated, 
even though the worrier feels himself to be the hapless 
victim of the action. There can be no question but that 
the action is self-instigated and self-maintained, even 
though one often hears the accusation, “He [or you] 
made me worry." 

The reluctance or unwillingness to observe one's active 
part in worrying is in part a defense against the invasion 
of conscious reasoning into highly esteemed unconscious, 
irrational beliefs, since reason can weaken irrational be- 
liefs. It is true that rational processes cannot do the job 
that worry is intended to accomplish; on the contrary, 
reason may lead a person to recognize his helplessness. 
Approaching the problems tackled by worry with ratio- 
nal methods can accomplish little or nothing to ensure a 
favorable outcome in most cases, since worries are typi- 
cally addressed to tasks that the worrier cannot possibly 
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accomplish, but reason can reduce burdensome, unneces- 
sary suffering. 


OPERATIONAL DEFINITION 


My own effort to analyze worry began with two ques- 
tions: How is it done? Why is it done? Careful and imme- 
diate scrutiny of the mental action involved in worry has 
led me to the following observations of how it is done: 

1. We think of many unpleasant, gruesome, or fright- 
ening possibilities or consequences that can be connected 
with the topic of our immediate concern. 

2. We turn these possibilities over repeatedly in our 
consciousness, reacting to the images with emotions ap- 
propriate to their actual occurrence. 

3. We believe that we have little choice in thinking and 
feeling as we do. 

4. When.we try to think about an unrelated topic, our 
attention reverts quickly to the problem of our concern. 

5. When we try to imagine the most favorable out- 
comes possible, we find that we can place little confidence 
or hope in them, in comparison to the “weighty” unpleas- 
ant possibilities. 

6. We view the unpleasant mental content and emo- 
tional responses as realistic appraisals of the potentials of 
the situation. 

7. The importance attributed to the dire prospects of- 
ten seems justified by a sense of mystical foreknowledge 
or a hunch. 

8. There is a strong intuition that to stop worrying and 
to expect a favorable outcome would be risky and even 
foolhardy; it is deemed safer to worry. 

9. The grammar of worry is a supposition usually 
presented in question form—for example, “What if this 
should turn out to be a cancer?" “What if... [any num- 
ber of other unpleasant things]?"* 

10. Worry ordinarily is concerned with the future but 
may grapple with the past—for example, “Jf only I had 
[or hadn't] done [such and such]." 

11. The essential experience in worry is suffering im- 
posed upon the self, by the self, but attributed to necessity 
and the particular outside circumstance. . 


WHY WORRY? 


So much for the operational definition of worry—the 
“how to do it" part of my analysis. Now I will consider 
why such painful thoughts and feelings are entertained by 
the host. "Entertained by the host" is an appropriate 


metaphor, since the unpleasant prospects are invited in 
(to consciousness), given the freedom of the house, 
treated with great respect and courtesy, seldom gainsaid, 
and only reluctantly permitted to depart, even though the 
visit was very unpleasant. 

The cue to why we worry can be found in the inevitable 
and essential suffering that results from the mental con- 
tent and the consequent emotional response constituting 
worry. During infancy everyone comes to associate suf- 
fering and relief. In all who survived that period, suffer- 
ing was invariably followed by relief. The post hoc ergo 
propter hoc association or "conditioning" occurred. 
Sometimes it took prolonged suffering and sometimes 


intense suffering, but relief came in spite of the fact that — 


we did not know as infants how to remedy our distress, 
ie. everything was an "impossible situation." It seems 
reasonable to assume that gradually we also learned that 
vocalizing hastened the relief and that the agents of re- 
lief were powerful figures “up there," somewhere above 
the crib. 

After this early universal experience we learned many 
new ways to do the things that can be done, but we 
never forgot the original conditioning that established 
the connection between suffering and the fulfillment of 
our desires. It is always possible to induce suffering when 
we can't think of a more direct way to approach the prob- 
lem or when the outcome is beyond our control. Worry is 
simply a regression to self-imposed suffering in order to 
evoke a rescue operation. 
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DISCUSSION 


Since time immemorial, suffering has been deemed 
pleasing to the gods—those powerful figures "up there 
somewhere." Suffering was ritualized early in human 
existence even to the extent of human sacrifice in order to 
enlist the favor of the gods in avoiding famine and pesti- 
lence and to ensure other blessings beyond human con- 
trol. The Aztecs had a gruesome doctrine that the only 
way a. person might escape everlasting misery in the af- 
terlife was to die in battle or to have one's heart cut out 
on the altar by the priests while one was still alive. While 
the modern worrier does not ordinarily have this much 
faith in self-chosen suffering, the total amount of suffer- 
ing he experiences in a lifetime may possibly be greater 
than what the Aztec experienced on the huge stone altar. 

Man aspires to control everything that he considers 
important. On the one hand, this has led to the many 
blessings of civilization, including culture, science, tech- 
nology, and religion; on the other hand, it has led to the 
awful curse of self-imposed suffering, since suffering is 
man’s first reliance when he aspires to control the uncon- 
trollable. Prayer is an alternative to worry since it also 
appeals to supernatural powers for helpful intercession. 
Prayer is clearly superior to worry since it involves much 
less suffering and can be started and stopped at will. 
Worry is a compulsive pagan prayer. It is an uncon- 
sciously instigated mental activity that seeks to control 
fate through suffering. 
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A Comparison of Three Approaches to Patient Care Appraisal Based on 


Chart Review 


BY JERZY E. HENISZ, M.D., PHILLIP B. GOLDBLATT, M.D., HULDA R. FLYNN, PH.D., 


AND VIVIAN GARRISON, PH.D. E 





The authors tested a three-level approach to auditing 
charts of psychiatric patients ( review by clerks, research 
assistants, and clinical consultants) against two other 
methods. There were no significant differences among the 
three methods in scores of adequacy of patient care and 
adequacy of documentation. While the authors suggest 
the need for more research in the area of assessing quality 
of patient care, they believe that research assistants and 
other nonclinician reviewers can make a contribution to 
peer review. 





FOR THE LAST THREE YEARS the Psychiatric Utilization 
Review and Evaluation project at Yale University, New 
Haven, Conn., has developed and tested criteria of appro- 
priate care in the areas of general evaluation of the pa- 
tient at admission, schizophrenic patients, adolescents, 
and patients with suicidal behavior (1,2). These four 
areas were selected for specific research purposes to test 
various models of criteria development. Once criteria 
were established, it was determined that a checklist 
would be a useful format of presentation. 

A chart-review checklist in which review is carried out 
in three levels was then developed (3). At level I (record 
room review) all charts are reviewed by clerks in the 
record room to ascertain that all required forms are 
present. At level 2 (research assistants’ review) trained 
nonclinician reviewers (research assistants) examine 
completed records that have been selected by a specially 
designed computer program (4) for their high probability 
of needing review; for example, cases of patients leaving 
against medical advice, suicide attempts, and cases of 
acute schizophrenic patients not receiving psychotropic 
medication. If the case is reviewed at the second level and 
no violation of criteria is present, no further review is un- 
dertaken. At level 3 (clinical consultants' review), expert 
mental health professionals review any violations of cri- 
teria discovered at level 2 to determine if a violation ac- 
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tually indicated inappropriate care. The results of this re- 
view can suggest changes in clinical practice or in 
institutional policies, or they can suggest a revision of cri- 
teria. 

This three-level approach to patient care evaluation 
based on chart review was adopted by the utilization re- 
view committee of the Connecticut Mental Health Cen- 
ter. Between 4 and 10 percent of the center's charts are 
selected for second-level review either as a random 
sample of recently discharged cases or as cases having a 
high probability of needing review. The validity of this 
approach, however, compared with other more tradi- 
tional approaches, remains to be tested. In particular, 
does the use of the checklist by nonclinicians contribute 
to the quantity and quality of the work performed? 

The present study is a first attempt at controlled com- 
parison of the three-level approach with other methods of 
auditing psychiatric records. An experiment was de- 
signed to compare the results obtained by employing 
three different methods to review the same charts. 


METHOD 


Of the three methods compared, method A, called the 
“open-ended approach," was the most traditional. 
Charts were sent directly to expert clinicians with a 
request for review, and brief instructions were given to 
focus on appraising the evaluation and diagnosis, dis- 
position, treatment, and follow-up of the patient. The 
questions were general, but clinicians were encouraged to 
comment as specifically as possible. Method B was the 
three-level approach described earlier; this method called 
on the expertise of senior clinicians only when violations 
of the checklist criteria were identified. Method C, the 
“structured clinical questionnaire approach," asked clini- 
cians to answer the 47 specific questions that would be 
asked in method B if violations of the checklist criteria 
occurred in all possible situations. 

Since criteria of appropriate care had been developed 
only for certain conditions, the 27 charts used in the ex- 
periment were selected from three categories of patients: 
adolescents treated as outpatients only, patients who had 
moderate suicidal ideation or who had made suicidal at- 
tempts, and schizophrenic patients treated as inpatients. 
Nine charts fell into each category. All of the charts had 
passed level-1 review and all of the required forms had 
been completed. 


All 27 charts were reviewed three times, using each of 
the three methods once. Nine senior clinicians partici- 
pated in the experiment as reviewers; six of these were 
psychiatrists randomly assigned to the three review meth- 
ods, in addition to a social worker, a psychologist, and a 
nurse. Thus for each method there were two psychiatrists 
and one other mental health professional. Each clinician 
reviewed nine charts in all, three from each category. For 
method B, the three nonclinicians acted as second-level 
reviewers and each was paired with one of the three clini- 
cal experts. Precautions were taken to avoid accidental 
disclosure and sharing of information among reviewers. 
The time required to complete the review of each chart 
was recorded by each clinician. 

Looking at the results obtained using the three meth- 
ods of review, three questions are of particular interest. 
Does the traditional open-ended approach (method A) 
furnish more specific comments about patient care than 
the structured review methods (methods B and C)? Do 
the methods differ concerning assessment of the ade- 
quacy of the care given to patients and of the documenta- 
tion in the record? Can the time of clinical reviewers be 
saved by the use of nonclinical research assistants? 


RESULTS 


The number of comments offered by the reviewers was 
computed to determine if there were differences in the 
quantity of comments generated by the three different 
methods. The clinical comments were reduced to 17 cate- 
gories (such as mental status, agreement with diagnosis, 
medication and its management, discharge and follow-up 
planning, and length of treatment). The reviewers who 
used the open-ended method of review (method A) con- 
tributed 36 different comments on patient care as re- 
flected in the chart. Of these, 27 (75 percent) were also re- 
corded by reviewers using the three-level method 
{method B). Only 7 of the 36 comments were contributed 
by reviewers using the structured questionnaire (method 
C). Thus the three-level method focused on the majority 
of the issues raised by the traditional open-ended ap- 
proach to chart review while the structured questionnaire 
did not. If one includes comments on adequacy of record- 
ing as well as patient care, the three-level method yielded 
76 comments. This is twice the number of comments 
yielded by either of the other two methods. 

For purposes of statistical analysis we translated the 
answers on 47 questions pertaining to the adequacy of 
recording in the charts and to the adequacy of patient 
care into one score of general adequacy (SGA). In the 
computation of this score, negative statements were 
weighted at twice the value of positive statements. To as- 
sure greater comparability, only questions answered on 
all three methods of review were included. Two addi- 
tional measures included rating the adequacy of clinical 
care (AC) and the adequacy of recording (AR). These 
two scores employed a simple rating scale with a weight, 
assigned by the reviewer, of | for poor, 2 for satisfactory, 
and 3 for excellent care or recording. All clinical com- 
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ments from method A, the open-ended approach, were 
coded by two psychiatrists working independently 
(J.E.H. and P.B.G.). The agreement was generally high 
and the final codes were accepted with the consent of 
both psychiatrists. 

An analysis of variance was employed to determine 
whether or not the results obtained using the three meth- 
ods differed concerning assessment of general adequacy 
as well as the specific assessments of adequacy of patient 
care and of the recording of clinical information. An 
analysis of variance was chosen rather than the t test to 
identify the possible influence of the category of the 
chart on the assessments. 

The results of the analyses of variance indicate that 
there were no significant differences due to the method of 
review, the category of the chart, or the interaction of 
these. The three-level review method, which uses non- 
clinician research assistants, yielded similar scores for 
overall assessed adequacy of the charts, for adequacy of 
the clinical care afforded the patient, and for adequacy of 
documentation in the chart. In all three methods, the gen- 
eral level of care and documentation fell somewhere be- 
tween the ratings of satisfactory and excellent. 

The research assistants performed second-level review 
by determining the presence or absence of violations of 
criteria. In method C, the expert clinicians answered the 
47 specific questions that would result from violation of 
all the criteria embodied in the checklist for each chart. 
When the results of the review performed by research as- 
sistants were compared with those performed on the 
same charts by the senior clinicians using method C, 
there was agreement in 81 percent of the 567 statements 
generated by level-2 review and by the senior clinicians. 
The major source of disagreement occurred in the area 
of medical evaluation of the patient. 

The data on the time required by clinicians to review a 
chart using each of the three methods (mean times: 28.2, 
33.4, and 22.6 minutes for methods A, B, and C, respec- 
tively) indicate no saving of clinicians’ time by the re- 
search assistants' performance of level-2 review; the clini- 
cal consultants using method B reported the longest 
mean time. However, in this investigation, in addition to 
being asked specific questions with respect to possible vi- 
olations of standards of good patient care, the clinicians 
were also asked to make a global assessment of each 
chart reviewed and of the care provided to the patient and 
its documentation. This task required an extensive review 
of each chart whether or not the questions asked in con- 
sultation warranted such an extensive review. 


DISCUSSION 


The public and private sectors of the health industry 
have been urged to develop quality control mechanisms 
and to incorporate them into institutional practice. New 
federal legislation (Public Law 92-603) mandates estab- 
lishment of Professional Standards Review Organiza- 
tions. Medicare standards call for institutions to imple- 
ment utilization review procedures in order to ensure 
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efficient use of resources through a review of appropriate- 
ness of admission, duration of stay, and professional 
services furnished. Third-party payers expect reasonable 
continuity of care; they also expect the hospital to ar- 
range for and inform patients of continuing health care 
requirements following discharge. 

Before being used to evaluate the performance of oth- 
ers, any quality control mechanism should first impose 
rigid criteria of quality on itself. There is increasing evi- 
dence (5, 6) that clinician judgments of the quality of 
clinical care, derived from the retrospective analysis of 
hospital charts and applied without the benefit of explicit 
standards, are not sufficiently accurate to be of practical 
use by a review organization. The most recent study by 
Richardson (7) suggested that the introduction of a list of 
items expected in the hospital chart of a patient receiving 
the best type of clinical care may significantly increase 
the accuracy of medical audit. Such a checklist would 
also permit the delegation of some review functions to 
specially trained but nonclinician reviewers. 

This paper reports an experimental study of a quality 
control system designated as utilization review in a com- 
munity mental health center. The incentive for the study 
was derived from innovations in the center's review proc- 
ess and the need to evaluate these changes against more 
traditional methods of auditing charts. The innovations 
were an attempt to render chart review more rational and 
less expensive by introducing a multistage review process 
that makes use of nonclinical personnel to perform some 
stages of review based on preestablished criteria of ap- 
propriate care. 

Interpretation of the results of the present experiment 
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must remain tentative because of the small number of 
charts involved. There are indications that the three-level 
method of review is promising, however. Its advantage 
for routine use in a mental health facility over the other 
two methods is that professional judgment can be applied 
when needed and that much chart review can be per- 
formed by nonprofessionals trained to use a suitable list 
of established criteria of good patient care. Errors due to 
lack of structure, idiosyncratic predilections of reviewers, 
and random comments are held to a minimum by this 
method. A high degree of agreement between nonclinical 
and clinical reviewers and no significant differences in 
overall judgments of adequacy of the charts in any of the 
methods studied suggests that the three-level approach to 
peer review is worth further study and development. 
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Rapid Retrieval of Literature for the Practicing Psychiatrist: 


A Practical Approach 


BY THOMAS G. GUTHEIL, M.D. 





The author presents a method of information storage and 
retrieval for psychiatric literature, based on dividing jour- 
nals into component articles and filing by subject matter. 
He proposes that use of this system will result in signifi- 
cant savings of time and effort, and he provides a list of 
suggested subject categories to facilitate initiation of the 
system. 





To GRASP in a concrete way the information explosion in 
psychiatry, one need only realize that a three-year sub- 
scription to only three journals can occupy four and a 
half féet of shelf space. Far more serious than the pros- 
pect of being “journaled” out of house and home is the 
difficulty of finding even those articles one owns without 
having the specific reference at hand. Unearthing the cas- 
ual reference from a colleague or supervisor (“The review 
article by that guy from the Midwest—it's in the late or 
middle sixties, either in the Archives or the AJP") re- 
quires disproportionate time and effort; for analogous 
reasons, reviewing one's own literature on a given topic 
may be extremely cumbersome. 

A workable solution is "journal shredding"—that is, 
removing covers, dividing the journal into component ar- 
ticles, discarding unwanted material, and then filing by 
topic rather than journal. I am presenting the method- 
ology of such a system as well as arguments for its use as 
a guide for those contemplating such an approach and a 
possible solution for those dissatisfied with their present 
method of information storage. This system is, I feel, es- 
pecially suited for use by educators and supervisors who 
assign reading.on specific topics. Because it is my experi- 
ence that the task of devising headings can present a sig- 
nificant obstacle to getting the system started, a sug- 
gested list of headings that I have found functional for 
teaching and review purposes is appended (appendix 1). 


THE SYSTEM ITSELF 


1. When a journal arrives, remove the covers, discard 
unwanted material, and separate component articles. For 
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those journals that “trun on" articles, duplicating the 
“bridging” page enables one to keep both articles intact. 

2. On the basis of the title, abstract, summary, or a 
quick scan of the content, assign a topic heading (with 
cross-references as desired) and write this heading on the 
article itself. 

3. Set aside those articles you wish to read immedi- 
ately; file the rest. 


RETRIEVAL 


To find a given article, review a topic, initiate a litera- 
ture search, or prepare a teaching bibliography, simply 
select the appropriate folder(s) by heading. In this system 
each folder contains all your journal literature, as well as 
any reprints you have requested on the topic. Since you 
have the entire articles (and not, e.g., an index card refer- 
ence), the bibliographies of those articles are also direct- 
ly available. 


ADVANTAGES 


1. Ease of operation: The only material requirements 
are a stapler, file space, and access to a copying facility. 

2. Space savings: The journals are stripped of un- 
wanted content, and material is centralized. 

3. Time savings: Because material is filed by topic, you 
need not read every article to have a mnemonic tie to its 
existence or location; you read in your current interests, 
knowing that the rest of each journal will be available 
when needed. The filing procedure itself takes little time, 
and much of it can be delegated to ancillary personnel. 
Retrieval is practically immediate. Because each folder 
contains the entire corpus of your material on that sub- 
ject, you need not search redundantly. 

4. Capacity: All types of material can be filed, includ- 
ing articles, reprints, meeting programs, lecture notes, 
bibliographies, package inserts, etc. 

5. Lasting value: The system is suitable for a lifelong 
habit of information storage and retrieval. 


RESISTANCES ENCOUNTERED IN CLINICAL PRACTICE 


1. “I just hate the idea of tearing up journals." This 
surprisingly pervasive resistance seems to owe its force to 
the aesthetic and perhaps even reassuring effect of serried 
ranks of matching journal spines ornamenting an office 
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wall. The point is incontestable, but the ease and value of 
rapid retrieval far outweigh the loss of decorative effect. 

2. “Do you suggest going through umpteen cubic feet 
of back volumes and filing all their contents? Do you 
know how much time and effort that would take?" Yes to 
both questions. However, if one begins filing current is- 
sues, the backlog can be attacked a little at a time until 
the files are up to date. Remember that we are consid- 
ering a lifelong habit that can be started at any time. 

3: "Doesn't this system involve putting some articles 
‘out of sight, out of mind?" Possibly. However, they re- 
main on tap at any time, and in any case, reading every 
article as it hits your desk is no guarantee that you will 
have access to it when you need it at some future point. 


SOME PRACTICAL POINTERS 


l. For journals that do not print volume and year on 
the articles themselves, I have found it useful to do so 
myself, so as to be able to communicate and cite the ref- 
erence. 

2. The simplest form of cross-referencing is a 3 x 5 in- 
dex card or even a scrap of paper filed under “A” stating 
that a certain article is filed under "B." Cross-reference 
by your own intuitions, because these will guide your fu- 
ture search. You may wish to cross-reference whole fold- 
ers for convenience. 

3. When folders become bulky, develop subheadings. 
Attempt to file as specifically as possible. 


APPENDIX I 
Suggested Topic Heading Index 


This index has evolved from material I have accumulated 
over several years and reflects both clinical utility and the bias 
of my own interests. Clearly, it is intended not as a rigid codex 
for slavish imitation but rather as a starting point from which 
individual directions can be elaborated. Faced with the prospect 
of shredding years of back journals, one might well be over- 
whelmed without at least a general outline for orientation. 
Those at thé beginning of an interest in psychiatric literature 
may find it a useful organizing device. The reader's attention is 
called to two other useful sources for subject headings: Index 
Medicus and Psychological Abstracts. 


Psychiatry—General (for the unclassifiable; used as little as 
possible) 
Administration 
Alcohol (includes effects on driving) 
Altered States of Consciousness (see Hypnosis, Organic Brain 
. Syndrome) 
Analysis—General (see Dynamic Mechanisms, Language and 
Speech, etc.) 
Suggested subheadings: transference, technique, resistance, 
etc. 
Anorexia and Obesity (includes all eating disorders) 
Behavior Therapy 
Bibliographies (for those too multifaceted to be filed under sub- 
headings) 
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Body Language 

Borderline Syndrome 

Character Disorders (includes crime, sociopathy, etc.) 

Child Psychiatry— General 
Suggested subheadings: learning and behavior disorders, 
psychosis, etc. 

Community Psychiatry 

Creativity 

Depression (see Manic-Depressive Illness) 

Diagnostics and Nosology 

Doctor-Patient Relationship 

Doctor as Patient (on psychiatric treatment of physicians) 

Drug Abuse—General 
Suggested subheadings: addictions and abuses by drug type 
or class 

Dynamic Mechanisms— General 
Suggested subheadings: affects, defenses, fantasy, narcis- 
sism, etc. 

Education and Training for Psychiatry 

Ego Psychology 

Electroconvulsive and Insulin Therapy 

Emergency 

Family Psychiatry 

Forensic Psychiatry 

General Hospital Consultation (see Somatics) 

Geriatrics 

Group Therapy 

History of Psychiatry 

Homicide and Violence 

Humanities (includes psychology of art and literature) 

Hypnosis - ; 

Hysteria 

Language and Speech 

Malingering 

Manic-Depressive Illness 

Mental Retardation 

Metabolic and Genetic Disorders 

Military Psychiatry 

Models (includes models of illness, treatment, health, etc.) 

Neurosis—General (see specific forms and symptoms) 

Normality 

Obsessional Disorders 

Occult and Parapsychology 

Organic Brain Syndrome 

Partum (includes pregnancy, birth, abortion, and related areas) 

Personality Theory 

Pharmacology and Physiology of the Central Nervous System 

(includes normal biochemical functions) 

Philosophy 

Phobia 

Psychosis (other than specific entities filed elsewhere) 

Racism and Prejudice 

Rating Systems 

Religion 

Schizophrenia—General 

Sexuality—General 
Suggested subheadings: deviance, gender identity, dysfunc- 
tion, etc. 

Sleep and Dreams x 

Social Psychiatry (includes ward dynamics, sociology of hospi- 

tals, etc.) 

Somatics (includes psychosomatic medicine, filed by review of 

medical systems, and such items as placebo theory) 

Student Psychiatry 

Suicide 

Supervision 

Surgery (i.e., psychosurgery; reactions to the experience of sur- 


gery are filed under Somatics) 
Temporal Lobe Disorders 
Therapy—General 
Suggested subheadings: short-term, termination, therapist 
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variables, etc. 

Tropics (includes all forms of psychotropic medications) 
Suggested subheadings: side effects, phenothiazines, dy- 
namics of drug prescription, etc. 


The History of Psychiatry from the Patient’s Viewpoint 


BY PETER BUCKLEY, M.B., CH.B., AND FRED SANDER, M.D. 





The authors describe a course in the history of psychiatry 
in which patients' autobiographies are used to illustrate 
different eras and approaches to the treatment of the 
mentally ill. They feel that this approach highlights re- 
current historical themes and provides a perspective on 
the present transitional state of psychiatry. 





The history of dynamic psychiatry is inseparable from the 
contributions of a gallery of eminent patients whose role has 
been strangely overlooked. 


—ELLENBERGER (1, p. 893) 


PSYCHIATRY is again in a state of transition (2). An in- 
tegrated science of psychiatry is threatened by ideologi- 
cal-sounding divisions and debates among biologists, so- 
ciologists, and psychologists of varying persuasions. Each 
of these, like a participant in a holy war, claims primary 
understanding of the causes of mental illness. As a con- 
sequence, the first-year resident approaching psychiatry 
is faced with a plethora of conflicting theories and treat- 
ment methods that is extremely confusing and that con- 
tributes greatly to the anxiety inherent in his first direct 
dealings with the mentally ill. Most training centers have 
a point of view or bias that focuses on biology, psycho- 
analytic theory, behaviorism, or social and cultural fac- 
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tors. Such biases inevitably encourage a more limited 
perspective among trainees. 

We have been impressed by how old the debates are. 
Since ancient times the pendulum has swung between the 
doctrines of external and internal causes of madness. 
Simon and Weiner (3, 4) pointed out that disparate mod- 
els of mental functioning existed in ancient Greece; with 
their attendant conflicts, they are still very much with us. 
The models range from the interactional, seen in Homer 
(now used by family therapists, among others), to Plato's 
philosophical or intrapsychic (and psychoanalytic) 
model, with íts view of the psyche as possessing com- 
ponent parts that exist in dynamic conflict. 

We feel that acquiring a historical perspective on psy- 
chiatry is a valuable and liberating experience for train- 
ees and may well be the only way that a true understand- 
ing of contemporary psychiatry can be gained. 


TRAINING PROGRAMS AND THE HISTORY OF 
PSYCHIATRY 


Earlier reviews of the teaching of the history of medi- 
cine and psychiatry (5, 6) emphasized the importance of 
the discipline while bemoaning its neglect in training pro- 
grams. Knoff (7) noted this absence in the Report of the 
1952 Conference on Psychiatric Education (8). Three- 
quarters of the respondents to a questionnaire he sent to 
100 medical centers in 1961 claimed to regard the history 
of psychiatry as "essential," yet only a quarter of them 
taught a separate course in the subject. When the study 
was repeated in 1967 (9), it was found that half of the re- 
spondent centers had begun to offer a separate course. 
Actual curricula were not mentioned, apart from refer- 
ences to the two most popular texts, Zilboorg and 
Henry's A History of Medical Psychology (10) and Alex- 
ander and Selesnick's The History of Psychiatry (11). 
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Werman (12) conducted a survey similar to Knoff's in 
1971. 

Clearly, the history of psychiatry is slowly receiving 
greater recognition, although little has been written on 
curricula and methodology of teaching. We presented a 
description of the course we taught, described in this ar- 
ticle, to a panel on methods of teaching the history of 
psychiatry at the 1973 annual meeting of the American 
Psychiatric Association in Honolulu, Hawaii. 


ORIGIN OF THE COURSE 


Our main concern was to find a way to enliven this usu- 
ally “dead” subject, with its recounting of dates, events, 
and psychiatric pioneers. Two recent publications pro- 
vided the inspiration for the course. One was Henri Ellen- 
berger’s scholarly work The Discovery of the Uncon- 
scious (1), which documents the influential role of the 
social and political context upon psychiatric devel- 
opments. The second chapter of this book (pp. 53-109), 
which forms the introduction to our course, highlights the 
importance of the rise of science over religion, as seen in 
the social acceptance of the therapy of Mesmer, a physi- 
cian, over that of Gassner, a religious exorcist. Ellen- 
berger concluded that curing the sick is not enough—one 
must cure them with methods acceptable to the commu- 
nity. This chapter also illustrates the extraordinary role 
of certain patients in the history of psychiatry. Often, the 
patient as well as the healer achieved public recognition 
and fame with the introduction of a new form of treat- 
ment. Mesmer's Maria-Therisia Paradis, Puységur's Vic- 
tor Race, and Charcot's Blanche Wittmann all illustrate 
the interdependence of and close personal ties between 
patients and their healers, and thereby demonstrate the 
frequent importance of special patients in the legitimiza- 
tion of a therapeutic approach. The acceptance of a new 
therapy more often than not depends on the testimonials 
of such patients or of the therapists who exhibit them as 
living proof of the efficacy of their methods. 

The other publication we used was the memoirs of the 
Wolf-Man (13), which vividly describes his encounters 
with Kraepelin and Freud, as well as his experiences as a 
patient in some of Europe's sanatariums half a century 
ago. When compared with Freud's case history (14) and 
Ruth Mack Brunswick's follow-up (15), the Wolf-Man's 
autobiography is a profoundly moving human story. 
This classic case history should be seen in its historical 
context, that of the Russian Revolution, a time when psy- 
chiatry was in a state of transition with the emergence of 
psychoanalytic thinking. For example, when he first con- 
sulted the physician in Odessa, Russia, who sent him to 
Freud, the Wolf-Man wrote: 


Dr. D listened patiently to my complaints and told me I 
had no reason to despair for until now I had been going 
about treatment in the wrong way. He told me that emo- 
tional conflicts are cured neither by a long stay in a sanatar- 
ium nor by the physical therapy practiced there, such as 
baths, massages, and so forth. This was the first time I had 
ever heard such a thing from the mouth of a medical special- 
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ist, and it made a great impression on me because I myself, 
through my own experience, had come to the same con- 
clusion (13, p. 79). 


This autobiographv made us realize the extraordinary 
value of such writings for the study of not only the history 
of psychiatry but of psychiatry itself, and we assembled 
significant autobiographies for use in our course. (After 
we had given our presentation, we discovered the exis- 
tence of a bibliography of such writings [16].) 

It is especially relevant today to study the history of 
psychiatry from the viewpoint of patients' experiences. 
Many histories are now being rewritten by groups who 
share with psychiatric patients a subordinate position in 
the social order, such as women and blacks. The low so- 
cial position of these groups has been taken for granted in 
the past, and their voices have only recently begun to be 
heard. This is evidenced by the fact that the patient's view 
of his treatment has just begun to appear in the scientific 
literature, through the writings of such researchers as 
Strupp and associates (17). 


FROM KINGSLEY HALL TO THE ASKLEPION 


The autobiographies that we used in our course were 
selected because they are representative of particular eras 
in psychiatric thought and treatment. We decided to be- 
gin with the present, using the recent autobiography of 
Mary Barnes (18), a patient at Kingsley Hall, and go 
back in time to antiquity and the earliest known autobi- 
ography of a psychiatric patient, that of Aelius Aristides, 
a renowned sophist who received treatment at a sanc- 
tuary of the god Asklepios in Asia Minor for about 10 
years in the second century A.D. Aristides’ story, with 
extensive quotations from his autobiography, is related 
by Rosen (19, pp. 110-121). 

Mary Barnes's account of her illness and treatment at 
Kingsley Hall provides a revealing view of an institution 
not altogether unlike the sanctuary of Asklepios. Kings- 
ley Hall was dominated by the theories and personality of 
the British psychiatrist R.D. Laing, just as the sanctuary 
where Aelius Aristides resided was dominated by the 
teachings and immanence of the god Asklepios, as inter- 
preted by his priests. Both institutions offered their 
patients and priests/psychiatrists a communal dwelling 
place, and both were resorted to as a last hope after all 
other treatment had failed. At both Kingsley Hall and the 
sanctuary of Asklepios, regression was encouraged and 
sanctioned as a path toward “rebirth.” Finally, the vir- 
tues of both institutions were extolled in writings of their 
grateful patients following successful treatment. 


Other Autobiographies Used in the Course 


I Never Promised You a Rose Garden (20). We used 
Hannah Green's remarkable account of her illness and 
treatment by Frieda Fromm-Reichmann at Chestnut 
Lodge to illustrate a period in American psychiatry when 
psychoanalytic thinking was dominant and virtually un- 


challenged among psychiatrists in academic centers. At 
Chestnut Lodge the therapists could be seen only by ap- 
pointment and the wards were run separately by adminis- 
trators. This strict demarcation stands in contrast to the 
blurring of roles found in the milieu of Kingsley Hall, 
where the therapist lived with and shared the day-to-day 
lives of his patients. However, the acceptable limits of 
patients’ behavior when going "down" at Kingsley Hall 
and on the D-ward of Chestnut Lodge were similar: 
“Spitting on the floor, urinating, defecating, or mastur- 
bating incontinently in public aroused only passing an- 
noyance rather than horror” (20, p. 184). 

Closer examination reveals many similarities between 
the experiences of Hannah Green and Mary Barnes, de- 
spite the more formal and conventional nature of Chest- 
nut Lodge. The most important elements in Hannah 
Green’s recovery appear to have been her innate ego 
strength and her healing relationship with Frieda 
Fromm-Reichmann. The same might be said for Mary 
Barnes. Whether her regression into florid psychosis was 
therapeutic is still highly questionable, but her relation- 
ship with her therapist, Dr. Joseph Berke, was clearly 
very beneficial. 


The Schreber case. Our present psychodynamic under- 
standing of schizophrenia began, of course, with Freud’s 
classic case study(2!) of another autobiographical ac- 
count of illness—Schreber's memoirs (22). Freud's read- 
ers rarely heeded his exhortation to examine the original 
memoirs, partly because an English translation was lack- 
ing until 1955 (23). In addition to the rich descriptions of 
Schreber’s psychosis, the book includes passages dealing 
with his varied treatments in German asylums and con- 
tains his eloquent, sophisticated, and successful plea on 
his own behalf for his release from confinement, thus 
adding a footnote to the history of forensic psychiatry. 

A most extraordinary occurrence illuminating this pe- 
riod in the history of psychiatry was the unearthing of 
Schreber's father's many writings on child rearing. These 
writings were first brought to light by Niederland (24) 
and more recently formed the basis of a reevaluation of 
the Schreber case (25, 26) that highlights questions about 
the relationship of child-rearing practices to subjective 
experience and to psychopathology. That the most fa- 
mous schizophrenic patient in the history of psychiatry 
had a father who wrote books on child rearing is one of 
the more extraordinary coincidences in the discipline. 

Clifford Beers and the asylum. Clifford Beers’s A 
Mind that Found Itself(27) provides an entrée into the 
world of the mental hospital at the turn of the century. 
The story of Beers’s illness and recovery is a fascinating 
chronicle, ending with his founding of the mental hygiene 
movement in the United States. Beers is one of the tal- 
ented patients who were able to make use of the experi- 
ence of their illness to propound either reform or a new 
theoretical approach to treatment. 

Beers's vivid descriptions of mental hospitals, both pri- 
vate and public, provided a convenient starting point for 
an examination of the origins of the asylum. The sudden 
appearance and proliferation of mental hospitals in the 
United States during the nineteenth century was a dra- 
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matic reflection of the enormous variations in attitudes 
toward mental illness that have existed throughout his- 
tory. We used recent writings on this subject (28-32) to 
demonstrate that mental illness should always be viewed 
in its social and historical context, since this context often 
determines not only the treatment but also the manifesta- 
tions of the illness. Prudhomme and Musto’s history of 
the treatment of black and other minority patients (33) il- 
luminates the manner in which irrational cultural phe- 
nomena such as racism have perverted psychiatric prac- 
tice. Dain (32) made the observation that the pessimism 
that prevailed in the United States from the 1860s until 
the middle of this century regarding the ultimate prog- 
nosis of insanity led to the institutional neglect of the 
mentally ill. He pointed out that many of our current . 
techniques such as milieu therapy are in essence a revival 
of the moral treatment of the first half of the nineteenth 
century, when great optimism existed about the curabil- 
ity of insanity. 


CONCLUSIONS 


A common response to psychiatry's current state of 
turmoil is strict advocacy of one particular school or 
viewpoint. One of the purposes of this course is to coun- 
teract that tendency. Our study of the writings of those 
most intimately involved in the various movements in dy- 
namic psychiatry—the patients-—has enabled us to high- 
light many recurrent historical themes. An obvious ex- 
ample is the central importance of the charisma of the 
founder, whether Mesmer, Freud, or the god Asklepios, 
to the efficacy of a new treatment. The evolution of dif- 
ferent dynamic schools also shows remarkable sim- 
ilarities. An initial struggle for acceptance is often fol- 
lowed by overwhelming public enthusiasm and inflated 
claims that lead finally to disillusionment. The history of 
mesmerism is a good example of this, as are (to a lesser 
extent) the histories of the various schools of dynamic 
psychiatry in this century. 

By adopting this historical viewpoint, it is our intention 
to arouse a healthy skepticism toward fashions and abso- 
lutism in treatment methods. Most important, however, 
we have attempted in this course to promote a more ob- 
jective and knowledgeable view of the current transition- 
al state of psychiatry. 


REFERENCES 


1, Ellenberger H: The Discovery of the Unconscious. New York, Ba- 
sic Books, 1971 

2. Musto D: History and psychiatry's present state of transition. Arch 
Gen Psychiatry 23:385-392, 1970 

3. Simon B, Weiner H: Models of mind and mental illness in ancient 
Greece, I: the Homeric model of mind. Journal of the History of 
the Behavioral Sciences 2:303-314, 1966 

4. Simon B: Models of mind and mental illness in ancient Greece, H: 
the Platonic model. Journal of the History of the Behavioral Sci- 
ences 8:389-404, 1972 

5. Cordell EF: Importance of the study of the history of medicine. 
Medical Library and Historical Journal 2:268-282. 1904 

6. Sigerist HE: Medical history in medical schools of the United 


Am J Psychiatry 131:10, October 1974 1149 


BRIEF COMMUNICATIONS 


States. Bull Hist Med 7:627-662, 1939 
7. Knoff W: Psychiatric history in psychiatric education. Am J Psy- 
chiatry 119:515-519, 1962 
8. American Psychiatric Association: Report of the 1952 Conference 
on Psychiatric Education. Washington, DC, APA, 1953 
9. Knoff W: History of psychiatry in residency training. Am J Psychi- 
atry 124:834-836, 1967 
IQ. Zilboorg G, with Henry GW: A History of Medical Psychology. 
New York, WW Norton & Co, 1941 
11. Alexander F, Selesnick ST: The History of Psychiatry. New York, 
Harper & Row, 1966 
12. Werman DS: The teaching of the history of psychiatry. Arch Gen 
Psychiatry 26:287-289, 1972 
13. Wolf-Man: The Wolf-Man. Edited by Gardiner M. New York, Ba- 
sic Books, 1971 
14. Freud S: From the history of an infantile neurosis (1918[1914]), in 
The Complete Psychological Works, standard ed, vol 17. Trans- 
lated and edited by Strachey J. London, Hogarth Press, 1957, pp 7- 
122 
15. Brunswick RM: A supplement to Freud's **History of an Infantile 
Neurosis." Int J Psychoanal 9:439-476, 1928 
16. Sommer R, Osmond H: Autobiographies of former mental 
patients. J Ment Sci 106:648-662, 1960 
17. Strupp H, Fox RE, Lessler K: Patients View Their Psychotherapy. 
Baltimore, Johns Hopkins Press, 1969 
18. Barnes M, Berke J: Mary Barnes Two Accounts of a Journey 
Through Madness. New York, Harcourt Brace Jovanovitch, 1972 
19. Rosen M: Madness and Society. New York, Harper & Row, 1969 
20. Green H; I Never Promised You a Rose Garden. New York, New 
American Library, 1964 
21. Freud S: Psychoanalytic notes on an autobiographical account of a 


case of paranoia (1911), in The Complete Psychological Works, 
standard ed, vol 12. Translated and edited by Strachey J. London, 
Hogarth Press, 1958, pp 9-82 

22. Schreber DP: Denkwurdigkeiten eines Nervenkranken. Leipzig. 
East Germany, Oswald Mutze, 1903 

23. Schreber DP: Memoirs of My Nervous Iliness. Translated and ed- 
ited by Macalpine I, Hunter RA. London, William Dawson & 
Sons, 1955 

24. Niederland WG: The ''miracled-up" world of Schreber's child- 
hood. Psychoanal Stud Child 14:383-413, 1959 

25. Schatzman M: Paranoia and persecution: the case of Schreber. 
Family Process 10:177-207, 1971 

26. Schatzman M: Soul Murder: Persecution in the Family. New York, 
Random House, 1973 

27. Beers C: A Mind that Found Itself. Garden City, NY, Doubleday 
and Co, 1971 

28. Foucault M: Madness and Civilization. New York, New American 
Library, 1971 

29. Rothman D: The Discovery of the Asylum. Boston, Little, Brown 
and Co, 1971 

30. Grob GN: Mental Institutions in America: Social Policy to 1875. 
New York, Free Press. 1973 

31. Dain N: Disordered Minds: The First Century in Eastern State 
Hospital in Williamsburg, Virginia, 1766-1866. Charlottesville, 
Va, University Press of Virginia, 1971 

32. Dain N: Concepts of Insanity in the United States, 1789-1865. 
New Brunswick, NJ, Rutgers University Press, 1965 

33. Prudhomme C, Musto DF: Historical perspectives on mental 
health and racism in the United States, in Racism and Mental 
Health: Essays. Edited by Willie CV, Kramer BM, Brown B. Pitts- 
burgh, University of Pittsburgh Press, 1973, pp 25-57 


Correctional Psychiatry and Phase Psychotherapy 


BY ANTONIO J. DY, M.D. 





Although prison populations have been shown to be sus- 
ceptible to all psychiatric disorders, psychiatry in correc- 
tional institutions is a very young branch of the dis- 
cipline; its treatment approach and philosophy are still 
evolving. The author presents one approach to treating 
prison inmates that focuses on the different phases in- 
mates go through from the time they are first appre- 
hended to the time they are released from prison. 





DURING THE LAST FEW DECADES, psychiatry has extended 
its usefulness from the clinic into the courtroom and into 
the prison. In the courtroom, psychiatry has taken steps 
that have aided the justice system immensely, but within 
the prison walls psychiatry has only of late come into its 
own. This is due in part to the fact that a progressive en- 
lightenment of societal attitudes has only recently begun 
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to shift the penal orientation to one that is correctional 
and rehabilitative. Being so new a shift in attitude, it is 
reasonable to ask whether psychiatry outside prison walls 
can be completely transposed into application within 
those walls. 

Like the general population, an inmate population is 
not exempt from its share of psychiatrically disordered 
people. It was recently estimated that between 6 and 9 
percent of male inmates and between 8 and 10 percent of 
female inmates in San Francisco needed psychiatric at- 
tention (1). Another report (2) determined that all diag- 
nostic categories, from psychotic disorders to situational 
reactions, were represented in prison populations. Sepa- 
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rate psychiatric facilities have been established in many 
states for severely disturbed prisoners, and all states 
have some form of psychiatric service available in regu- 
lar prisons. 

In this article, I wish to suggest that although the spirit 
of helping the group of people labeled as "inmates" is a 
laudable and gratifying one, only certain direct ap- 
proaches—especially in the area of psychotherapy—are 
productive at each stage a prisoner goes through. 

Based on my experience working with about 626 in- 
mates over the span of two years as a consultant psychia- 
trist to a community jail and to a state prison, I have ob- 
served identifiable critical psychological phases that a 
person goes through from the time he is arrested or ap- 
prehended to the time he is released from the prison into 
the community. Irwin (3) described similar observations 
in 1970, but his discussion focused on the continual proc- 
ess of formations and changes in identity and perspective 
of the “felon” from before the commission of the offense 
to reentry into the community or return to the prison. In 
this paper, the focus is on a limited segment of the proc- 
ess he described, stressing the phenomenon of reactive 
phases and how therapeutic approaches can be modified 
to each phase for optimum impact. The reactive phases 
that an inmate goes through and the modifications in 
therapeutic approach that are called for follow. 


REACTIVE PHASES 
Initiation Phase 


The initiation phase covers the time from arrest to ini- 
tial jail confinement. During this phase the individual ex- 
periences tremendous anxiety, especially if this is his first 
arrest. More often than not, the person arrested tends to 
project blame onto others and onto society. This is done 
partly to alleviate his own feelings of guilt and partly to 
displace his anger at society for interrupting his freedom 
and disrupting his familiar world. Because of the lavish 
operation of projection, he is hostile and suspicious and 
therefore not immediately accessible to explorative psy- 
chotherapy. His feelings about the psychiatrist range 
from envy to fear to distrust—envy for the psychiatrist's 
freedom and fancied power, fear that the psychiatrist can 
somehow damage his tenuous position and doom him to 
prison, and distrust that the psychiatrist might be an 
agent of the state slipping in under a cloak of professional 
confidence to pry open hidden secrets. 

Because of his feelings of uncertainty, the person be- 
hind bars is likely to have problems sleeping and to ask 
for sleep medication. He vigorously resists discussing 
anything personal with the psychiatrist other than to ask 
for favors such as making contacts and calls for him. 
Some of the prisoners even maintain a magical wish dur- 
ing this phase that the psychiatrist is a savior-father who 
will play a part in lowering or abolishing his bond and set 
him free. 

No amount of reassurance that the psychiatrist is there 
to help him can overcome the resistance evident during 
this phase of confinement. The most realistic and prac- 
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tical thing for the psychiatrist to do is listen attentively, 
which assures the prisoner that he is being heard with 
fairness, give some medications (avoiding the addictive 
ones), and make some reasonable phone calls for him. It 
is amazing how such simple acts of helping eventually 
gain the inmate's trust and acceptance. 

At times one may encounter inmates who experience 
such oppressive guilt and embarrassment that they bor- 
der on potential suicide. Frequent brief contacts and even 
short-term hospitalization may become necessary in 
these instances. 


Disorganization Phase 


The disorganization phase covers the time before the 
prisoner's trial and sentence. During this critical phase, 
which actually has three subphases (preplea, pretrial, and 
presentence), the inmate experiences a dramatic increase 
of anxiety and complains that medications suddenly do 
not help anymore. Instead of being hostile and evasive, 
many prisoners become clinging and demanding toward 
the psychiatrist during this phase. The psychiatrist may 
in turn be bewildered, harassed, and tempted to accede to 
the demand for more and stronger medications. Further, 
the psychiatrist may become uninspired to do any serious 
ongoing therapy, anticipating that his patient may be 
convicted and transferred to a prison or be acquitted and 
released, thereby preempting whatever precious small 
gains might have been made in therapy. 

Despite this discomfiting challenge to his confidence in 
his skills and pharmacologic armamentarium, the psychi- 
atrist can still be of enormous help to his patient. During 
the preplea phase, the prisoner is usually tormented by 
such questions as how to plead, whether he is getting ade- 
quate counsel, and whether his family will show up and 
support him or not. By being aware of these worries and 
understanding how they relate to the demand for more or 
stronger medications, the psychiatrist helps keep the per- 
son halfway on top of a potentially catastrophic situ- 
ation. 

During the pretrial phase, the prisoner is tensely con- 
cerned about how people will testify, how “When the 
chips are down, where are my friends?" and "What sort 
of dirty tricks will my enemies pull?" During the presen- 
tence phase, the prisoner has pervasive anxious feelings 
surrounding the concerns of how long a sentence he 
might be given and how the sentence will affect his mar- 
riage, his children, his parents, his apartment, and even 
his payments on the motorcycle. Discussing these vital 
concerns with him, validating his feelings, and encour- 
aging a thoughtful exploration of viable options are more 
helpful than giving a double dose of medication. 


Short Incarceration Phase 


Once a person is sentenced to jail, i.e., to serve a sen- 
tence of one year or less, he usually calms down dramati- 
cally. He is no longer the anxious wreck he was during 
the presentence phase and becomes more amenable to 
some explorative psychotherapy. He may even be moti- 
vated to seek group therapy, although his commitment to 
such may be a shaky one, stemming from the popular 
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sentiment of "doing my time, keeping my nose clean, and 
getting it over with.” Another factor in this lack of com- 
mitment is the fast turnover in the jail of anxious people 
who are experiencing other phases. This creates an 
ephemeral ambience not conducive to ongoing therapy. 

These short-term prisoners are seldom responsive to 
psychoanalytic exploration, whether in a one-to-one set- 
ting or in a group. They respond better to relevant explo- 
rations of here-and-now coping issues and can use these 
explorations as springboards for mental rehearsals of 
coping in more acceptable and productive ways with 
problems of living in the greater community. The phe- 
nomena of transference, catharsis, and abreaction occa- 
sionally occur dramatically in the course of this kind 
of therapy. 


Long Incarceration Phase 


When the inmate is sentenced to more than one year, 
certain factors may operate to motivate the patient for 
serious psychotherapy: The length of time to be served 
may leave a sizable chunk of idle time despite progressive 
work and education programs, and the massive, imper- 
sonal prison society may somehow make any contact 
with mental health professionals an attractive activity. 
At some point, the inmate theorizes (rightly or wrongly) 
that one way to achieve parole earlier is to show initia- 
tive and to impress the administration, which in his 
equation includes seeking out psychotherapy or contact 
with mental health personnel. 

These factors can be mobilized toward intensive psy- 
chotherapy, both individual and group. Therapy groups 
can be formed and maintained among long-term prison- 
ers with a degree of stability that is elusive with the 
groups in community jails. In fact, some therapy groups 
that I worked with progressed to the point where inmates 
became effective coleaders for newer groups. In at least 
one hospital program (2) it was found that inmate-led 
groups worked out well for sexual offenders. 

The few modifications we made for therapy groups in 
prison included deliberate deemphasis on history or psy- 
chopathogenesis, which more often than not serve only as 
a rationalization for current unacceptable behavior. Not 
surprisingly, other workers, such as Jacobson and Wirt 
(4), have found that an active, reality-oriented approach 
works better than a passive, analytic, accepting one. An- 
other modification we made deemphasized sensitivity- 
type approaches, particularly the ones that encourage 
“If it feels good, do it" behavior. It has been my exper- 
ience that inmates are somewhat different from the in- 
hibited, overpolite people for whom sensitivity therapy 
has proven useful. Inmates do not need encouragement to 
be impulsive, violently expressive, and narcissistically 
hedonistic. A third modification was a very early unam- 
biguous statement of the boundaries of confidentiality. 

-Often the first concern of the inmate going into group 
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therapy is how much the psychiatrist can be trusted not 
to bring back reports to the warden or guards. I have 
found it useful to categorically state that my com- 
mitment as a doctor is to life and well-being and there- 
fore anything that threatens anyone's life will call for ac- 
tive intervention, including informing people who can 
defuse that peril. This has been acceptable and, surpris- 
ingly, also comforting to the inmates participating in our 
groups. 


Preparole Phase 


At the beginning of the time just before parole, the is- 
sue of confidentiality takes a new twist. The inmate be- 
comes more and more concerned that his psychiatrist 
possesses certain information about him that could be 
deleterious to his petition with the parole board. Accord- 
ingly, his level of participation in therapy dips a little. 
Even inmates who have developed a good relationship 
with their psychiatrist participate less, probably more be- 
cause of a beginning decathexis and preparation for sepa- 
ration than because of caution about confidentiality. 
There seems to be some increase in bodily concerns; it 
would be interesting to study this in a formal or statistical 
way. 


Prerelease Phase 


The inmate’s anxiety level suddenly skyrockets just 
before he is released. This is understandable in the light 
of the nagging and perplexing concerns of facing an un- 
known future with a stigmatized name, a finite lifetime 
shrunken, love diminished, and respect blemished. The 
prisoner has only a few dollars in his pocket and has been 
issued clothing of a certain type. With these he must go 
out through the gates into a competitive, immense so- 
ciety. During this phase the inmate is so preoccupied that 
the more realistically helpful thing to do in psychother- 
apy is think with him about making productive first steps 
and coordinate with helping agencies. 

Very often, I find a thankful man calling or writing to 
inquire about where to see a psychiatrist to finish what he 
was trying to do. To see a man searching for growth as a 
human being is thanks enough for me. 
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LETTERS TO THE EDITOR 


Chlordiazepoxide and Hostility 


Sir: In their article ‘““Chlordiazepoxide and Hostility in Anx- 
ious Outpatients” (April 1974 issue) Drs. Rickels and Downing 
presented data reflecting a decrease in hostility as an inner af- 
fective state following administration of chlordiazepoxide to a 
sample of anxious middle- and lower-middle-class female 
patients (mean age = 42). Several studies in our laboratory 
have shown an increase in self-rated affective hostility among 
middle- and upper-middle-class young male research volunteers 
following use of chlordiazepoxide. 

Drs. Rickels and Downing concluded that chlordiazepoxide 
does not increase hostility in anxious patients as compared to 
research subjects, although the two populations differed in other 
demographic aspects as well. In addition to our own work, and 
that of Gottschalk and associates (1) using research subjects, 
Yamamoto and associates (2) observed increases in hostile af- 
fect following administration of chlordiazepoxide to patient 
populations. Moreover, illustrative case reports and extensive 
clinical discussion of benzodiazepine-associated hostility can be 
found in reports by DiMascio and associates (3) and Greenblatt 
and Shader (4). 

The following are several possible explanations for the dis- 
crepancy between the data presented by Drs. Rickels and 
Downing and reports which suggest that 30 mg. of chlordiaz- 
epoxide may increase affective hostility: 

l. It is likely that this effect of chlordiazepoxide ordinarily 
occurs in not more than one-third of all recipients. A review of 
our studies with chlordiazepoxide suggests increased hostility in 
about 30 percent of our subjects, which is approximately the in- 
cidence reported by Yamamoto and associates (2). 

2. The use of a statistical procedure such as analysis of co- 
variance can obliterate the initial differences between patients 
that may be responsible for this variable rise in hostility. We 
caution that a procedure which analyzes group effect may miss 
an important hostility increase. If, for example, one-third of the 
patients increase in hostility, one-third decrease, and one-third 
stay the same, the net mean effect on hostility may be zero—yet 
the one-third who increase may be the basis of the reports of 
chlordiazepoxide-associated hostility. 

3. Another source of discrepancy between our findings and 
those of Drs. Rickels and Downing may arise from the differ- 
ence between rating hostility as an affect and rating hostile be- 
havior. Some of these findings may be specific to the evaluative 
instruments employed. We have recently shown that in a small 
group setting chlordiazepoxide significantly increased hostile 
behavior, but only after the introduction of an interpersonal 
frustration stimulus: hostile affect did not increase con- 
comitantly with hostile behavior (5). External behavior often 
does not correspond to inner feelings. It would be useful, there- 
fore, to recognize changes in hostile affect, particularly if they 
have occurred in a situation of interpersonal conflict and frus- 
tration. 

We ask, therefore, that clinicians be aware of the possibility 
of chlordiazepoxide-associated increases in hostility, particu- 





larly in situations of interpersonal frustration. Further research 
is needed to understand this phenomenon. 
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Drs. Rickels and Downing Reply 


Sir: Drs. Salzman and Shader and Mr. Harmatz are con- 
cerned about the apparent discrepancies between their findings 
involving the effects of chlordiazepoxide on hostility and the re- 
sults reported in our article. The group from Boston observed 
increased hostility in a group of college-age male volunteers re- 
ceiving chlordiazepoxide over a one-week period, while we 
noted, in a four-week double-blind drug trial with outpatient 
neurotics (primarily diagnosed as having anxiety reactions), de- 
creases in both physician- and patient-based measures of hostil- 
ity in chlordiazepoxide-treated patients that were greater than 
those obtained for placebo. 

We must agree that differences in demographic character- 
istics and psychiatric conditions in the samples from which the 
two sets of data were collected, as well as differences in assess- 
ment instruments, make it difficult to compare their data with 
ours. Further, much of their data was collected in an experi- 
mental assessment situation using volunteers, while our data 
were obtained with anxious palients in a treatment setting 
which, while obviously research-oriented, was meant to be sup- 
portive and therapeutic. While one certainly cannot generalize 
from results inferred to characterize one type of population to 
results characterizing a quite different population, we believe 
that our findings are more likely to represent what may be ex- 
pected from anxious patients in treatment than are the results 
obtained by the group from Boston. 

Dr. Salzman and associates state that results similar to theirs 
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have been obtained in situations more closely resembling clini- 
cal than research settings. In this context, they quote research 
reported by Gottschalk and associates (their reference 1) and 
Yamamoto and associates (their reference 2). We interpret the 
results of Gottschalk and associates as indicating a reduction, 
not an increase, of hostility with chlordiazepoxide, and those 
obtained by Yamamoto and associates as inconclusive at best. 

Finally, we wish to comment on three points made by Dr. 
Salzman and associates concerning research strategy and meth- 
odology: 

1. The suggestion that increased hostility is likely in about 
one-third of chlordiazepoxide recipients, no change is likely in 
about one-third, and a decrease is likely in about one-third, so 
that a proper approach is required to avoid "missing" an in- 
crement that does occur: We readily agree that hostility change, 
as well as a wide range of drug-induced responses, is not likely 
to occur with uniformity in all recipients of a particular drug. 
However, our findings (based on a retabulation of all prescore/ 
postscore combinations) reveal increased hostility in 7.2 percent 
to 9.1 percent of chlordiazepoxide patients, while 9.5 percent to 
11.3 percent of placebo-treated patients showed such an in- 
crease on our two physician measures. The percent increases for 
the Patient Symptom Checklist (SCL) anger-hostility cluster 
are 15 percent for chlordiazepoxide and 16 percent for pla- 
cebo. Thus, our data clearly do not allow us to differentiate 
between patients on placebo and those on chlordiazepoxide 
in terms of hostility increase. 

2. The concern that analysis of covariance “can obliterate 
the initial differences between patients that may be responsible 
for this variable rise in hostility": We believe that this is not the 
case in the present instance. Prescores on hostility measures 
were employed as covariates in each of our analyses, and the 
means of these scores at pretreatment were very similar for 
chlordiazepoxide and placebo groups. Hence, the main effect of 
the covariance analysis was to remove from error some portion 
of pretreatment variance responsible for posttreatment vari- 
ance. This added to the sensitivity and power of significance 
tests that led us to conclude that chlordiazepoxide was produc- 
ing greater reduction in hostility than was placebo. A chi-square 
analysis based on a pre-post score cross-tabulation of the 
SCL anger-hostility cluster confirmed the parametric results 
(x! = 16.0, d.f. = 2, p < .001). 

3. The statement that hostile behavior rather than hostile af- 
fect is increased by chlordiazepoxide: Dr. Salzman and asso- 
ciates refer to an as yet unpublished study (their reference 5) in 
which it was found that chlordiazepoxide subjects behaved in a 
more hostile manner than placebo subjects. If chlordiazepoxide 
truly causes its recipients to behave in a more hostile way with- 
out feeling more hostile, it induces what seems to be a quite 
atypical condition, in itself worthy of investigation. 

We should also like to point out that, except for the data 
from the unpublished study, the findings of Dr. Salzman and as- 
sociates are based on what subjects say they do rather than on 
what they actually do. It is also the case that our irritability rat- 
ings are based on the physician's evaluation of the extent to 
which patients are "easily annoyed or irritated” or ‘‘overreact 
to stimuli" during interview. While this is a far from sophis- 
ticated behavioral assessment, it nonetheless has a behavioral 
base. 

We feel that further work is needed to clarify the types of in- 
dividuals and situations in which chlordiazepoxide induces 
changes in hostile behavior and affect. 


KARL RICKELS, M.D. 
RoBERT W. DowiNG, PH.D. 
Philadelphia, Pa. 
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Racial Bias and Research 


Sir: Í have worked a great deal with black patients and per- 
sonnel on a fully integrated hospital ward in a teaching institu- 
tion during recent years, and therefore wish to comment on the 
valuable and illuminating contribution of Drs. Weiss and Kup- 
fer in their article “The Black Patient and Research in a Com- 
munity Mental Health Center: Where Have All the Subjects 
Gone?" (April 1974 issue). 

Research studies based on integrated and therefore inher- 
ently heterogeneous populations cannot (almost by definition) 
always be generalized—other than to say that different groups 
of people react to different situations in different ways. 

On the practical level of a research ward and its admission 
policies, this "insight" can be expected to be implemented by 
preconscious cognition on the part of personnel and patients 
alike—with, of course, all sorts of rationalizations attached. 

To the black patient, his concerns are not only real but also 
realistic in a more objective sense; I doubt, for example, 
whether he is always told in appropriate terms what specifically 
he is being "researched on." 

I wholeheartedly agree with the authors that current research 
studies involving blacks and other minority groups should be 
modified and redesigned to reflect various cultural and educa- 
tional backgrounds. This also implies that objective research 
and racial bias (and various reaction formations to it) do not 
mix well. As long as this is not fully recognized by clinical 
investigators, valid and generalizable results will be hard to 
come by. 


F. PauL KosBaB, M.D. 
Northport, N.Y. 


Growth Hormone Response in Depression 


Sir: The May issue of the Journal contains letters from Drs. 
Brown and Sachar discussing the article "Growth Hormone 
and Prolactin in Unipolar and Bipolar Depressed Patients: Re- 
sponses to Hypoglycemia and L-Dopa" by Dr. Sachar and as- 
sociates (December 1973 issue). One of the main points that 
emerges from these letters is that there may not be any signifi- 
cant difference in the growth hormone response to L-dopa in de- 
pressed patients as compared with age- and sex-matched con- 
trol subjects. This is in keeping with a recent study (supported 
in part by the Veterans Administration) in which we found an 
adequate response to 250 mg. of L-dopa in a group of depressed 
men. We have also found an adequate growth hormone re- 
sponse to apomorphine, a dopamine receptor stimulating agent, 
in unipolar and bipolar depressed men. However, in his letter, 
Dr. Sachar reports that the response to insulin-induced hypo- 
glycemia may be significantly reduced in unipolar depressed 
women. It should be noted that the growth hormone response to 
comparable degrees of hypoglycemia may be quite variable, 
with the suggestion that growth hormone levels may vary by as 
much as 100 percent under these conditions (1). Thus, we can- 
not be sure that there is any inadequacy of growth hormone re- 
sponsiveness in depressed patients. 

Dr. Sachar suggests that the response to insulin-induced hy- 
poglycemia may be inadequate because it is dependent on an 
adequate response of "endogenous brain catecholamine re- 
serves," whereas the response to L-dopa involves "conversion of 
the exogenous precursor to brain catecholamines." He suggests 
that "conversion of exogenous catecholamine precursors is nor- 
mal," but that "there is an abnormality in functional endog- 
enous catecholaminergic activity." 

There is another interpretation that should be considered in 


view of the suggestion that there is an abnormality in serotonin 
metabolism in depression (2). [t has been noted that drugs 
which are reported to block the action of serotonin, such as 
methysergide and cyproheptadine, inhibit the normal growth 
hormone release associated with insulin-induced hypogly- 
cemia (3). Thus, a serotonergic pathway or receptor may be in- 
volved in this response, and it is conceivable that there may be 
an abnormality here leading to an inadequate growth hormone 
response to hypoglycemia. There is other evidence for a role for 
serotonin in growth hormone release (4). It seems possible that 
growth hormone release is influenced by a balance between all 
three amines (norepinephrine, dopamine, and serotonin). Fur- 
ther consideration of this possibility is indicated, once it is 
clearly established that there is a reduced growth hormone re- 
sponsiveness in at least a subgroup of depressed patients. 
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Blame in Psychotherapy 


SIR: [n his recent article ‘‘Mistreatment of Patients’ Families 
by Psychiatrists” (June 1974 issue) Dr. William S. Appleton 
performed a major service by bringing into focus the destructive 
and counterproductive effects of excessive parental blame. Al- 
though this topic was discussed eloquently and compassionately 
by the late Nathan Ackerman (1), the general area of blame is 
one that has been neglected by researchers in the mental health 
professions. 

I recently published research indicating that patterns of 
blame may be related to traditional notions of sex roles and sex- 
role stereotypes (2). Subjects in my experiment tended to blame 
mothers more than fathers for psychopathology relating to ste- 
reotyped feminine loci of behavior, and to blame fathers more 
for **masculine"-related pathologies. There was a tendency to 
blame mothers more for pathologies unrelated to sex-role ste- 
reotypes. This may well relate to Ackerman's notion of differ- 
ential blame for psychopathology resulting from differential at- 
tribution of child-rearing responsibility to mothers. 

Ernest Katz and | have replicated these initial results in re- 
search in progress. In addition, we found that subjects—stu- 
dents, parents, and mental health trainees—tended to attribute 
a high proportion of blame for psychopathology to parents. 
Most theories of human development, including writings of the 
Freudians, Adlerians, and social learning theorists (3), place 
major emphasis on the notion of the importance of the 
mother-child relationship—hence, high maternal blame. 

As Dr. Appleton so vividly points out, the end results of pa- 
rental blame are often countertherapeutic. The clinician would 
do well to be attuned to the dangers of punitive behavior under 
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the guise of psychotherapeutic confrontation. In addition, ther- 
apists should search their minds for patterns of relationships be- 
tween their attitudes with regard to maternal irreplaceability 
and sex-role stereotypes, and attributions of blame. 
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Acupuncture for “Needle Freaks" 


Sır: In his article ** Needle Freaks’: Compulsive Self-In- 
jection by Drug Users" (March 1974 issue), Dr. David G. Le- 
vine points out that the desire to use the needle per se is a com- 
plicating factor in the treatment of some addicts. Two 
amplifications of his thinking deserve exploration. 

First, his population bears some resemblance to self-muti- 
lators, especially some wrist slashers (1), and a comparison of 
these groups may show that they represent the same psycho- 
pathology. 

Second, Dr. Levine's description of Blachly's work with 
“electric needles" as aversive stimuli needs to be compared with 
the use of electricity in acupuncture needles for treating addic- 
tion (2). Conceptualizing this approach as acupuncture rather 
than aversive conditioning would have several advantages. 

l. The fact that no saline injections are used in acupuncture 
has the advantage of not suggesting to the addict that his need is 
for the injection itself. Acupuncture needles do not produce the 
problems of infection, hepatitis, and cosmetic damage, and 
therefore, although misuse of either acupuncture needles or hy- 
podermics is very undesirable, the suggestion to the addict that 
what he needs is an acupuncture needle rather than a hypoder- 
mic is less likely to result in harm to him. 

2. The ethical problems of aversive techniques are avoided 
with acupuncture. 

3. Whereas acupuncture involves specific placement of nee- 
dles, aversive techniques provide no guidelines and may use 
areas the patient has already used, which may not be the safest 
ones. 

4. If some self-mutilators and “needle freaks" do represent 
the same generic psychopathology, acupuncture may provide a 
treatment approach for both groups, whereas the electric needle 
rationale of aversive conditioning would not. 
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Psychoanalysis and Psychotherapy: Selected Papers of Frieda 
Fromm-Reichmann, edited by Dexter M. Bullard. Chicago, Ill., 
University of Chicago Press, 1974, 339 pp., $3.95 (paper). 


This first paperback edition of Frieda Fromm-Reichmann's 
selected papers on psychoanalysis and psychotherapy, first pub- 
lished in 1959, is an attractive and readily available sixth im- 
pression of the writings of one whose penetrating and com- 
passionate understanding of patients and their struggling 
therapists brought her international admiration and affection. 
Her knowledge was gained, as those who knew her well so ap- 
preciate, from her own direct encounters and deep personal en- 
gagement in the treatment of not only patients with the most 
psychologically complex personality disturbances—schizophre- 
nia—but also those with other psychoses and with psycho- 
somatic conditions. In the foreword, Edith Weigert warmly 
traces Dr. Fromm-Reichmann's early professional devel- 
opment through the influences of her outstanding clinical teach- 
ers, Kurt Goldstein and Georg Groddeck, as well as of Freud 
and, later, her Washington colleague Harry Stack Sullivan. 

Dr. Bullard has arranged the series of selected papers into six 
well-ordered sections: On the Philosophy of the Problem, On 
Psychoanalysis and Psychotherapy, On Schizophrenia, On 
Manic-Depressive Psychosis, On General Psychiatric Prob- 
lems, and an Epilogue. The latter contains a previously unpub- 
lished paper, “On Loneliness.” One must agree with Dr. Bull- 
ard's conclusion that reading and rereading these papers will 
prove useful and refreshing for years to come. Undoubtedly 
some will continue as sources of reference far into the future. 

I found, once again, that the first selection, *Remarks on the 
Philosophy of Mental Disorder” (1946), is revitalizing. Fromm- 
Reichmann looked for and encouraged in her patients the con- 
structive and rewarding forces in their personalities—the as- 
sets that so many of us know must be identified and encour- 
aged when we try to aid in the social rehabilitation of those 
who come to.us for treatment. This paper makes it clear how 
Dr. Fromm-Reichmann listened for, detected, and then active- 
ly supported the emerging talents she discerned in others 
and how she respected the creative efforts of those talented 
persons who fought against grievous mental disturbance in 
making available their enormous artistic gifts to others. 

Her paper "Recent Advances in Psychoanalytic Therapy" 
(1941) stirred my own personal reminiscences of Frieda 
Fromm-Reichmann. Her presentation of that paper first in- 
troduced me to her, aroused my nascent interest in the field, and 
directed my attention and hopes to learning from such a 
teacher. Every psychotherapist should know the papers in this 
section—especially “Notes on Personal and Professional Re- 
quirements of a Psychotherapist” (1949) and “Personality -of 
the Psychotherapist and the Doctor-Patient Relationship” 
(1952). 

It would be difficult to make a choice among the seven papers 
selected to illustrate Fromm-Reichmann’s contributions to the 
understanding and treatment of schizophrenia. Her paper on 
“Intensive Psychotherapy of Manic Depressives" (1949) re- 
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mains and probably will remain a classical reference for years 
to come. The reader who has much to do with psychiatry in the 
general hospital today will also be impressed with her very early 
(1935) contribution to the psychogenesis of migraine. Since this 
paper very little has been added to our knowledge of the person- 
ality structure and psychodynamics contributing to this com- 
mon psychosomatic condition. 

I discovered some new theoretical perspectives in reading the 
final selections, “Psychiatric Aspects of Anxiety" (1955) and 
“On Loneliness.” Fromm-Reichmann broadens the concept of 
anxiety developed by Sullivan and others and relates it to the 
sense of loneliness and helplessness she perceives in that state. 
She returns to the work of her earlier teacher Kurt Goldstein to 
provide the psychodynamic explanation for his remarkable phe- 
nomenological description of the “catastrophic” reaction of the 
brain injured as an expression of anxiety in the helpless loneli- 
ness of incapacity. 

As the readers of this review will recognize, biased as I admit 
I am, I thoroughly enjoyed myself in the task of reading this 
book. I found myself stimulated and newly informed. I would 
recommend this edition of Dr. Fromm-Reichmann's papers for 
the bookshelves of all those interested in the psychotherapeutic 
process. 


LAWRENCE C. KoLs, M.D. 
New York, N.Y. 


Ethology and Psychiatry, edited by Norman F. White. Buffalo, 
N.Y., University of Toronto Press, 1974, 256 pp., $4.00 (paper). 


This is a report of a colloquium held at McMasters Univer- 
sity, Hamilton, Ont., Canada, in 1970, as previewed by the edi- 
tor in a long, name-dropping, diffusely uninformative essay. 
Fortunately, most of the ensuing text, although occasionally 
also prolix, provides more lucid and focused expositions of 
analogic behavior patterns in animals and man. 

For example, Robert Hinde and Charles Kaufman, in a re- 
port that may hearten child therapists, observe that the more a 
pigtail or bonnet infant monkey is rejected, the more it at first 
attempts to cling to its mother. However, after several days of 
deep depression following maternal deprivation, the young 
monkey spontaneously joins surrogate adults or peers and re- 
sumes normal age-related behavior. 

Peter Marler notes that although a young white-crowned 
sparrow can develop its song in isolation (a finding supportive 
of Chomsky's thesis of innate proclivities toward linguistic ac- 
quisition), its "dialect" will be significantly influenced during its 
first 30 to 50 days of age by sounds on different adult record- 
ings. Two succeeding chapters deal with other aspects of early 
learning through transference attachments in infant monkeys 
and in kittens. 

Under the rubric of social organization, Devore and Konner 
provide an elegant account of the K'ung (the ! represents a click 
sound) tribe of hunter-gatherers on the fringe of the Kalahari 


Desert, Africa, whose customs may still represent 99 percent of 
the prehistory of Homo sapiens. The K!ung are described as an 
intelligent, gentle, congenial, leisurely, nonviolent, sexually 
egalitarian, and relatively happy people who regulate their own 
population density in accord with their ecologic milieu. Devore 
and Konner contend that the K!ung epitomize Bowlby’s thesis 
that infant nurturance and group cooperation, rather than terri- 
torial aggression (Ardrey, Lorenz, Morris), were the prime vec- 
tors of social evolution. John Cook and William Mason follow 
with a similar thesis that the patterns of infant care, male-fe- 
male relationships, and social organization among primate 
groups are likewise influenced by ecologic factors. 

The least consistent section of the book, Evolutionary Per- 
spectives, contains a vague and truncated chapter by Colin Beer 
on the "Evolution of Behavior," another by Ernst W. Hansen 
on the vectors of neoteny (the comparative persistence of infan- 
tile or childhood patterns of conduct, such as dependence and 
play), a misplaced, querulous, and generally opaque threnody 
by Daniel Lehrman on “Can Psychiatrists Use Ethology?” and 
a now familiar description by Harry Harlow of how two mon- 
key therapists (both female) treated two depressed conspecifics 
(both male). 

In a final chapter, David Hamburg presents a clear, balanced, 
and well-documented discussion of factors that do (e.g., intra- 
uterine endocrine influences and early social transactions) or do 
not (e.g., rigorous defense of territoriality”) predispose to ag- 
gressive threats or attacks in apes and humans. The volume 
then concludes with adequate bibliographic references to each 
chapter and a somewhat cursory subject index. 

One feature of the book is to be commended: there are no 
hoary shibboleths about "anthropomorphism"—a term that, 
since it connotes the inevitable subjectivity of all human ""prem- 
ises,” "data," “inferences,” or "conclusions," indeed, all hu- 
man thought, is perhaps the most tautologic in any language. In 
essence, this small volume offers an assortment of tidbits: some 
bland, some stale, and some appetizingly indicative of how 
nourishing a fuller repast could be. 


JULES H. MASSERMAN, M.D. 
Chicago, Ill. 


The Puzzle of Pain, by Ronald Melzack. New York, N.Y., Ba- 
sic Books, 1974, 220 pp., $9.50. 


This is a marvelous book. As the author states in the last sen- 
tence, "There are few problems more worthy of human en- 
deavor than the relief of pain and suffering." It is my opinion 
that there are few books dealing with the problem of pain that 
are as worthy of note as this comprehensive monograph by 
Ronald Melzack, professor of psychology at McGill Univer- 
sity, Montreal, Que., Canada. 

Melzack deals with the puzzle of pain in such a comprehen- 
sive physiologic, clinical, and psychophilosophic manner that he 
has constructed a model inquiry into not only the puzzle of pain 
but the larger puzzle of the brain and all of its functions. 

At the outset of the book the author establishes the critical 
question: "Does the brain examine just a specific pain message 
sent along specific fibers or does it monitor all the input and 
make a decision in terms of the complexity and number of nerve 
impulses in all active fibers?" This is indeed a key question. The 
author gives us an answer and places it in proper perspective. 

Succinctly and logically, Dr. Melzack points out the flaws 
in the specificity theory of pain, providing definitive proof 
that one can no longer propose that a specific pain system 
carries messages from pain receptors in the skin to a pain 
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center in the brain. His evidence for the unacceptability of 
the specificity theory is unequivocal. 

The complexity of the modality of pain is illustrated by his 
discussion of cultural determinance in pain appreciation; the 
role of psychological factors such as attention, anxiety, and sug- 
gestion; the importance of multiple sensory inputs at the time of 
pain perception; and the vague and varying ways in which vari- 
ous investigators have defined the qualities of pain. 

This complexity is summed up by Melzack's statement that 
“pain is a perceptual experience whose quality and intensity are 
influenced by the unique past history of the individual, by the 
meaning he gives to the pain producing situation and by state of 
mind at the moment." Thus pain becomes a function of the 
whole individual, including his present thoughts and feelings as 
well as his hopes for the future. 

Although Melzack is rightfully concerned to a great degree 
with the theory of a spinal gate mechanism that he proposed in 
conjunction with his collaborator Wall, he quite frankly admits 
that we are far from understanding the neurologic mechanisms 
that subserve pain perception. 

Basically, the spinal gate theory suggests that a neuromecha- 
nism in the dorsal horns of the spinal cord acts like a gate that 
can increase or decrease the flow of nerve impulses from periph- 
eral fibers to the central nervous system. Melzack presents a de- 
tailed and readily understandable explanation of the theory 
and its scientific basis and discusses a similar modulation of 
sensory input at successively higher synaptic levels in the cen- 
tral nervous system. He constantly emphasizes the fact that 
higher sensory nervous system processes such as attention, 
anxiety, anticipation, and past experience exert a powerful in- 
fluence on pain perception. He fails to refer to the role of the 
cerebellum in modulating sensory communication, but other- 
wise his review of the integrative action of all levels of the 
central nervous system in this process is comprehensive. 

The author examines his own theory objectively, raising ap- 
propriate criticisms and indicating unfilled gaps in our present 
information. He demonstrates how the same mechanism may in 
certain instances increase pain while in other cases it may block 
self-exciting neuron loops and produce prolonged relief of pain. 
This apparent capriciousness in the activity of the central ner- 
vous system has often led to unwarranted diagnoses of psychiat- 
ric disorder. A full understanding of Melzack's concepts would 
help to avoid capricious interpretation of seemingly capricious 
activity in the central nervous system. 

This book is written in such a way that any intelligent, inter- 
ested, studious layman can read, understand, and appreciate it. 
Inasmuch as the relief of pain and suffering is probably the fore- 
most goal of the art and science of medicine and since life itself 
is unbearable or unlivable in the face of constant excruciating 
pain, this book should be required reading for all of those who 
bear the responsibility for the relief of the pain and suffering of 
their fellowman. This includes psychiatrists, neurologists, 
neurosurgeons, psychologists, acupuncturists, transcendental 
meditators, theologians, and philosophers. 

In the section of the book in which Melzack discusses pain as 
a malady he strikes a cord that should resonate throughout all 
of clinical neurophysiology. In the chapter in which he deals 
with specific syndromes such as causalgia, neuralgia, and phan- 
tom limb pain, the point is forcibly made that abnormal, pro- 
longed, low-level inputs of a sensory nature may bring about 
long-term changes in activity in the central nervous system, so 
that pain may persist and spread long after healing has oc- 
curred. This is a concept of primal importance. The central ner- 
vous system would remain virginal were it not for sensory in- 
puts or data communication; once it has experienced sensory 
input, it will never be exactly the same again. 
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The same principle is true in the so-called involuntary move- 
ment disorders, which I have long maintained are actually dis- 
orders of sensory communication. Furthermore, abnormal 
processing of sensory input, when considered in its broadest 
possible context, undoubtedly contributes to psychiatric dis- 
orders as well. The paranoid misinterpretation of a glance, the 
warlike interpretation of seemingly innocuous information in 
the severely depressed, and the hallucinatory experiences of 
those who are sensorially deprived attest to the universal 
importance of the change that may be produced by pro- 
longed low-level input into the central nervous system. 

Many theorists have become imprisoned in the nerve nets of 
their own devising. Melzack, however, does not swing too vigor- 
ously on his own gate, nor attempt to lock it behind the read- 
er. Rather, he uses his theory to open the gate to an under- 
standing of the puzzle of pain. 


I.S. Cooper, M.D. 
Bronx, N.Y. 


The Annual of Psychoanalysis, vol. 1, edited by the Chicago In- 
stitute for Psychoanalysis. New York, N.Y., Quadrangle/ New 
York Times Book Co., 1973, 388 pp., $15.00. 


It requires great courage to publish an annual review these 
days when the market is flooded with new books and paperback 
reprints. This is especially true when the subject matter con- 
cerns such a limited discipline as psychoanalysis. This book is 
divided into seven sections: Psychoanalysis and Contemporary 
Society; Psychoanalytic Theory and Developmental Theory, 
which is the longest section (160 pages); Interdisciplinary Stud- 
ies; Clinical Studies; Psychoanalytic Education; History of Psy- 
choanalysis; and Applied Psychoanalysis. 

Eight papers are new and apparently written for this volume, 
nine have been read but not published, and four have been pub- 
lished before. The large number of papers read at meetings and 
never published before suggests that they had been rejected by 
psychoanalytic periodicals even though they may be better than 
those accepted. One wonders how future volumes of this annual 
can continue. Will the papers all be rejects or republications? 
With so few good psychoanalytic papers available, so few ana- 
lysts engaged in research, and the low quality of writings in 
this discipline, what will its future be? 

Several of the papers are written in defense against certain 
criticisms; most are long and discursive literary essays written 
for sympathetic audiences who enjoy hearing Freud and psy- 
choanalysis praised. There are noteworthy exceptions, however. 
One of the best of these is on psychoanalysis and theory by Mi- 
chael Basch. He discusses theory formulation applied to psy- 
choanalysis, stating briefly and to the point that “psycho- 
analytic examination of free associations is a deeper 
understanding of a patient's total behavior in particular situ- 
ations.” He also says, “Confusions about the structure and pur- 
pose of scientific theory have hindered the development of psy- 
choanalysis as a basic discipline and obscured the funetion it 
can perform for science at large.” 

Modell writes that genetically determined structures of the 
mind are the "facts" on which perceptual and biological con- 
cepts in psychoanalysis are rooted. Guttman writes intelli- 
gently on the concept of structures of the mind that interact 
and interconnect with other structures to form superstruc- 
tures. Noy writes an unnecessarily long discussion on vertical 
modes of processing symbols aroused by perceptual stimuli 
that depend on the symbols’ freshness and novelty. Schafer 
calls for a new language of psychoanalysis based on the 
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model of "actions of a person." The action model, as sug- 
gested by others like Jurgen Ruesch, can become a way of 
systematizing a new model for Freudian theory. From her 
vast experience as an analytic educator and supervisor, Flem- 
ing writes with expertise that good psychoanalytic education 
Is the best insurance for scientific advance. If this were only 
true! There is no space available here to comment on other 
papers in other sections except to state that, for this volume 
at least, they are exceptionally good and demonstrate the ex- 
cellence of editorial choices. 

A final word about a generalized flavor of the book as a 
whole—the editors and authors have not feared to deviate from 
orthodox theory and practice. There is a subtle tone conveyed— 
that psychoanalysis as part of a conglomerate science is ex- 
plicated with modernized language and theory that is not neces- 
sarily destructive of but actually improving on Freudian 
theory. Part-whole relationships, communications among 
parts, action models in relation to reality, and control and 
regulation, if overtly accepted, will lead psychoanalysis away 
from its parochialism of “our science’ to become a member of 
the universe of all sciences. 


Roy R. GRINKER, SR., M.D. 
Chicago, Ill. 


Dimensions of a New Identity: The 1973 Jefferson Lectures in 
the Humanities, by Erik H. Erikson. New York, N.Y., W.W. 
Norton & Co., 1974, 125 pp., $5.95. 


This slim volume consists of the two 1973 Jefferson Lectures 
in the Humanities, sponsored by the National Endowment for 
the Humanities and given at regular intervals by persons chosen 
for their high competence in observing and reporting on social, 
philosophical, or scientific topics of current import in the light 
of Thomas Jefferson’s own broad range of interests. From the 
viewpoint of psychiatrists and other social scientists a more ap- 
propriate choice than Erik Erikson could hardly have been 
made. Suffice it to say that this volume is vintage Erikson— 
thoughtful, wise, condensed, intense, and stimulating. 

One reading will not do. A fast reading misses many of the 
most subtle and important points—at least mine did. A second 
reading is more enjoyable; a third is sheer delight. How could it 
be otherwise when one is dealing with the carefully expressed 
thoughts of two of this nation’s most perceptive thinkers a cen- 
tury and a half apart? 

As an unforeseen dividend, these lectures are an excellent in- 
troduction to or a stimulus leading one to go back to Bowers, 
Malone, Binger, or even Fawn Brodie to reflect on the vast 
range of problems of a new country as reflected in Jefferson’s 
thinking, concerns that are possibly of even greater import now 
than when he was reflecting upon them. 

Erikson speaks of the shining newness of the American iden- 
tity as contrasted with the unbelief of the parental Old World 
and opines that America is still a historical miracle. As it was in 
Jefferson’s time, many persons today are concerned about the 
meaning of their own lives and dread the possibility “that at the 
end we may find that we have lived the wrong life or not really 
lived at all." Erikson speaks of a “sense of identity which prom- 
ises a meaning for the cycle of life within a world view more real 
than the certainty of death." Two opposite versions of this sense 
of identity can be summarized as the '*kill and survive" attitude 
of the empire builders and the "die and become" point of view 
exemplified most dramatically by religious leaders. This inter- 
play between empires and world religions appears to have 
worked toward a unified earthly identity. 


Erikson indicates that identity is not everything once you 
have it. In youth one learns what one cares to do and cares to 
be, in young adulthood one learns whom one wants to be with, 
and in adulthood one learns what and whom to take care of. 
The need for caring in times like these, he implies, is of 
enormous and far greater than usual import because of the 
profound problems facing a world in disarray. 

If you want to treat yourself as your own best friend you 
should read this book. 


Dana L. FARNSWORTH, M.D. 
Boston, Mass. 


Sex Change: The Achievement of Gender Identity Among Femi- 
nized Transsexuals, by Thomas Kando. Springfield, I!l., Charles 
C Thomas, 1973, 152 pp., $7.50. 


Being Different: The Autobiography of Jane Fry, collected, 
compiled, and edited by Robert Bogdan. New York, N.Y., 
Wiley-Interscience (John Wiley & Sons), 1974, 235 pp., $9.95. 


Transsexualism is not a new phenomenon in history, even 
though its name is new (1, 2) and so is treating it by means of 
hormonal and surgical sex reassignment (3-6). Sex reas- 
signment is important not only for the individual concerned but 
also theoretically and phenomenologically for the study of hu- 
man nature—for social science and for medical science. Social 
scientists became aware of this fact after the publication of Ben- 
jamin's book (5) and after a well-respected hospital, Johns 
Hopkins, announced to the media in 1966 that a program of sex 
reassignment by means of surgery and hormonal therapy had 
been extended from hermaphroditic to anatomically unam- 
biguous transsexuals. The Johns Hopkins program was under- 
taken with the explicit intention of not only helping individuals 
in distress but also influencing society in its attitudes, stereo- 
types, and discrepancies concerning gender identity. 

The two volumes under review are in the vanguard of books 
on transsexualism written by sociologists. Paradoxically, both 
are more about transsexuals in their relationships to society 
than they are about society in its relationship to transsexual- 
ism. Methodologically, both authors might well be clinical 
psychologists or psychiatrists, for both adhere to the bio- 
graphical method of the case history based on personal inter- 
views. Both believe that it is their theoretical viewpoint and 
intention that transforms what they have to say into sociology, 
a point that is arguable. 

Bogdan's viewpoint is that, methodologically, sociology 
needs to return to the use of personal life records in the manner 
of Thomas and Znaniecki (7) of the Chicago school earlier in 
the present century. He has therefore edited a “sociological au- 
tobiography" as a means of escaping the sterility of dependent 
variables and correlational statistics that fail to account for the 
multivariate complexity of many sociological data. 

The trouble with Bogdan's transcript of Jane Fry's autobiog- 
raphy is that he edited it without checking the legitimacy and 
authenticity of his subject's opinions and assertions, many of 
which are slanted or just plain wrong. It is simply not true that 
transsexual surgery is no longer performed in the United States, 
that the surgeon's fee is between $3,500 and $8,000 over and 
beyond hospital and operative costs, or that estrogens cannot be 
administered orally. By allowing such statements to stand with- 
out so much as an explanatory footnote, Bogdan has, in effect, 
given his editorial imprimatur to their validity. The result is a 
potentially damaging work, psychologically and socially. Jane 
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Fry is a presurgical transsexual who is also an epileptic; she 
feels persecuted and sorely set upon in life. She does not speak 
for ali transsexuals, however, and this book does not make that 
point clear. The sum total is that the book does not do a service 
for either transsexuals or sociology. 

Kando's viewpoint shares with Bogdan's a dissatisfaction 
with the traditional methodology for hypothesis testing in soci- 
ology—although he did in fact use some of this methodology. 
Diffusely, his study has been shaped by "the ethnographic tradi- 
tion, the phenomenological method, the sociology of knowl- 
edge, symbolic interactionism, the sociology of conflict and the 
‘sociology of the absurd,’ and by ethnomethodology" (p. 139). 

Theoretical pomp and splendor aside, what this book does is 
present a short-term follow-up of 17 of the original 25 male-to- 
female transsexuals in the University of Minnesota sex-reas- 
signment program. The information is of general interest in a 
journalistic way. It is of very limited value for science, however, 
because Kando does not tell us the criteria by which the original 
sample was selected for surgery. Perhaps he could have been 
more specific and comprehensive had he worked in joint author- 
ship with other members of the transsexual team. As they stand, 
his data are anecdotal and do not warrant the generalizations 
with which the reader is all too freely indoctrinated. For ex- 
ample, generalizations are made about transsexuals who are 
strippers versus those who are housewives, aspiring housewives, 
and career women. 

There are some irritations in the text, such as equating the 
world of nightclub entertainment with the underworld and reit- 
erating the same information and quotations in several different 
places. People are said to frequent one another, instead of meet- 
ing one another. Transsexuals and transvestites are too rigidly 
distinguished from homosexuals, without reference to homosex- 
ual drag queens. The title of the book is itself irritating in its use 
of the word “achievement.” Male-to-female transsexuals do not 
achieve their feminine gender identity after they have been fem- 
inized. They may polish and perfect it postsurgically, but they 
have a feminine identity presurgically, which is why they apply 
for sex reassignment. This is true even in cases of transsexuals 
with a Jekyll and Hyde alternation of female identity with male 
identity. Kando's study would have been more useful had he 
paid some attention to transsexualism before reassignment as 
well as after. Nonetheless, if you want to-know what happened 
in the postreassignment social adjustment of 17 transsexuals 
from the Minnesota project, here you have it. 


REFERENCES 


I. Cauldwell DO: Psychopathia transsexualis. Sexology 16:274-280, 
1949 

2. Benjamin H: Transvestism and transsexualism. International Jour- 
nal of Sexology 7:12-14, 1953 

3. Hoyer N (ed): Man into Woman: An Authentic Record of a 
Change of Sex. The True Story of the Miraculous Transformation 
of the Danish Painter Einar Wegener (Andreas Sparrer). New 
York, Dutton, 1933 

4. Hamburger C, Stürup G, Dahl-Iversen E: Transvestism: hormonal, 
psychiatric and surgical treatment. JAMA 152:391-396, 1953 

5. Benjamin H: The Transsexual Phenomenon. New York, Julian 
Press, 1966 

6. Green R, Money J (eds): Transsexualism and Sex Reassignment. 
Baltimore, Johns Hopkins Press, 1969 

7. Thomas WI, Znaniecki F: The Polish Peasant in Europe and 
America, vols 1, 2. New York, Octagon Books, 1971 


JOHN Money, Pu.D. 
JOHN T. EARLY 
Baltimore, Md. 


Am J Psychiatry 131:10, October 1974 1159 


BOOK REVIEWS 


Annual Progress in Child Psychiatry and Child Development, 
1973, edited by Stella Chess, M.D., and Alexander Thomas, 
M.D. New York, N.Y., Brunner/ Mazel, 1974, 742 pp., $15.00. 


In last year’s review of the previous volume in this series 
(June 1973 issue), I suggested that perhaps such collections 
were not entirely necessary in this fast-moving, Xeroxy world. 
The appearance of the present volume suggests that that criti- 
cism was either irrelevant or invalid. I can only state that the 
material in this current collection continues to demonstrate the 
high quality of the selections, although the proposition that 
such a volume may not be needed remains unaltered. 

The editors have continued their groupings, starting with in- 
fancy and developmental phenomena and moving through lan- 
guage and racial identification to classification and a series of 
clinical studies. The final two sections concern themselves with 
adult outcome of clinical disorders as well as outcomes after in- 
stitutionalization. The volume includes some standard and 
faithful authors such as Bettye Caldwell, Michael Rutter, and 
Edward Zigler as well as some outstanding new authors, includ- 
ing my favorite team of pediatricians, William B. Carey and 
Maarten S. Sibinga, and an excellent survey by Thomas F. An- 
ders and Pearl Weinstein on sleep. 

This year the breadth of the infancy studies is expanded by 
Emmy E. Werner's cross-cultural study of infants around the 
world. This is excellently placed in sequence to “Transition in 
Infant Sensorimotor Development and Prediction of Childhood 
IQ" by Robert McCall, Pamela Savoy Hogarty, and Nancy 
Hurlburt. In addition, two of the articles represent intriguing 
human interest phenomena from foreign fields. One of these, by 
Jean L. Briggs, focuses on the issues of autonomy and aggres- 
sion, using the Utku Eskimos as a model for a study on aggres- 
sion in the three-year-old. The other is a fascinating paper on 
sensory deprivation in twins by Jarmila Koluchova of Czech- 
oslovakia. The latter is a heartrending story of twins locked in a 
closet and frequently beaten, although they were living in the 
midst of an outwardly normal family. Three more of the clinical 
papers, Richard Galdston's “The Burning and the Healing of 
Children," Ann Murphy and Lois Pounds's "Repeat Eval- 
uations of Retarded Children," and Michael Bohman's study of 
adopted children, provide excellent examples that good clinical 
reporting has not passed from the field of child psychiatry. In 
fact, the despair concerning research activities in this field is 
certainly not borne out by these clinical presentations or by the 
excellent clinical study by Myron Stocking and associates on 
“Psychopathology in the Pediatric Hospital." 

The editors very wisely chose to use 75 pages of the volume 
for Joseph Hingtgen and Carolyn Q. Bryson's scholarly and 
thorough study of the early childhood psychoses. It is a minor 
classic in its own way that enhances this volume and is also 
quite capable of standing alone. 

The outstanding qualities of most of the papers have made 
me mellow. While still feeling that this is not the ultimate in art 
forms for the presentation of such material, it is obvious that 
the selection process has once more been done with thorough- 
ness, with care, and with a sense of. real responsibility to both 
the writers and the readers. More than usual, this collection has 
high reference value. The editors are to be commended for car- 
rying on their work in spite of the effect of the untimely death of 
two of their colleagues, Drs. Birch and Sillen, One is left in a to- 
tally ambivalent position: On the one hand there is a temptation 
to say for the collection of collections, cease and desist; on the 
other, there is a need to say to the collectors for their measured 
judgment, “Right on.” 


Henry H. Work, M.D. 
Washington, D.C. 
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Talking with Patients, 2nd ed., by Brian Bird, M.D. Phila- 
delphia, Pa., J.B. Lippincott Co., 1973, 354 pp., $10.00. 


My initial response after reading this book was why didn’t 
someone suggest that I read this book when I was a medical stu- 
dent or a psychiatric resident instead of the many other esoteric 
books that had little or nothing to do with direct patient care or 
communicating with patients. The first four chapters of Talking 
with Patients should be required reading for all physicians, In 
these chapters Dr. Bird states his general aims and objectives, 
gives specific technical points, and discusses the anxious patient 
and the anxious doctor. In 38 pages the author describes many 
of the basic tenets of communicating with patients in a very 
readable manner and provides excellent illustrative clinical 
material, 

Dr. Bird has a comprehensive understanding of the dying 
patient. His discussion on this is a more realistic approach than 
Kübler-Ross presents in her book On Death and Dying (1). 
Bird has the ability to consider the patient’s needs and is able to 
make use of the patient’s denial when appropriate without mak- 
ing value judgments or rigidly attempting to remove this de- 
fense mechanism. 

The discussions concerning surgical patients illustrate the au- 
thor’s familiarity with both surgeons and their patients. In- 
cluded are several clinical vignettes that demonstrate the fears 
of all surgical patients and some of the surgeon’s blind spots 
that may add to the patient’s fears. He suggests that much of 
the patients’ anxiety can be decreased if one is able to talk to 
them in an open and direct manner concerning their fears be- 
fore and after surgery. 

The chapters on children are satisfactory but lack the depth 
that is present in other portions of the book. An exception is the 
chapter on adolescents and their parents, which is excellent. 
One other shortcoming is that the author does not include a spe- 
cific section on speaking with the patient’s relatives. 

In addition to the factual information included in this text, 
Dr. Bird’s humanistic feelings are a constant theme, which is re- 
assuring in this age of technology and its tendency to dehumani- 
zation. This is a well-written and extremely informative book 
and should be read by all those who have contact with patients. 
This includes physicians, medical students, clinical psycholo- 
gists, social workers, nurses, and volunteers. 
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Psychopharmacology in Medical Practice, by David Wheatley, 
M.D. New York, N.Y., Appleton-Century-Crofts {Meredith 
Corp.), 1973, 200 pp., $12.50. 


In this tightly written bcok, Dr. Wheatley summarizes nearly 
14 years of clinical psychopharmacological research by a 
unique study team termed the General Practitioner Research 
Group, which now numbers 400 general practitioners who are 
distributed throughout the United Kingdom. The primary fo- 
cus of this research group is a central research office, operated 
by Dr. Wheatley, which distributes study protocols for evaluat- 
ing the efficacy of various psychoactive drugs in the treatment 
of psychiatric symptoms in patients who are seen at the offices 
of the 400 members. : 

A notable feature of this book is its attention to the general 


practitioner as the frontline person in treatment intervention for 
mentally ill citizens; this feature is given full credence and per- 
meates every page. When one adds a highly sophisticated re- 
search methodology (replete with detailed methodological de- 
scriptions, ongoing research inputs, and financial support from 
the U.S. National Institute of Mental Health), a persistent 
commitment to study this topic in a sequential five-phase re- 
search format, and the attention to timely publication of the re- 
sults in journals for general practitioners, the reader realizes 
that this book is a unique contribution to contemporary psy- 
chopharmacology. 

Wheatley underscores the fact that since the general prac- 
titioner usually treats psychoneurotic symptoms, the scope of 
his psychopharmacological armamentarium is in the symptom 
management of anxiety and/or depressive manifestations. Ac- 
cordingly, Wheatley reviews his group’s research studies of the 
last decade sequentially, comparing basic drugs (i.e., chlordia- 
zepoxide for anxiety and amitriptyline for depression) with pla- 
cebo, comparing new drugs to the basic drugs, reviewing metic- 
ulous drug treatment, etc. At all times he focuses on drugs that 
are clinically useful in the management of anxiety and depres- 
sion. While accomplishing his task in admirable fashion, he di- 
rectly addresses such thorny contemporary issues in psycho- 
pharmacology as patient-professional factors influencing drug 
response, side effects, methodological problems in assessing 
treatment efficacy in outpatients, and transcultural aspects. 

Each of the 11 chapters of this book is provided with key ref- 
erences to the relevant psychopharmacological literature, a 
practice that is in keeping with the time considerations of the 
busy practitioner and that avoids the perpetuation of less im- 
portant literature. A highly useful index completes this well- 
planned book. 

In my opinion, Dr. Wheatley’s book represents a bench mark 
overview of what can be accomplished by the general prac- 
titioner in an area where his direct input is direly needed. Cou- 
pling these clinical inputs with centrally coordinated, so- 
phisticated research methodology has produced a major 
contribution to the ongoing study of psychopharmacological 
vistas of hope and help for the mentally ill. I strongly recom- 
mend this book to all colleagues who pride themselves on 
being fully abreast of the major findings and viewpoints in mod- 
ern clinical psychopharmacology. 


FRANK J. MENOLASCINO, M.D. 
Omaha, Neb. 


The Origin and Treatment of Schizophrenic Disorders, by Theo- 
dore Lidz, M.D. New York, N.Y., Basic Books, 1973, 137 pp., 
$6.95. 


It is one of the remarkable paradoxes of twentieth-century 
psychiatric thought that despite its profound interest in moth- 
ers, the family has been ignored. Grudgingly, psychiatrists have 
acknowledged that fathers and even siblings can be important, 
but primarily in the development of psychopathology. We failed 
to grasp the fact that the family unit is greater than the sum of 
its individual parts. In this atmosphere of professional blindness 
it is indeed remarkable that Theodore Lidz was able to have this 
simultaneously simple and profound insight. It is also a meas- 
ure of the man that he had the personal courage to explore a 
new frontier despite the professional isolation and rejection this 
inevitably produces. The cycle of rejection is only complete 
when years later the critics argue that the original observations 
were obvious and apparent to everyone. 

It should be emphasized that the importance of the family as 
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a social force was not recognized by most psychiatrists and that 
those few who did recognize its importance were largely ig- 
nored. Another significant insight on Lidz’s part is the impor- 
tance of the family as a factor in positive growth as well as a 
source of psychopathology. The importance of studying the 
family for a better understanding of ego psychology and in par- 
ticular the conflict-free sphere of the ego has still not been ade- 
quately explored. 

This volume is divided into three sections. The first deals with 
the effects of particular familial patterns of interaction on the 
preschizophrenic child. Lidz describes two characteristic pat- 
terns that he labels skewed and schismatic. He believes these 
patterns are necessary for the production of the schizophrenic 
disorder. This point of view has stimulated many other workers, 
including some who disagree with it. In the second section Lidz 
develops his theory of regression to more primitive cognitive 
functioning, which he believes is necessary for the development 
of the characteristic schizophrenic thought disorder. He dis- 
cusses his concept of egocentric overinclusiveness and its special 
role in schizophrenic thought. These first two sections make up 
a reasonably complete statement of Lidz’s theoretical formula- 
tions on the relationship between the family and schizophrenia. 

The scientific arguments concerning his work will largely be 
directed toward these two sections. I feel that the heterogeneity 
of the syndrome labeled schizophrenia cannot be explained ade- 
quately in terms of two characteristically distorted familial pat- 
terns of interaction. In order to explain the studies of the 
adopted-away offspring of schizophrenic parents we are forced 
to recognize the more ubiquitous and general nature of the 
evoking stresses. The most parsimonious explanation of the 
adopted-away studies is that the environmental and familial 
stresses that are necessary for evoking a schizophrenic episode 
are relatively common in our culture and are as likely to occur 
in an adoptive as in a biologic family. This does not reduce the 
importance of family pathology in understanding the content 
and course of the schizophrenic disorder. It simply suggests that 
the precipitating causes for the decompensation are to be found 
elsewhere. 

Thé third section of this book deals with the psychotherapy of 
schizophrenia. In 35 pages Lidz summarizes an equal number 
of years’ experience. He does it with a deeply human under- 
standing of the integrity and dignity of his patient. For anyone 
who wishes to do individual psychotherapy with a schizophrenic 
this section is essential reading. 

In summary, this is a remarkable book. It reviews a lifetime 
of pioneering work in a clear and highly readable manner. Part 
of the measure of the significance of any scientific theory is how 
much new research it stimulates. The present interest in the 
family owes much to Theodore Lidz. Independent of the 
reader's degree of agreement with the family theory of schizo- 
phrenia, one must recognize its impact on current psychiatric 
thought and practice. The theory has stimulated the profession 
and changed it profoundly. This is its major contribution, and 
the arguments as to its details are relatively minor. 


RosBERT Cancro, M.D. 
Hartford, Conn. 


Psychoanalysis and Contemporary Science: An Annual of In- 
tegrative and Interdisciplinary Studies, vol. II, edited by Ben- 
jamin B. Rubinstein. New York, N.Y., Free Press (Macmillan 
Publishing Co.), 1973, 393 pp., $14.95. 


The papers in this volume demonstrate how the insights of 
psychoanalysis have enriched other disciplines and how knowl- 
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edge from other fields has helped to elucidate problems in psy- 
choanalytic theory and practice. The disciplines represented are 
psychoanalysis, experimental and developmental psychology, 
philosophy, information processing, and linguistics. 

In the lead article, the late George Klein cogently argues the 
relevance of psychoanalysis to the current scene and demon- 
strates that those tho would dismiss psychoanalysis ignore its 
important contributions to the understanding of human psy- 
chology. Klein advocates a clinical theory of psychoanalysis be- 
cause he believes that metapsychology leads to a dehumanized 
concept of man. Dr. Wilson, in contrast, warns that restriction 
of theory to abstractions derived solely from clinical data may 
limit the fuller development of psychoanalytic theory and possi- 
bly hamper psychoanalysis itself. In a discussion of the work of 
R.D. Laing, Dr. Mischler regrets that Dr. Laing’s disregard of 
any theory has resulted in a marked deterioration of his contri- 
bution and has led him to erroneous conclusions. 

Dr. Stone discusses the complexity of the phenomenon of re- 
sistance in the psychoanalytic situation, including its relation- 
ship to transference. He believes resistance is not identical with 
defense but an inevitable process whose manifestations, when 
analyzed, reveal not only the patient’s maladaptive patterns but 
also his adaptive capacities. 

The clinical psychoanalytic situation is, according to Dr. 
Kaplan, a research procedure leading to a particular concept of 
mind. This concept stresses the importance of meaning in hu- 
man experience. 

Research procedures of a different order are described in an- 
other series of papers. A study of responses to subliminal ag- 
gressive stimuli in suidical and nonsuicidal patients tends to 
support the conclusion that suicidal subjects are struggling with 
aggressive impulses of which they are unaware. Direct observa- 
tion of language development in schizophrenic children suggests 
that their deviant behavior is the result of an ego defect that 
limits their ability to select, decipher, and organize their experi- 
ences. A study of deaf children indicates the importance of non- 
verbal communications in both cognitive and affective devel- 
opment. 

In a comprehensive article, Murphy demonstrates the bene- 
fits that accrue to child development and psychoanalysis from 
their respective contributions to each other. Loevinger presents 
a syllabus for a course in ego development and Bry offers a bib- 
liographic analysis of studies in the developmental sciences. 

The analogy between the computer and the central nervous 
system as processors of information has led some analysts to 
turn to computers and information processing theory for a 
model to further the understanding of human psychology. 
Based on a computer analysis of several recorded sessions, 
Spence presents some tentative conclusions about the influence 
of conflict and defense on the stream of thought. Palombo re- 
constructs a memory tree from a patient's associations and sug- 
gests the similarity between this and the program of a com- 
puter. However, because the human mind is infinitely more 
complicated than a computer, the assistance of an analyst is re- 
quired to monitor and map the patient's associative pathways. 
Drs. Peterfreund and Franceschini attempt to explain motiva- 
tion on the basis of information processing. In their view, 
neurophysiological activity energizes motivation. They consider 
any concept of psychic energy unnecessary. In this regard they 
differ with other contributors to this volume who argue that the 
correlation of neurophysiological and psychological processes 
is ill-advised at the present time. Drs. Peterfreund and Frances- 
chini describe in detail their continuing efforts to arrive at a 
model of information processing that may eventually account 
for both motivation and meaning. 

Freud's concepts of meaning are discussed by Dr. Shope, who 
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includes metapsychological and linguistic considerations in his 
review. There is a series of articles on the logic of explanation in 
psychoanalysis. 

This compendium presents a useful overview of the current 
state of the integration of psychoanalysis with other disciplines. 
Several papers present observations that have useful clinical ap- 
plications. The theoretical discussions offer some valuable in- 
sights into the current status of various and sometimes conflict- 
ing models of the mind. They delineate the problems 
encountered in attempting to arrive at a satisfactory model and 
indicate the directions in which psychoanalysis and other dis- 
ciplines are moving in their integrative efforts to further our 
knowledge of human psychology. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


Madness and the Brain. by Solomon H. Snyder, M.D. New 
York, N.Y., McGraw-Hill Book Co., 1974, 281 pp., $8.95. 


The author of this very readable, thought-provoking book is 
a brilliant psychiatrist and pharmacologist with a well-deserved 
reputation as a researcher, lecturer, teacher, and writer. From 
the beginning to the end of this book the reader is exposed to 
Dr. Snyder’s inquisitive mind, astute research and clinical ob- 
servations, and encyclopedic knowledge of recent scientific 
breakthroughs in research on brain function and the effects of 
drugs on the brain. Some of these drugs (the neuroleptics) re- 
lieve the symptoms of schizophrenia and some of them (psyche- 
delics, cocaine, and amphetamines) can produce symptoms that 
mimic schizophrenia. 

Dr. Snyder has devoted years to the attempt to determine the 
essence of schizophrenia and to discover what goes on in the 
brain to produce this devastating illness, which afflicts an esti- 
mated one percent of the world’s population and makes the ma- 
jority of its victims chronic prisoners of psychosis. From his 
ceaseless search he has evolved a hypothesis that he discusses 
lucidly after tracing for the reader the evidence he has critically 
examined and from which he has selected certain facts that he 
collates as the foundations for his hypothesis, 

Not everyone will concur with Dr. Snyder’s views, but all will 
agree that he has constructed a challenging case. All will also 
agree that to read this bock is to go on an exciting journey with 
an expert guide whose insights and speculations stimulate the 
hope that the elusive goal of the elucidation of the etiology and 
pathophysiology of schizophrenia will be reached. 

There is one justifiable criticism of this book of which the 
publisher should be ashamed, and that is frequent misprints. 
Despite this fault, Madness and the Brain deserves to be highly 
commended. 


FRANK J. AYD, JR., M.D. 
Baltimore, Md. 


The Functions of Sleep, by Ernest L. Hartmann, M.D. New Ha- 
ven, Conn., Yale University Press, 1973, 187 pp.. $2.95 (paper). 


Hartmann has written an exciting, erudite, and completely 
readable book about contemporary sleep research. From the 
more than 600 highly technical and fragmented articles on sleep 
that have been pouring forth annually during the last decade, he 
has judiciously extracted relevant data on the vast range of lev- 
els——biochemistry, neurophysiology, electroencephalography, 
animal behavior, behavioral and clinical material—that ex- 


emplifies in a very effective way the panorama that constitutes 
the range of disciplines interested in the sleep process. Certainly 
the ease and clarity of the inclusion of these data attest to Hart- 
mann’s own familiarity with such data from his personal re- 
search contributions across this wide range. 

The book is divided into three sections. The first short section 
(14 pages) is an introduction and review of the theories of the 
function of sleep. The second section (124 pages) presents a se- 
lective set of data. Some two-thirds of this section reviews re- 
search findings on the ontogeny and phylogeny of sleep, sleep 
deprivation, and the variations in sleep resulting from age, psy- 
chopathology, physiology, and neurophysiological variables 
and chemicals. While a specialist in each area could find small 
and occasional causes for concern about omissions and inter- 
pretations, the reviews are impressive in their coherence and in 
the information they present for the nonspecialist. The remain- 
ing third of this section presents data from Hartmann’s ques- 
tionnaire and interview studies of long sleepers, short sleepers, 
and variable sleepers as well as two speculative chapters on 
tiredness and dream content. The last section (20 pages) 
presents a summary position on the function of sleep, the chem- 
istry of the mind, and mind-body relationships. 

Now the bad news. But first a caveat lector. | am on record as 
holding to a diametrically different theory of sleep function and 
have reported opposite findings regarding long and short sleep- 
ers and their psychological makeup. In short, my bias is at least 
equal to Hartmann’s. 

In a brief summary, Hartmann states that sleep is a restora- 
tive process and that slow-wave sleep is a phase in which 
“macromolecules [proteins and/or RNA] are synthesized" and 
that D-sleep (Hartmann’s designation for the 90-minute cycle 
within sleep better known as REM stage | sleep, which is 
strongly associated with visual dreaming) has a ‘restorative 
function with respect to systems of focused attention, . . . sys- 
tems involving the ability to maintain an optimistic mood, en- 
ergy, and self-confidence; and . . . emotional adaptation to the 
physical and social environment ... [and] to cope with stress, 
worry, and new intensive learning." The changes in cate- 
cholamine levels are not clearly related (at least for me) to the 
presumed behavioral restorative functions. 

One alternative possibility I could propose is that sleep is an 
innate behavior that evolved as an adaptive survival system in 
relation to environmental demands rather than to restorative 
demands of the organism. More specifically, to enhance sur- 
vival there are times that nonresponding is more effective than 
responding. Responding in the absence of food, in the presence 
of predators, or under conditions of ineffectiveness can reduce 
the chances of survival. Not responding under such circum- 
stances is adaptive, and it is possible that sleep serves to support 
these periods of nonresponding. Restorative processes may or 
may not occur during these periods; minimally, energy ex- 
penditure is reduced. 

But beyond the question of possible alternatives | must ex- 
press some concern about the data base from which Hart- 
mann's theory is launched. Among the data most emphasized 
are findings with which I am very familiar: the inter- 
relationships between the length of sleep in humans and their 
psychic states. Hartmann gives 2 of his 14 chapters over to re- 
porting two studies, one on long and short sleepers and one on 
variable sleepers. He reports that short sleepers were "non- 
worriers" (efficient, energetic, ambitious, self-confident) and 
that long sleepers were “‘worriers” (mild or moderate neurotics 
who evidence dysphoric affect, depression, and anxiety). He 
notes studies from our laboratories that found no differences 
between these two groups but dismisses them on the grounds of 
sampling. 
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From the objective measures used, which I estimate involved 
about 50 subscales, no differences were found to be statistically 
significant at the .01 level of confidence, one was significant 
across two subpopulations of the same population at the .05 
level, and one subscale of the Minnesota Multiphasic Person- 
ality Inventory (MMPI), introversion, and one of the [8 Cali- 
fornia Personality Index (CPI) subscales were significant at the 
.05 level of confidence in the final “refined” population. This, in 
my opinion, is not the stuff from which such sweeping gener- 
alizations or strong theories are justifiably made. 

I worry equally about the "validation" of these data by an 
unpublished study of variable sleepers. This reported on 501 
“usable” replies to a questionnaire about whether people "re- 
quire" more or less sleep under various life conditions. Hart- 
mann concludes that in times of depression, worry, and stress, 
people “require” more sleep. Beyond the fact that I find the 
data for this conclusion as badly strained as the data noted 
above, I find it strange that sleep behaves in quite a contrary 
relationship to its own "requirements," e.g., in times of worry, 
depression, and stress, sleep tends to be shorter and more dis- 
rupted. 

But enough of this. Let me conclude by saying that for the 
person interested in an excellent glimpse of the exciting re- 
search area of sleep I can certainly commend this book. It is 
clearly written, provocative, and makes limited impositions on 
the nonspecialist. Within sleep research it serves to place, in a 
coherent framework, a broad expanse of data that are seldom 
seen side by side. Whatever my reservations are about the theo- 
retical position, it is presented with a clarity that can do no less 
than stimulate thought. 


WILSE B. Wess, PH.D. 
Gainesville, Fla. 


Contemporary Psychology and Effective Behavior, by James C. 
Coleman and Constance L. Hammen. Glenview, Ill., Scott, 
Foresman and Co., 1974, 542 pp., $11.95. 


This is a textbook in the field that used to be called "'adjust- 
ment" but that in compliance with the modern stress upon the 
positive aspects of human engineering is now often referred to 
as "effective behavior." To call it a textbook, however, is 
hardly fair since I am a hardened reviewer who has been plod- 
ding through dull textbooks in the field of human behavior for 
many years and I found this one thoroughly enjoyable. It 
should be fun to teach. It is fun to read, which suggests it has a 
wide potential beyond the classroom. One can read it for cor- 
rective reminders of one's own behavioral deficiencies, and it 
certainly should be helpful for friends and advisees (including 
patients) who can benefit from intelligent reading. 

Eclectic and, in the best meaning of the words, common sen- 
sible, the book integrates the literature under four sections, 
which deal with the basic nature of human behavior and our 
quest for answers to the problems involved, the personal context 
of behavior, the social context of behavior, which involves the 
individual's interaction with the group and the effects of this in- 
teraction on both, and the application of all this to the “achieve- 
ment of more effective behavior and personal growth in our 
changing world." Particularly pertinent and timely is the epi- 
logue, *Explorations in Human Experiencing," which deals 
with contemporary trends in existential psychology, altered 
states of consciousness, and, specifically, Carlos Castenada, 
Richard Alpert, and R.D. Laing. This épilogue could well 
have been expanded. 

The literature is ably covered and the text is interlarded with 
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personal autobiographical quotations from case materials. 
These are set off in different type and colored ink and do not in- 
terfere with the narrative but give relevant human background 
to the subject matter. Individual chapters each contain a sum- 
mary and “a look ahead.” There is an adequate glossary, bibli- 
ography, and name and subject index. 

. The book is well written and well set up; both the authors and 
the publisher deserve congratulations. 


WILLIAM A. Hunt, PH.D. 
Evanston, Ill. 


Biofeedback: Behavioral Medicine, edited by Lee Birk, M.D. 
New York, N.Y., Grune & Stratton, 1974, 205 pp., $10.75. 


This is a hard-cover reprint of the November 1973 issue of 
Seminars in Psychiatry, which was devoted to an evaluation of 
the current enfant terrible of therapeutics. The editor defines 
biofeedback conventionally as "the use of monitoring in- 
struments (usually electrical) to detect and amplify internal 
physiologic processes within the body, in order to make this or- 
dinarily unavailable internal information available to the indi- 
vidual and literally to feed it back to him in some form" (p. 2). 

The invited papers cover most aspects of the field quite ade- 
quately. They include a chapter by psychologists Alan H. Har- 
ris and Joseph V. Brady, who present enough basic science data 
to make biofeedback at least tentatively respectable and worthy 
of the consideration of nonmystical therapists. In general, they 
report the application of instrumental (operant) conditioning as 
the model, with shock avoidance, electrical brain stimulation, 
and the like as the “reinforcers.” Various animals were used in 
these studies, both with and without curarization. Although in- 
teresting, the relevance of all this to the human situation is not 
immediately obvious. 

The remainder of the volume is clincially oriented, with the 
results in general supporting those already in the literature. 
These can be very briefly summarized as follows: Biofeedback 
may be of considerable value in the treatment of certain pa- 
tients with stubborn tension headache or migraine headache. In 
carefully selected patients with cardiac arrhythmias worthwhile 
results can sometimes be attained. Biofeedback may be benefi- 
cial in Raynaud's disease when it is combined with optimal 
medical and surgical management. Finally, biofeedback may 
assist and enhance the psychotherapeutic process. 

The papers on hypertension and epilepsy suggest that bio- 
feedback techniques may have potential value but that much 
more work must be done in developing techniques that will 
carry over into the patient's daily life. 

The chapter by Charles F. Stroebel and Bernard C. Glueck 
deserves special mention. They present studies of the roles that 
suggestion, patient expectation, and placebo effects play in bio- 
feedback research. They specifically consider the significance of 
making the patient involved in and to some extent responsible 
for his own treatment and the results thereof. I particularly 
liked their statement that "the ‘contaminating’ placebo effect 
may be a crucial clinical variable of utmost importance that we 
have minimized in our zeal for a scientific medicine" (pp. 19, 
20). 

It would appear that biofeedback, in some form, is probably 
here to stay and that it has now been effectually demonstrated 
that thinking can alter the incidence and severity of at least 
some "physical" abnormalities. I am interested particularly in 
the lack of any indication in all of these papers that the re- 
searchers are aware that this process could be used to identify 
“pathological” and “pathogenic” thought processes that are in 
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some way behind physical disturbances. When this has been 
done, therapists can specify the correction of perceptual or cog- 
nitive errors rather than continue to use the current nonspecific 
approach. 

Examples of the other questions this work raises are: If bio- 
feedback is indeed of value in the treatment of "disease," are 
the nonphysician therapists employing it practicing medicine 
without a license? Should the offering of electromyographic 
(EMG), galvanic skin response (GSR), and EEG monitoring 
equipment to the public be countenanced? And, a rather dis- 
tressing thought, if we use GSR monitoring in psychotherapy, 
do we owe an apology to the scientologists for the legal action 
taken against the E-meters (basically only GSR detectors) that 
led to their current quasireligious status? 

I do recommend this book as an overview of the field, but 
with a minor cavil to the editor: a little less "scientific" rigidity 
and a little more permissiveness toward speculative flights of 
fancy would have made the volume more readable and enjoy- 
able. An example might be the invited but not included paper by 
Eric Peper (1) that came to my notice. This article is available 
from Eric Peper at 828 Arlington Ave., Berkeley, Calif. 94707. 


REFERENCE 
l. Peper E: Frontiers of clinical biofeedback (unpublished paper) 


WALLACE C. ELLERBROEK, M.D. 
Sunset Beach, Calif. 


The Phenomenon of Death: Faces of Mortality, edited by Edith 
Wyschogrod. New York, N.Y., Harper & Row, 1973, 235 pp., 
$12.00; $3.45 (paper). 


This book is a collection of essays on a subject of great cur- 
rent interest, death and dying. It opens with chapters by LeShan 
and Kübler-Ross that deal with the experience and psychologi- 
cal needs of dying patients. Following these glimpses of individ- 
uals’ concerns with death, successive authors explore the subject 
in an ever widening perspective. Lifton summarizes his classical 
study of survivors of the atomic explosion in Hiroshima (1) and 
claims that the threat of nuclear weapons has undermined our 
society's sense of immortality. Several authors examine death 
on still another level. For them civilizations, like individuals, 
are mortal and therefore are subject to decline and death. They 
subject certain modern-day signs of decline to philosophical 
inquiry. 

Each author provides us with some fundamental thoughts 
about death from his own perspective and frame of reference. 
Only man among living beings realizesthat some day he will die, 
and it is this very awareness that lifts him to a new realm of 
existence, Though he mav never experience the last moment of 
his life, he encounters death every day because he anticipates it. 
If he flees from this encounter in fear, he may lose the very life 
he seeks and find himself robbed of freedom and creativity. Yet 
when this encounter spurs a search for meaning, it becomes a 
stimulus for authentic living. Death is therefore neither good 
nor evil, meaningful nor meaningless, but becomes one or the 
other according to what we make of it. The meaning of death, 
and therefore of life, is made, not found. Preparation for death 
becomes preparation for life. 

Aside from the opening chapters there is little in this volume 
of a practical or clinical nature. The average physician is apt to 
find its scholarly dissertations somewhat obscure and tedious. 
Those who seek to enrich their understanding of death should 
turn to Plato, Seneca, Montaigne, Taylor, and Donne. Little 


has been added to the timeless wisdom of these great thinkers. 
They offer excellent preparation for life and, one might add, for 
ministering to the needs of dying patients. 


REFERENCE 


1. Lifton RJ: Death in Life: Survivors of Hiroshima. New York, Ran- 
dom House, 1968 


RussELL Noyes, M.D. 
Iowa City, lowa 


Annual Review of the Schizophrenic Syndrome, vol. 2: 1972, ed- 
ited by Robert Cancro, M.D. New York, N.Y., Brunner Ma- 
zel, 1972, 502 pp., $17.50. 


More than 1,000 articles on schizophrenia were printed in 
English-language periodicals between the summers of 1970 and 
1971, and a good many others came out in books. Cancro and 
10 other scholars of indisputable authority have sifted through 
this mass to present the 29 papers they rank as most important. 
These have been extracted from 19 different sources, some of 
which are rarely explored by most psychiatrists. There are se- 
lections from Japanese, Israeli, and European journals as well 
as from more familiar American sources. The various contri- 
butions have been arranged in nine topical sections, each of 
which is prefaced with perspicacious editorial comment. One 
finds mention of other publications, thoughtful criticism, and 
information about research trends. 

It is evident that this annual is indispensable to anyone who 
would more broadly inform himself without spending many 
hours searching on his own. It is also valuable for specialists in 
schizophrenia who want to keep abreast of developments out- 
side their own immediate interests. About a third of the papers 
are reviews and theoretical papers and the remainder are origi- 
nal studies. A good balance of reviews and new work is main- 
tained in each section so that the reader easily obtains a good 
perspective. 

About half of the space in this volume is given to work on at- 
tention, cognition, perception, and psychophysiology. All of 
these studies bear in some way on the disorganized mental func- 
tioning of schizophrenia. Evidence is presented that the capac- 
ity to integrate perceptions from different sensory modalities is 
impaired in schizophrenia. Various disturbances in attention 
and cognition are defined. The electroencephalographic studies 
of evoked brain potential included in the volume seem to lend 
credence to the theory that perceptual dysfunctioning of several 
specific kinds may be the basis not only for the thinking dis- 
orders but also for the affective disorders that may play such a 
prominent part in these psychoses. Many of the studies are 
quite technical, but the perspective they offer on familiar clini- 
cal phenomena make their study worthwhile. Some of the ex- 
periments described are ingenious. 

In last year's annual, 12 biochemical studies were included; 
that there are none this time is due to the fact that the editors 
feel no exceptional findings in this sector have appeared since. 
Nevertheless, a brief discussion of ongoing work that promises 
good future results is included. 

Throughout the volume, authors emphasize the need for re- 
finement in differential diagnosis and the importance of recog- 
nizing that "schizophrenia" is too inclusive a term. The paper 
by Mellor demonstrates the usefulness of Schneider's first-rank 
symptoms in defining an important subtype and brings this 
diagnostic tool, which is being used increasingly in Europe, to 
the attention of American readers. Stephens provides an ex- 
cellent review of long-term follow-up reports that has important 
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nosological implications. Are we now ready to split schizophre- 
nia into two groups of illness and to begin to adapt treatment 
measures and research efforts more specifically? There seems to 
be increasing reason to do so. 

The superb paper by Mosher and his colleagues in the genet- 
ics section of the book studies the emotional climate in families 
with identical twins discordant for schizophrenia. This article 
reports that certain characteristic attitudes and patterns sur- 
round the twin who becomes psychotic. Their work is informed 
by the cognitive, family, psychoanalytic, and genetic literature. 
Shields reviews the literature on heredity in schizophrenia and 
concludes that in susceptible individuals a graded, polygenetical- 
ly determined susceptibility is inherited. This complements Mo- 
sher and associates’ paper and makes us wonder what stresses, 
developmental or otherwise, may contribute to the appearance 
of clinical schizophrenia. 

The papers that follow bear on this question. Wynne's impor- 
tant article on communication disorder and the search for rela- 
tedness in schizophrenic families is perhaps the best of these. 

Two studies consider the school performance and childhood 
IQ records of schizophrenics who become so in later life. These 
studies identify characteristics that have important implications 
for primary prevention, the designing and carrying out of pro- 
spective studies on seemingly high-risk children, and prognosis. 

The papers on treatment deal primarily with phenothiazine 
preparations and indications for their prescription. More expe- 
rience with these drugs is now making it possible to identify 
patients who are likely to benefit from very high doses, those 
who are not, and a group who should perhaps receive no pheno- 
thiazines at all—those with a “good” premorbid history who 
show no paranoid traits. 

Of course some of the papers are better than others, and one 
might wish that some were more tightly and gracefully written. 
A review is not a review without a bit of criticism, so perhaps 
one may also complain a little about the price. For the money, 
however, one gets a really well-bound volume with sewn, 16- 
page fascicles rather than a carelessly pasted product that will 
disintegrate. The type and paper are good, and there is an index. 

This book is a valuable contribution that rewards study. It 
can inform the researcher and clinician alike, and it provides 
orientation, stimulates ideas for more research, and implies 
changes in patient care. 


JoHN T. MALTSBERGER, M.D. 
Cambridge, Mass. 


Identification of Predelinquents: Validation Studies and Some 
Suggested Uses of Glueck Table, edited by Sheldon and Eleanor 
Glueck. New York, N.Y., Intercontinental Medical Book 
Corp., 1972, 147 pp., $7.75. 


This book stands as a tribute to the lifelong efforts of Sheldon 
and Eleanor Glueck to explain the nature of delinquency. It has 
singular commemorative significance as the last joint publica- 
tion of this most unusual husband and wife research team, 
whose 40 years of collaborative research ended with Mrs. 
Glueck's death in September 1972. 

The central objective of the Gluecks' research was the devel- 
opment of prediction scales that would enable the identification 
of youngsters who are likely to become delinquent and would 
help in development of effective programs of prevention. Their 
efforts, which were made in the best traditions of science and 
humanitarianism, stress the importance of family life. The re- 
sults of their empirical studies have pointed the way toward 
various social reforms such as Head Start and day-care pro- 
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grams for the children of working mothers. In the development 
of their predictive scale they gave heavy weight to factors relat- 
ing to psychological and social development, with perhaps 
somewhat less refined measures of biological factors. 

This volume, which reports the proceedings of a special ses- 
sion on the identification of predelinquents held at the Sixth In- 
ternational Congress on Criminology in Madrid in September 
1970, contains 15 papers reporting the results of a variety of 
studies undertaken to validate and explore the use of the 
Gluecks' prediction table. Whatever these papers may lack in 
methodological sophistication, they make up for in their au- 
thors’ loyalty to the Gluecks, whose inspiration and influence 
provided the impetus for their work. In perusing these pages I 
am reminded once again of the fundamental desirability of em- 
ploying research findings in social planning, particularly in the 
development of delinquency programs that are aimed at pre- 
vention rather than repression. 


CHARLES E. SMITH, M.D. 
Chapel Hill, N.C. 


Early Human Development, edited by S.J. Hutt and Corinne 
Hutt. New York, N.Y., Oxford University Press, 1973, 360 pp., 
$9.50 (paper). 


This volume is intended as a set of readings for students of 
human developmental psychology. It consists of 29 selected ar- 
ticles divided into seven sections: Genetic Determinants of Be- 
havior, Hormonal Determinants of Behavior, Early Brain 
Mechanisms, Perceptual Capacities, Development of Attach- 
ment, Effects of Early Experience, and Fear and Exploration. 
Each section is introduced by a short essay by the editors that 
emphasizes major issues, links together the separate articles, 
and provides additional references. 


The editors, themselves well known for their research and: 


teaching in the field, adopt an essentially biological viewpoint 
and emphasize "'structure-function relationships between brain 
and behavior in early development, how the environmental in- 
put is dealt with by the existing machinery, how this input modi- 
fies the structures, and how these factors produce the behavior 
that results." The articles selected cover expertly a wide range 
of issues, viewpoints, and techniques of study in early human 
development. The introductory essays for each section are 
thoughtful and tie the separate contributions together incisively. 

The material presented in the various articles demonstrates 
the growing scientific sophistication in studies of early human 
development and emphasizes the complexities of organism-en- 
vironment interactive processes from the moment of conception 
onward. Concepts involving objectively measurable mecha- 
nisms instead of formulations based on reified abstractions such 
as instinct, libido, cathexis, or constitution are in evidence 
throughout the volume. i 

‘This volume can be recommended highly to students of early 
human development. The biological viewpoint of the authors 
necessarily limits the selections and the thrust of the in- 
troductory discussions, but this only affirms that the editors 
have kept to their stated purpose. More pertinent as a criticism 
is the omission of several important topics that do belong within 
the editors’ viewpoint and for which a substantial literature has 
developed in recent years. These include conditioning in the 
young infant, nutritional influences on perceptual and cognitive 
development, and temperamental individuality as a factor in be- 
havioral development. 


ALEXANDER THOMAS, M.D. 
New York, N.Y. 
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The Prevention of Crime, by Stuart Palmer, Ph.D. New York, 
N.Y., Behavioral Publications, 1973, 268 pp., $9.95. 


The author of this book is a professor of sociology at the Uni- 
versity of New Hampshire who has directed five major research 
projects on crime and delinquency. The first section of the book 
is devoted to the overall problems of crime in the United States. 
Several chapters are devoted to detailed descriptions of various 
types of crime and their medical-legal implications, and detailed 
statistics as to various types of crime are reported. Thus the 
first part of the book is in the nature of a sociological overall 
view of crime. 

In the second section of the book, the author reports on the 
dearth of preventive and therapeutic programs that have been 
proposed to change the picture of crime in the United States. 
He stresses the need for citizen involvement in action programs 
and devotes a chapter to a program of public education to be 
carried out in public schools and through the mass media. He 
then discusses the potential role of neighborhood service centers 
in the prevention of crime as well as the more direct in- 
volvement of the police, judges, probation officers, and correc- 
tion officers. In his preface the author indicates that his book is 
directed toward concerned laymen and toward practicing pro- 
fessionals, including court officials, social workers, sociologists, 
and psychologists. 

I read this book with a great deal of interest and profit and 
recommend it not only for the professional groups listed above 
but also for psychiatrists in general as well as psychiatrists 
working in the area of farensic psychiatry. 


FRANK J. CURRAN, M.D. 
New York, N.Y. 


The Pleasure Areas: A New Theory of Behavior, by H.J. Camp- 
bell. New York, N.Y., Delacorte Press, Dell Publishing Co., 
1973, 310 pp., $8.95. 


Dr. Campbell is a neurophysiologist who has written this 
book primarily for the lay public to expound his view of behav- 
ior from a neurophysiologic standpoint. His thesis is that all be- 
havior is based primarily on seeking pleasure and avoiding dis- 
pleasure. The limbic system is the area of the brain mediating 
the external and autonomic impulses and must receive activa- 
tion for life to continue. The evolution of the cerebral cortex has 
permitted mankind to gain pleasure through creative thought 
and meditation rather than through purely physical stimuli. It is 
this ability for intellectual fulfillment which sets mankind apart 
from the subhuman forms of development and which has been 
the basis for his progress and betterment. 

The book is written in a somewhat rambling, informal style 
and presents a blending of scientific fact and fancy, with little 
specific documentation of findings. Campbell despairs of the 
trend in man toward direct pleasure seeking and away from 
gaining gratification through his cerebral cortex in intellectual 
pursuits. 

Weak points of the book are Campbell’s limited treatment of 
psychiatric illness other than behavior disorders, his failure to 
explain the basis of human creativity, and the impression he 
gives that man is incapable of change once he has been pro- 
grammed. Lastly, the nontechnical illustrations in the book are 
ludicrous and tend to detract from whatever serious arguments 
Campbell is trying to make. 

-I did not like the book primarily because of the easy gener- 
alizations made and the sense of intellectual snobbery shown. 


Campbell’s picture of man as a well-programmed, almost com- 
puterized being seems rather mundane and unexciting. Sensual 
pleasures are like anything else and must be kept in perspective. 
Intellectual growth must be accompanied by emotional growth 
as well to include warmth, empathy, and understanding. To 
overlook the emotional side of man is a common error in our 
society and one seen only too often in the psychiatric setting. 


MA). THOMAS C. Bonn, MC, USA 
Fort Leavenworth, Kans. 


Conjoint Marital Therapy, by R.V. Fitzgerald, M.D. New 
York, N.Y., Jason Aronson, 1973, 246 pp., $10.00. 


The field of family and marital therapy is blossoming not 
only in the United States but in other parts of the world. Along 
with that blossoming has come a rush of books, some of which 
have endeavored to cover all aspects of family therapy and 
some of which have rightly been confined to specific areas. Dr. 
Fitzgerald's book falls into the latter category. It is a compact 
book that deals with the treatment of couples. The first half is a 
description of a number of the techniques used by the author in 
the process of therapy with couples. He presents the couples as 
being on a tour or journey and refers to the beginning phase, the 
middle phase, and the terminal phase. He sees himself as the 
tour guide and this very aptly describes his functioning in the 
therapy sessions. One can see him stopping the tour at various 
spots and describing to the passengers (his patients) what lies 
around them as well as encouraging them or suggesting differ- 
ent routes. The author encourages the couple to interact with 
each other on a verbal level, and then at various times comes in 
with descriptions of what he sees taking place between them or 
makes interpretations. I feel this technique is one seldom used 
by family therapists. 

I surmise Dr. Fitzgerald’s technique is a carry-over from his 
analytic experience. In writing about his own work he takes us 
into his confidence, but he tantalizes us with tidbits. One expects 
to be offered a feast and then has to be content with succulent 
morsels. The age-old problem of describing accurately what 
goes on in therapy is illustrated in the descriptions in the first 
half of the book. The appendices are much more satisfying 
because they contain selected interviews. 

It should be kept in mind that Dr. Fitzgerald refers to work 
with a limited population of patients: "Less than 5 percent of 
my patients are overtly psychotic or borderline, about 10 per- 
cent have affective disorders, and the rest can be characterized 
as having neurotic or character disorders" (p. 16). 

The therapist trying to glean information from this book 
about working with whole families will find little help. While 
there are some interesting techniques described, the experienced 
therapist may be frustrated. However, the book should be ex- 
tremely useful to those therapists who have been trained solely 
as individual therapists and who then find themselves having to 
treat couples. This I feel is the strongest point of the book. The 
author adheres to the philosophy propounded by Satir, Bowen, 
and others that the parents are the architects of the family. Dr. 
Fitzgerald works with parents regardless of what is going on in 
other parts of the family. 

In conclusion, this is an easy book to read and should be 
read, particularly by those therapists moving from experience 
with individual patients to marital therapy. 


RICHARD A. Fany, M.D. 
Hartford, Conn. 
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Handbook of Leadership: A Survey of Theory and Research, by 
Ralph M. Stogdill. New York, N.Y., Free Press (Macmillan 
Publishing Co. ), 1974, 581 pp., $19.95. 


The author of this book is professor of management science 
and psychology at Ohio State University, Columbus, Ohio. The 
book is primarily a reference work, a sourcebook of experimen- 
tal studies. The strength and weakness of this book is its con- 
centration upon experimental results to the exclusion of clinical 
studies. This limits its interest for psychiatrists. 

Leadership, in the literature surveyed, is variously defined as 
a focus of group processes, personality, the art of inducing 
compliance, the exercise of influence, action or behavior, a form 
of persuasion, an instrument of goal achievement, an effect of 
interaction, a differentiated role, and the initiation of structure. 

The author finds theories of leadership of interest chiefly for 
defining research problems. These theories can be grouped as 
great man theories and as personal, situational, interaction-ex- 
pectation, humanistic, and social exchange theories. It is 
thought that characteristics of the individual and demands of 
the situation interact to permit one or more persons to rise to 
leadership. 

The author concludes that structuring expectations is the 
single pattern that contributes most positively to group produc- 
tivity, cohesiveness, and satisfaction. This pattern is perhaps the 
central factor in leadership as the initiation and maintenance of 
structure in expectation and interaction. What undermines this 
factor destroys the foundations of leadership. 

Of course, I have tried to present only a very little of the fla- 
vor of this book. It is impossible to summarize a book that itself 
summarizes thousands of studies. My overall conclusion is that 
this is an excellent handbook for those who like handbooks and 
a fine source of summaries of the experimental research in the 
field. 


Leon J. SAUL, M.D. 
Media, Pa. 


Survivors of Suicide, edited by Albert C. Cain, Ph.D. 
Springfield, Iil., Charles C Thomas, 1972, 303 pp., $14.75. 


This book is a collection of works by psychiatrists, psycholo- 
gists, and social workers who address themselves to the impact 
of suicide on the survivors. 

The editor writes about the problems seen in children of sui- 
cides. He describes his research in this area, noting that it suf- 
fers from the bias of dealing only with children who present 
themselves for treatment. If only those who did not seek treat- 
ment could also have been studied, the natural picture of survi- 
vors of suicide would have been more clearly outlined. In the 
same vein Cain researches only spouses of suicides who have 
sick children. However, he does describe the diagnoses and 
problems presented by these children and their families. 

Most interesting and helpful is Cain's emphasis on the guilt 
and distortions of communication that these children encoun- 
ter. Certainly the repeated mention throughout the book of the 
stories the parents (and the children themselves, as Phyllis Sil- 
verman reports) make up to cover the suicide should be remem- 
bered. Cain also classifies the type of problems presented as 
children of suicides grow into adolescents and adults. 

The other chapters are uneven: some are superior to others in 
content and style. I particularly liked Phyllis Silverman's chap- 
ter comparing the reactions of three women whose husbands 
died in an accident, from a myocardial infarct, and from sui- 
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cide. Also impressive are the chapters dealing with family stud- 
ies of suicide. Although suicide in several generations of fam- 
ilies is clearly the exception rather than the rule, as Shapiro 
points out, these family trees reemphasize the heredity of the ill- 
ness, manic-depressive disease, rather than of the act, suicide. 
Additional chapters deal with individual case histories of survi- 
vors of suicide. These are described in psychoanalytic terms, 
and special aspects of the reaction to a suicide death, especially 
the problem of guilt, are explored. 

In general, the book is well referenced, informative, and pro- 
vocative. It leaves the reader with the definite idea that this is an 
important area of study and that there is a need for a prospec- 
tive long-range study of a randomly or consecutively selected 
group of survivors of suicide. In addition, because it is rich in 
case material, anyone conducting therapy with a spouse, parent, 
child, or sibling of a suicide victim will find the book extremely 
helpful. 


PAULA J. CLAYTON, M.D. 
St. Louis, Mo. 


Schizophrenia: The First Ten Dean Award Lectures, edited by 
Stanley R. Dean, M.D. New York, N.Y., MSS Information 
Corp., 1973, 315 pp., $12.95. 


The Dean Award lectures were conceived at a time when, ac- 


cording to the editor, it was realized that "schizophrenia is ^ 


more than a mental health problem. It is a major public and 
health problem ranking in importance, prevalence, and eco- 
nomic loss with cancer or heart disease.” 

Each of these lectures is a pearl in itself. The series represents 
the most significant contributions of testable, viable hypotheses 
regarding the etiology and manifestations of schizophrenia. 

This volume should appeal to the educated layman but more 
especially to those in the mental health and allied medical fields 
who want to know what is being done about schizophrenia. 
Many chapters are of course filled with technicalities for the 
psychiatric specialist, but most are exquisitely clear reviews 
of the author’s work as well as that of his predecessors and con- 
temporaries. There is a frank candor of self-criticism for the 
shortcomings of each author’s endeavors. 

It is humbling to a scientist and teacher who has struggled in 
the clinic and laboratory with the question of cause and effect in 
the syndrome of schizophrenia to review these very lucid de- 
scriptions. I was especially struck with the following factors: 
Clear, testable hypotheses were established. The work pursued 
was carefully controlled and followed to its logical outcome. 
These scientists continued the development of lines of investiga- 


tion from a diversity of investigative avenues. Finally, each au- - 


thor has continued to grow intellectually and creatively. 

Each lecture provides the seminal ideas the investigator pur- 
sued at the time of the award as well as an expansion and refine- 
ment of ideas for this book. Most chapters provide the reader 
with at least a page or two of updating the reports or outlining 
forthcoming experiments as well as predictions from the inves- 
tigator's vantage point, thus rounding out the volume ex- 
ceedingly well. 

It becomes increasingly clear as one reads through the lec- 
tures that there is a thread weaving biology and neurophysiol- 
ogy with environment and psychologically meaningful ex- 
periential events. For example, Seymour Kety makes it clear 
that as a neurophysiologist he is keenly aware of the importance 
of family and culture as they may affect possible biological bal- 
ances. He also recognizes that these factors are critical as 
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stresses in the expression of genetic predisposition. David 
Shakow picks up the integration of the mind's perception and 
body's response to neurophysiological stimuli and develops an- 
other integrated view of schizophrenia. 

Ralph Gerard, Leo Kanner, and Gabriel Langfeldt may stim- 
ulate the reader's thinking by their lucid discussion of the per- 
plexities of “diagnosis.” The issues of heredity and environment 
and their integration are spelled out in John Rainer's careful re- 
view of Franz Kallmann's work. David Rosenthal informs us to 
an exceedingly refined degree on the direction in which current 
heredity studies are moving. Eliot Rodnick and Norman Gar- 
mezy detail ways of evaluating schizophrenia in families. 

Manfred Bleuler reviews his work with families of schizo- 
phrenics and the “natural history of schizophrenia” as he and 
his father before him have observed it at the Berghólzli Clinic in 
Switzerland. High-risk, prospective, and cross-sectional studies 
of psychoneurophysiology in schizophrenic mothers and their 
offspring and controls are provocative in their implications as 
reported in the work of Sarnoff Mednick and Fini Schulsinger. 

In essence this volume is a rewarding experience in furthering 
one's knowledge of the enigmatic condition of schizophrenia. 


JAMES R. STABENAU, M.D. 
Farmington, Conn. 


Sleep Research and Clinical Practice, edited by Gene Usdin, 
M.D. New York, N.Y., Brunner/ Mazel, 1973, 94 pp., $6.00. 


The American College of Psychiatrists is to be congratulated 
for its efforts at engaging in the difficult job of postgraduate 
continuing education in psychiatry, both at its meetings and 
in this book. It undertook the especially challenging task of 
seeking to provide the possible contributions of the relatively 
new area of sleep research to clinical practice by publishing the 
three papers presented at its 1972 meeting. 

Each of the three papers that make up this volume is valuable 
in its own right. As one who engages in sleep research, I found 
the line of evidence presented by Dement and Mittler for a pos- 
sible physiological basis for hallucinations intriguing. The ex- 
tensive coverage of sleep disorders, by Williams and Kara- 
can, provides an excellent bibliography for anyone interested in 
exploring the field of sleep disorders or in learning more about a 
specific disorder. In their review of the series of their own ex- 
periments the Kaleses provide a valuable approach to the prob- 
lems surrounding the diagnosis and treatment of insomnia. 
Their approach is a model to be considered by any investigator 
working on the problem of the effectiveness of hypnotic drugs. 

Regrettably, the serious and necessary attempt in post- 
graduate education does not really work. It does provide the 
progression from physiological to descriptive-clinical to prac- 
tical management that was intended; however, the physiological 
is too narrow, the descriptive is just that and not evaluative or 
synthesizing, and the practical is too limited. More importantly, 
the volume is not as successful as it might have been because the 
psychology of the patient has not been considered. I believe the 
unspoken hope was for a focus on the psychology of the patient. 
The editor expresses this hope when he recognizes that "studies 
of the relationship of physiological sleep to psychological states 
offer one of the finest opportunities for the understanding of the 
age-old mind-body continuum." It is this relationship to mind, 
to psychology, to the person, that is missing from the sympo- 
sium, even granting the MMPI work in insomnia in the paper 
by the Kaleses. The absence of work on or a paper about the 
psychology of the patient is a damaging oversight that weakens 
the clinical relevance of the volume. 


It is ironic that the symposium is introduced by a quote from 
Cervantes, “Blest be the man who first invented sleep—a cloak 
to cover all human imaginings, food to satisfy hunger, .. . a coin 
to buy whatever we need,” that clearly addresses the psychology 
cf man as it relates to the dreaming aspects of sleep but that is 
followed by three papers addressing the biology of the process. 
If this gap had been bridged, a more useful volume for the clini- 
cian would have been the result. 


MILTON Kramer, M.D. 
Cincinnati, Ohio 


The Course and Prognosis of Schizophrenic Psychoses in Hel- 
sinki: A Comparative Study of First Admissions in 1950, 1960 
and 1965, by Pekka Niskanen and Kalle A. Achté. Helsinki, 
Finland, Psychiatric Clinic, Helsinki University Central Hospi- 
tal, 1972, 56 pp., no price listed. 


It is assumed by many that because state mental hospitals are 
increasingly being emptied of resident schizophrenic patients 
(an occurrence usually attributed to the introduction of antipsy- 
chotic drugs), social recovery in schizophrenia has been con- 
comitantly enhanced in comparison with the predrug era. This 
monograph from Finland reports on the five-year outcome of 
three cohorts of schizophrenic patients, one admitted during the 
predrug era and two admitted after the introduction and wide- 
spread use of the antipsychotic drugs. Because it comes from 
Finland, where follow-up is possible and where the basic psychi- 
atric orientation is Western European and American, its results 
are highly relevant to our present treatment context. The results 
should give us pause and perhaps motivate us to examine more 
critically the effects of tranquilizers on long-term outcome in 
schizophrenia. 

The three cohorts reported on by Niskanen and Achté were 
each composed of 100 patients who were randomly selected 
from the total number of first-admission schizophrenics in Hel- 
sinki in 1950, 1960, and 1965. Outcome at five years was as- 
sessed by both personal interview and review of records. 

The basic findings are that the three cohorts of patients did 
not differ significantly in terms of symptoms, social recovery, or 
number of readmissions at five-year follow-up. However, the 
1965 patients were significantly less often in hospitals at five 
years and had shorter hospitalizations than the patients in the 
1950 and 1960 groups. The authors state that no changes in phe- 
nothiazine use occurred between 1960 and 1965; all patients in 
both groups received them. They attribute the few differences 
found to the increased availability of partial hospitalization, 
outpatient services, and rehabilitation programs, and to chang- 
ing public attitudes. Thus this study would indicate that the an- 
tipsychotic drugs have not affected long-term social recovery in 
schizophrenia. It is congruent in this respect with the gradually 
emerging picture of the role of these drugs; they are excellent in 
reducing symptoms but seem to do little to bring about psycho- 
social competence. 

The monograph is in many respects too short. Several inter- 
esting findings are presented that are not analyzed in detail 
(e.g., these patients showed a significant upward mobility in so- 
cial class). It is also flawed by inconsistent statistical treatment 
of the data and innumerable typographical errors. Finally, the 
results must be viewed somewhat conservatively because the 
1950 cohort had a higher refusal rate (22 percent compared 
with 9 percent), a different male-to-female ratio, and more se- 
vere symptoms. However, as an uncontrolled naturalistic fol- 
low-up study, it has much to teach us and should be recom- 
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mended reading for those who believe that the phenothiazines 
have “solved” the problem of schizophrenia. It should also be 
of great interest to those who have had difficulty in finding evi- 
dence to support their contention that psychosocial programs 
are important in the treatment of schizophrenia. 


Loren R. Mosuzn, M.D. 
SAMUEL J. Kerta, M.D. 
Rockville, Ma. 


Time-Limited Psychotherapy, by James Mann, M.D. Cam- 
bridge, Mass., Harvard University Press, 1973, 199 pp., $7.95. 


Scarcely a month goes by now without the appearance of a 
book promulgating a “new” form of psychotherapy. This one 
describes 12-interview psychotherapy based on psychoanalysis. 
Over half of the text is a protocol of the therapy of one patient; 
the remainder is an exposition of the method. The major points 
stressed are the necessity for selecting a central issue, in the first 
session if possible, and refusing to be diverted from it, and a 
firm insistence on the termination date without offer of further 
therapy if needed. This forces the patient to deal with the uni- 
versal human problem of "separation without resolution from 
the meaningful, ambivalently experienced person” —a problem 
for the therapist as well as the patient. 

Like all such books, its assertions are offered without qualifi- 
cation, and the significance of the approach is inflated by link- 
ing it to dramatic generalizations; for example, “All short 
forms of psychotherapy revive the horror of time." It implicitly 
raises the usual unanswered, often unanswerable, questions: 
How much of the conceptual baggage is really necessary? How 
does its efficacy compare with other approaches? And so on. 
With regard to selection of patients, we find again that the best 
candidates are those who would probably do well no matter 
what the therapy. In this book they are late adolescent or young 
adult college students in a “maturational crísis"—a disorder 
that the passage of time typically resolves. Time-limited ther- 
apy, however, can shorten their suffering by accelerating the 
process of maturation, which may be adequate justification for 
it. 

The detailed examples and the clear, concise, well-organized 
exposition of theory and method should make this book espe- 
cially appealing to therapists in psychoanalytic training. [ts 
chief value in this context is its convincing demonstration that 
psychoanalytic concepts are not incompatible with brief, time- 
limited therapy. 


JEROME D. FRANK, M.D. 
Baltimore, Md. 


Behavioral Science: A Selective View, by Frederick R. Hine, 
M.D., Eric Pfeiffer, M.D., George L. Maddox, Ph.D., Peter L. 
Hein, M.D., and Robert O. Friedel, M.D. Boston, Mass., Little, 
Brown and Co., 1972, 304 pp., $5.95 (paper). 


This book is intended primarily for use in an introductory 
course in human behavior for medical students. It consists of 
four parts corresponding to four levels of analysis within the be- 
havioral science spectrum. These are neurobiology, individual 
psychology, social psychology, and sociology. Because the four 
parts of the book differ in quality, I will briefly describe each. 

Part I, Neurobiological Determinants of Behavior, is written 
by Drs. Hein and Friedel. It presents information that is both 
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interesting and useful. Topics include localization of brain func- 
tion, the neurochemistry and psychopharmacology of behavior 
in general and affective states in particular, and selective mate- 
rial on the neurobiology of the waking and sleeping states. The 
writing is clear and the material well documented. 

Part 2, titled Psychodynamics of the. Individual, is by Dr. 
Hine. This section is disappointing. The material presented is 
out of place in a book purporting to present a scientific analysis 
of human behavior, i.e., an analysis based on observable behav- 
ior and experimentally derived principles. Rather, the author 
offers an admixture of metapsychologies. These include his own 
variety of neo-Freudian psychodynamics, termed conflict-adap- 
tational theory, elements from Timothy Leary's rather complex 
and abstract interpersonal system for evaluating and typing 
personality structure, and Erik Erikson's concepts of epigenesis, 
the emergence of various adaptive patterns as an individual 
passes through several developmental life epochs. There is an 
effort to relate some of these notions with those associated with 
learning theory, but this is really compounding theory with the- 
ory. Tested or testable hypotheses about the determinants of 
human behavior are lacking. Some of the material in part 2 
may be useful to the practicing clinician or resident in psychia- 
try, but the inexperienced medical student is likely to feel over- 
whelmed and confused with so many theoretical constructs and 
loosely defined terms. 

Part 3, Communication and Interaction, is written by Dr. 
Pfeiffer. Here there is a partial return to behavioral science. The 
section includes a brief theoretical introduction to language and 
communication, a discussion of some aspects of psycho- 
pathology as disordered communication (tangential communi- 
cation, psychotic and paradoxical communication, selective in- 
attention, etc.), and an interesting discussion of psychotherapy 
as therapeutic communication. 

Part 4, the final section, is written by Dr. Maddox and titled 
Social Determinants of Behavior. The author develops the con- 
cept of social competence and makes it the focus in his dis- 
cussion of the ways social and cultural variables influence the 
behavior of the individual, especially those behavioral patterns 
of most concern to the psychiatrist and the physician generally. 
The writing is clear and concise and topics are developed in a 
sequence that allows for ease of understanding and integration. 

A few words need to be said about the choice of topics 
presented. The authors rightly point out that an introductory 
text of this kind must be selective; it would be impossible to 
present even in summary form all the topics of behavioral sci- 
ence that are of interest and importance in the work of the phy- 
sician. They also argue that one should emphasize those areas 
of behavioral science in which individual behavior is the depen- 
dent variable. But what elements of behavioral science are 
these? The authors properly include chapters from the neural 
sciences since these "'intraorganismic" variables certainly influ- 
ence behavior and are relevant to its understanding. The final 
section of the book on social determinants of behavior is also 
appropriate since these "'extraorganismic" variables are clearly 
of importance. However, in my opinion, the science most basic 
to the task is that having to do with the analysis of behavior qua 
behavior, i.e., the science that concerns the lawful relationships 
between the individual organism and its immediate physical and 
social environment. This body of experimentally derived knowl- 
edge, sometimes called principles of learning or learning theory, 
is almost totally lacking in the book. I think this is a real defi- 
ciency. 

In summary, the book has many strengths (especially parts | 
and 4), but it also has some weaknesses and limitations. Despite 
the latter it is to be recommended for its stated use: as an in- 
troduction to behavioral science for medical students. In fact, I 
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am not aware of any totally satisfactory text i this purpose; 
the present one is the best available. 


JOHN PauL BRADY, M.D. 
Philadelphia, Pa. 


Clinical Studies in Childhood Psychoses, edited by S.A. Szurek, 
M.D., and I.N. Berlin, M.D. New York, N.Y., Brunner/ Mazel, 
1973, 767 pp., $20.00. 


Although our understanding of the nature of childhood psy- 
chosis has increased considerably over the last 50 years, various 
theories of its origins end treatment are still hotly debated in 
professional circles. The editors of this volume argue strongly 
that ‘tone of the major factors, if not the most important one, in 
the etiology and treatment of childhood psychosis is the result 
of severe intrapsychic conflicts in and between parents" (p. 
xvii). They support their statement with a wealth of clinical data 
that covers a period of cver 25 years and was obtained from the 
study and treatment of 264 psychotic children and their parents. 

The book is a collection of 33 papers by Dr. Szurek, Dr. Ber- 
lin, and their associates at the Children’s Service of the Langley 
Porter Neuropsychiatric Institute, San Francisco, Calif. It is di- 
vided into six sections that provide a historical perspective of 
the field as well as discussions of current issues, clinical re- 
search, statistical data on the population studied, and theories 
of treatment based on actual case studies. The authors show a 
very real dedication to the child and his parents; no attempt is 
made to exclude the most difficult, chronically psychotic chil- 
dren from the therapeutic program. In keeping with the psycho- 
analytic approach, there is considerable discussion throughout 
of staff members' countertransference and the resolution of 
their own conflicts in dealing with these frequently mute, de- 
structive children. 

The chapters on parental blame are of particular interest to 
the clinician. Every attempt is made to engage the parents in an 
active process of critical self-assessment and problem solving. 
With a reduction in their own guilt and anxiety, the parents are 
then expected to be free Lo make a more realistic assessment of 
past errors and the child's present needs. 

Szurek provides an excellent summary of John Bowlby's first 
volume on attachment (1) and hypothesizes that psychotic de- 
tachment results when the child's environment fails to respond 
to his signals for attachment at certain critical periods in his de- 
velopment. Organic factors are seen as of secondary impor- 
tance; the onus is on the environment to respond to the infant's 
signals, no matter how weak or confused. 

In their examination of the hypothesis that childhood mental 
disorders are entirely psvchogenic, the authors claim a dedica- 
tion to scientific inquiry; this is certainly much in evidence 
throughout the book. However, one might question the premise 
that this hypothesis has in fact been subjected to rigorous scien- 
tific methodology. The data are organized in such a way that 
the hypothesis cannot be disproved, but other data are given 
secondary importance. 

In chapter 33, for example, Nicholas brushes aside a child's 
somatic illness (calcification of the choroid plexus and con- 
vulsive disorder) as noncontributory to the child’s behavioral 
pathology, while his belief that parental stress was etiologic of 
the child’s psychosis is stated as a personal conviction (p. 675). 
The existence of a relationship between parental conflicts and a 
child’s behavioral reactions does not actually tell us whether 
these stresses are the cause of the psychosis or a modifying in- 
fluence. 


This book is well written and is to be recommended for its 
clear and consistent statement of the psychoanalytic point of 
view. 


REFERENCE 
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STELLA CHESS, M.D. 
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Progress in Neurology and Psychiatry, vol. 28, edited by E.A. 
Spiegel, M.D. New York, N.Y., Grune & Stratton, 1974, 467 
pp., $29.75. 


That these reviews initiated by Dr. Spiegel have continued for 
almost 30 years probably constitutes the best tribute to their 
usefulness. Volume 28 contains 25 chapters divided into four 
parts: Basic Sciences (50 pages); Neurology (200 pages); Neuro- 
surgery (70 pages); and Psychiatry (140 pages). 

As the editor notes, the rising flood of papers in the fields of 
neurology and psychiatry compels rigorous selection for in- 
clusion in an overview volume. In general, the contributors have 
succeeded well in responding to this constraint and to the pres- 
sure for condensation that frequently reduces an article to a 
sentence. There seems to be a happy balance between breadth 
and depth of coverage in the articles. 

In summary, this volume continues to present a comprehen- 
sive overview of progress in the various areas of the neurosci- 
ences and psychiatry, as it has in the past. 


Davip D. Day, M.D. 
Dallas, Tex. 


Naissance du Psychanalyste: De Mesmer à Freud, by Dr. L. 
Chertok and Dr. R. de Saussure. Paris, Payot, 1973, 273 pp., 
48,40 French francs (paper). 


“It was a genuine love of story-telling as well as a delight in 
miracles and the need to edify that produced the extensive and 
lively collection of... [hagiographies]" (1). This book is a hag- 
iography written by two devotees of Freud. Dr. De Saussure 
was a pupil of Freud; when he died in 1971 he had entrusted 
the manuscript of this book to his friend Dr. Chertok. 

The psychoanalyst of the title (The Birth of the Psycho- 
analyst) is by implication Freud himself. This book traces the 
two roots of medical science in the nineteenth century: the pre- 
occupation with and concentration on somatic aspects of illness 
that came through Brücke, Freud's professor of physiology, and 
the increasing interest in psychology and psychotherapy, which 
is said to have been established in France by another Viennese, 
Mesmer (pp. 11, 17). The book also stresses the influence of 
Charcot and the school of Nancy, led by Liebeault and Bern- 
heim. It was in this historical context that Freud started on his 
clinical work, which led toward his own discoveries. It is at this 
point that the actual psychobiography of Freud should begin. 

One of the first critical encounters Freud had was with Emmy 
von N. From his experience with her Freud developed the idea 
of transference and, later, the idea of resistance. This happened 
around 1894 and 1895. Incidentally, Dilthey had already pub- 
lished his work "Ideas About a Descriptive and Analytic Psy- 
chology” in 1894 (2). Here he had defined the term "transfer- 
ence" (ubertragung) (2, p. 187). 
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The next step in Freud's development was the "discovery" of 
the unconscious. Naissance du Psychanalyste lacks the ex- 
haustive documentation of Ellenberger's work on the sub- 
ject (3). It also ignores Von Hartmann's role in the choice of the 
word "unconscious" and fails to analyze the logical conse- 
quences of converting the word from an adverb to a noun. This 
has been discussed by Alasdair MacIntyre (4). Drs. Chertok 
and De Saussure are caught once more in the controversy 
about the organic versus the psychological ancestry of the un- 
conscious, resolving it by calling it a scholastic argument and 
praising Freud for defending the legitimacy of the notion of a 
psychological unconscious" (pp. 212, 213). This discussion is 
unconvincing. 

The main “discovery” of Freud was the importance of psy- 
chic causality, according to the authors, which made him feel 
that he was “the Enunciator of a true message" (p. 142) who 
was creating a "dynamic synthesis where before there was noth- 
ing but the study of separate mechanisms" (pp. 230, 231). 

To extend the psychobiography the authors claim to write, it 
would be worthwhile to understand and explain this feeling of 
mission as a source of Freud's ability to organize a world move- 
ment that is still vital in spite of the sharp criticism it has re- 
ceived from epistemological as well as practical and therapeutic 
points of view. This last question the authors mention but do 
not answer (pp. 131-138). Untouched are the other great 
themes that obsessed Freud: dreams, the ego and the id, and 
eros and thanatos. The scope and the style of this book cater to 
the tastes of the educated layman and the convert rather than 
those of the student of psychoanalysis. 
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Personality Changes in Aging: A Longitudinal Study of Commu- 
nity Residents, by Joseph H. Britton and Jean O. Britton. New 
York, N.Y., Springer Publishing Co., 1972, 213 pp.. $7.95. 


The Brittons are a husband and wife team of developmental 
psychologists. They have done a remarkably interesting piece of 
work in this longitudinal study of personality changes in aging. 
Their stated goal is to interest behavioral scientists in theory 
and methods in the fields of gerontology and social and devel- 
opmental psychology. They also hoped to make their study rele- 
vant for professional workers dealing with older persons indi- 
vidually, in groups, and in community programs. ln my 
opinion, they have accomplished these goals. 

The authors studied the aging in a stable community of nor- 
mal adults who were 65 years old or older. They studied these 
adults three times during a nine-year period to determine con- 
sistency or change of personality patterns during that time. 
Their definitions and study methods are crisp and provide good 
examples of social research that intrudes minimally on its sub- 
jects. 

The community selected by the authors was particularly cho- 
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sen to avoid such a highly selected population as, for example, 
residents of a home for the aged. Their procedure in this selec- 
tion is very thoughtful and is highly recommended to those who 
would study a particular group of people and then make gener- 
alizations from that group. 

However, I believe the community chosen was actually highly 
selected. The adults studied were members of a long-established 
community that was the home town of most of them. Most re- 
sided in their own homes and had lived in these homes for many 
years more or less independently. Some were widowed or single 
and lived alone. A population like this is probably skewed to- 
ward longevity. The community itself sounds like a highly sup- 
portive one. Approximately 10 percent of the total community 
of about 1,000 was 65 years old or older. 

Those interested in Carl Jung’s ideas of changes in life tasks 


Hofheimer Research Prizes 


will be particularly impressed with the authors’ evaluations of 
personality formation, its continual change during adulthood, 
and, especially, how opportunities for change may be restricted 
as one ages. 

The book is highly informative; it has rather complete appen- 
dices, and numerous references to other studies are sprinkled 
throughout the book. The authors’ summary and interpretation 
of results are concise, readable, and of general interest to social 
scientists. 

This is a book that has something to offer the experienced 
gerontologist as well the person who is interested in the prob- 
lems of aging generally. 


JOHN A. BUEHLER, M.D. 
Kentfield, Calif. 


The American Psychiatric Association invites applications for its annual Hofheimer Prize 
Awards for outstanding research in psychiatry and mental hygiene. Two awards are given, one 
for a single paper reporting the results of a research project carried out by an individual or a 
group of investigators, and one for a book, monograph, or series of related papers reporting 
the findings of larger studies or research programs as distinguished from single projects. The 
papers must have been published or accepted for publication. Each award carries with it an 
honorarium of $750, The awards will be presented at the Convocation of Fellows at the As- 
sociation’s annual meeting in Anaheim, Calif., May 1975. 


Applicants must be U.S. or Canadian citizens not older than age 50. If a group of co-workers 
is involved, their median age must be less than 50, and the majority of them must be U.S. or 
Canadian citizens. Any professional person who has done creative work in this area is eligi- 
ble. However, the work must have been completed or published within the last three years (on 


or after July 1, 1971). 


To apply, submit six copies of the single paper (or reprints) or of the book, monograph, or 
series of related papers (or reprints) to: Donald F. Klein, M.D., Chairman, Hofheimer Prize 
Board, American Psychiatric Association, 1700 18th St., N.W., Washington, D.C. 20009. 
Entries will be acknowledged but will not be returned. The deadline for submission is Decem- 
ber 31, 1974, and to be considered any entry must bein Washington by that date. 
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LAWRENCE C. KoLB, M.D., is Professor and Chairperson, Department of Psychiatry, Columbia 
University College of Physicians and Surgeons, New York, N.Y. 


Jukes H. MASSERMAN, M.D., is Professor Emeritus of Psychiatry and Neurology, North- 
western University, Evanston, Ill. 


LS. Cooper, M.D., is Director, Department of Neurologic Surgery, St. Barnabas Hospital, 
Bronx, N.Y. r 


Roy R. GRINKER, SR., M.D., is Director, Psychosomatic and Psychiatric Institute, Michael 
Reese Hospital, and Professor of Psychiatry, Pritzker School of Medicine, University of Chi- 
cago, Chicago, Ill. 

DANA L. FARNSWORTH, M.D., is Henry K. Oliver Professor of Hygiene, Emeritus, Harvard 
University, Cambridge, Mass.; he is also associated with the Harvard School of Public Health, 
Boston, Mass. 


JOHN Money, PH.D., is Professor of Medical Psychology and Associate Professor of Pediat- 
rics, Johns Hopkins University, Baltimore, Md. 


Jonn T. EARLY is Research Assistant to John Money, Ph.D., Johns Hopkins University, Balti- 
more, Md. 


Henry H. Work, M.D., is Deputy Medical Director, American Psychiatric Association, 
Washington, D.C. 


THEODORE F. Mucua, M.D., is Chief of Section, Institute of Living, Hartford, Conn. 


FRANK J. MENOLASCINO, M.D., is Professor of Psychiatry and Pediatrics, University of Ne- 
braska Medical Center, Omaha, Neb. 


ROBERT CANCRO, M.D., is Professor, Department of Psychiatry, University of Connecticut 
Health Center, Hartford, Conn. 


REBECCA Z. SOLomon, M.D., is Supervisor of Psychotherapy, Institute of Living, Hartford, 
Conn.; she is also in private practice in Hartford. 


FRANK J. AvD, JR., M.D., is Editor, International Drug Therapy Newsletter, Baltimore, Md. 


Wise B. WEBB, PH.D., is Graduate Research Professor of Psychology, University of Florida, 
Gainesville, Fla. 


WiLLIAM A. Hunt, PH.D., is Professor Emeritus, Department of Psychology, Loyola Univer- 
sity, Chicago, Ill.; he is also associated with the Learning Center, American University, Wash- 
ington, D.C. 


WALLACE C. ELLERBROEK, M.D., is Staff Psychiatrist, Metropolitan State Hospital, Norwalk, 
Calif. 


RussELL Noyes, M.D., is Associate Professor of Psychiatry, University of Iowa College of 
Medicine, Iowa City, Iowa. 


JOHN T. MALTSBERGER, M.D., is Associate Psychiatrist, Harvard University Health Services, 
Cambridge, Mass. 


CHARLES E. Situ, M.D., is Professor of Psychiatry, University of North Carolina School of 
Medicine, Chapel Hill, N.C. 
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ALEXANDER THOMAS, M.D., is Professor of Psychiatry, New York University School of Medi- 
cine, New York, N.Y. 


FRANK J. Curran, M.D., is Consulting Psychiatrist, St. Luke's Hospital Center, New York, 
N.Y. 


Maj. THOMAS C. Bonp, MC, USA, is Chief Psychiatrist, U.S. Disciplinary Barracks, Ft. Leav- 
enworth, Kans. 


RICHARD A. FAHY, M.D., is Director, Family Therapy Training Program, Institute of Living, 
Hartford, Conn. 


LEON J. SAUL, M.D., is Emeritus Professor of Psychiatry, Medical School of the University of 
Pennsylvania, Philadelphia, Pa. 


PAULA J. CLAYTON, M.D., is Associate Professor of Psychiatry, Washington University School 
of Medicine, St. Louis, Mo. 


JAMES R. STABENAU, M.D., is Professor and Director of Research, Department of Psychiatry, 
University of Connecticut Health Center, Farmington, Conn. 


MILTON KRAMER, M.D., is Assistant Chief, Psychiatry Service, Veterans Administration Hos- 
pital, and Professor of Psychiatry, University of Cincinnati College of Medicine, Cincinnati, 
Ohio. 


Loren R. Mosuer, M.D., is Chief, Center for Studies of Schizophrenia, National Institute of 
Mental Health, Rockville, Md. 


SAMUEL J. Kerru, M.D., is Assistant Chief, Center for Studies of Schizophrenia, National In- 
stitute of Mental Health, Rockville, Md. 


JEROME D. FRANK, M.D., is Professor of Psychiatry, Johns Hopkins University School of Med- 
icine, Baltimore, Md. 


JOHN PAUL BRADY, M.D., is Professor and Chairperson, Department of Psychiatry, Hospital of 
the University of Pennsylvania, Philadelphia, Pa. 


STELLA CHESS, M.D., is Professor of Child Psychiatry, New York University Medical Center, 
New York, N.Y. - 


Davip D. DALY, M.D., is Professor of Neurology, University of Texas Health Science Center, 
Dallas, Tex. 


DiMTRUE PiVNiCKI,. M.D., is Senior Psychiatrist, Royal Victoria Hospital, and Assistant Pro- 
fessor, McGill University, Montreal, Que., Canada. 


Jonn A. BUEHLER, M.D., is in private practice in Kentfield, Calif. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reveiwed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


Perception and Understanding in Young Children, by Peter Bry- 
ant. New York, N.Y., Basic Books, 1974, 189 pp., $7.95. 


Problem Drinking Among American Men. Monographs of the 
Rutgers Center of Alcohol Studies No. 7, by Don Cahalan and 
Robin Room. New Brunswick, N.J., Rutgers Center of Alcohol 
Studies, 1974, 258 pp., $12.50. 


How To Turn on the Power of Your Mind with Alpha-Theta 
Unitrol, by Alfred J. Cantor, M.D. New York, N.Y., Hippocra- 
tes Press, 1974, 193 pp., $9.95. 


More Joy: A Lovemaking Companion to The Joy of Sex, edited 
by Alex Comfort, M.B., Ph.D. New York, N.Y., Crown, 1974, 
220 pp., $12.95 illustrated; $7.95 nonillustrated. 


Problem Drinkers Seeking Treatment. Monographs of the Rut- 
gers Center of Alcohol Studies No. 8, by Eileen M. Corrigan. 
New Bruns wick, N.J., Rutgers Center of Alcohol Studies, 1974, 
79 pp.. $6.00. 


Regressive Therapy: Therapeutic Regression of Schizophrenic 
Children, Adolescents, and Young Adults, by Richard H. Cox, 
Ph.D., and Truman G. Esau, M.D. New York, N.Y., Brunner/ 
Mazel, 1974, 152 pp., $8.50. 


Early Malnutrition and Mental Development. Symposia of the 
Swedish Nutrition Foundation XII, edited by Joaquin Cravioto, 
M.D., Leif Hambraeus, M.D., and Bo Vahlquist, M.D. Stock- 
holm, Sweden, Almqvist & Wiksell, 1974, 331 pp., 75 Swiss 
krona. 


Structure of the Human Brain: A Photographic Atlas, by Ste- 
phen J. DeArmond, Ph.D., Madeline M. Fusco, Ph.D., and 
Maynard M. Dewey, Ph.D. New York, N.Y., Oxford Univer- 
sity Press, 1974, 159 pp., 59.95 (spiral bound). 


Buddhist and Freudian Psychology, by M.W. Padmasiri de 
Silva. Colombo, Sri Lanka, Lake House Investments, 1973, 193 
pp., $5.85; $3.95 (paper). 


Mortality and Morbidity After Excessive Stress; A Follow-Up 
Investigation of Norwegian Concentration Camp Survivors, by 
Leo Eitinger and Axel Strém. Atlantic Highlands, NJ., Hu- 
manities Press, 1973, 153 pp., $16.00. 


La logoterapia di Frankl: Un antidoto alla disumanizzazione 
psicanalitica, by Eugenio Fizzotti. Milan, Italy, Rizzoli Editore, 
1974, 314 pp., no price listed. 


The Secret Strength of Depression, by Frederic F. Flach, M.D. 
Philadelphia, Pa., J.B. Lippincott Co., 1974, 282 pp., $7.95. 





Mental Health Programs for Preschool Children: A Field Study, 
by Raymond M. Glasscote, M.A., and Michael E. Fishman, 
M.D., in collaboration with Loretta Cass, Ph.D., Sydney Koret, 
Ph.D., Miriam Lasher, M.Ed., Sally Provence, M.D., and Sam- 
uel Braun, M.D. Washington, D.C., Joint Information Service 
of the American Psychiatric Association and the National As- 
sociation for Mental Health, 1974, 182 pp., $7.00. 


Child Without Tomorrow, by Anthony M. Graziano. New 
York, N.Y., Pergamon Press, 1974, 285 pp., $12.00; $6.95 (pa- 
per}. 


Adolescent Patients in Transition: Impact and Outcome of Psy- 
chiatric Hospitalization, by Mollie C. Grob, S.M., and Judith E. 
Singer, Ph.D. New York, N.Y., Behavioral Publications, 1974, 
198 pp., $9.95. 


Mental Handicap and Physical Environment: The Application of 
an Operational Philosophy to Planning, by H.C. Gunzburg, 
M.A., Ph.D., and Anna L. Gunzburg. London, England, Bail- 
liere Tindall (Baltimore, Md., Williams & Wilkins Co., exclu- 
sive U.S. agents), 1973, 247 pp., $14.00. 


Proceedings of the Third Invitational Interdisciplinary Seminar 
on Piagetian Theory and Its Implications for the Helping Profes- 
sions, Wylda Hammond, M.D., project director. Los Angeles, 
Calif., University Affiliated Program, Childrens Hospital of 
Los Angeles, 1973, 97 pp., $4.50 (paper). 


Severe Disabilities: Social and Rehabilitation Approaches, ed- 
ited by Richard E. Hardy, Ed.D., and John G. Cull, Ph.D. 
Springfield, Ill., Charles C Thomas, 1974, 306 pp., $12.75. 


Therapeutic Needs of the Family: Problems, Descriptions and 
Therapeutic Approaches, edited by Richard E. Hardy, Ed.D., 
and John G. Cull, Ph.D. Springfield, Ili., Charles C Thomas, 
1974, 233 pp., $11.75. 


The Battered Child, 2nd ed., edited by Ray E. Helfer and C. 
Henry Kempe. Chicago, Ill., University of Chicago Press, 1974, 
257 pp., $15.00. 


The Hoax of Freudism: A Study of Brainwashing the American 
Professionals and Laymen, by R.M. Jurjevich, Ph.D. Phila- 
delphia, Pa., Dorrance & Co., 1974, 499 pp., $8.95. 


The Privacy of the Self: Papers on Psychoanalytic Theory and 
Technique, by M. Masud R. Khan. New York, N.Y., Inter- 
national Universities Press, 1974, 334 pp., $12.50. 


How To Meditate: A Guide to Self-Discovery, by Lawrence 
LeShan, Ph.D. Boston, Mass., Little, Brown and Co., 1974, 210 
pp., $5.95. 
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Ellen: A Short Life Long Remembered, by Rose Levit. San 
Francisco, Calif., Chronicle Books, 1974, 157 pp., $6.95. 


The Sleep Book, by Shirley Motter Linde and Louis M. Savary. 
New York, N.Y., Harper & Row, 1974, 223 pp., $5.95 (paper). 


Marital Interaction and Some Illnesses in Children, by June 
Mainprice. London, England, Institute of Marital Studies, Ta- 
vistock Institute of Human Relations, 1974, 75 pp., £1.30 (pa- 


per). 


Rational Hospital Psychiatry: The Reactive Environment, by 
Jerrold S. Maxmen, M.D., Gary J. Tucker, M.D., and Michael 
D. LeBow, Ph.D. New York, N.Y., Brunner/ Mazel, 1974, 274 
pp., $12.50. 


Occupational Stress, edited by Alan McLean, M.D. Springfield, 
HI., Charles C Thomas, 1974, 105 pp., $9.75. 


Biofeedback and Self-Control 1973: An Aldine Annual on the 
Regulation of Bodily Processes and Consciousness, edited by 
Neal E. Miller, T. X. Barber, Leo V. DiCara, Joe Kamiya, Da- 
vid Shapiro, and Johann Stoyva. Chicago, Ili., Aldine Publish- 
ing Co., 1974, 525 pp., $14.00. 


A Handbook of Verbal Group Exercises, by Kenneth T. Morris, 
Ph.D., and Kenneth M. Cinnamon, M.A. Springfield, Ill., 
Charles C Thomas, 1974, 341 pp., $12.95; $8.95 (paper). 


Evaluative Methods in Psychiatric Education, edited by Hyman 
L. Muslin, M.D., Robert J. Thurnblad, M.D., Bryce Temple- 
ton, M.D., and Christine H. McGuire, M.A. Washington, D.C., 
American Psychiatric Association, 1974, 220 pp., $10.00. 


Heart Rate Variability Binary Choice Capacity in Psychiatry, 
by R.E. Offerhaus. Noordwijkerhout, Holland, St. Bavo Psy- 
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chiatric Center, 1974, 477 pp., no price listed (paper). 


Eleventh Annual Distinguished Lectures Series in Special Edu- 
cation and Rehabilitation, edited by Barbara C. Ring, Ph.D., 
and Donald R. Schrader, Ph.D. Los Angeles, Calif., University 
of Southern California School of Education, 1973, 101 pp., 
$3.00 (paper). : 


The Doomed Unsinkable Ship: The Wreck of the Titan, or Futil- 
ity, by Morgan Robertson; Paranormal Experiences Connected 
with the Sinking of The Titanic, by Jan Stevenson, M.D. Riv- 
erside, Conn., 7 C's Press, 1974, 152 pp., $8.00. 


Pertinent Psychology: Essays, Articles, Remarks, by Uriel 
Ross. Be'er Ya'agov, Israel, Uriel Ross, 1974, 89 pp., no price 
listed (paper). 


John F. Kennedy, by Peter Schwab, Ph.D., and J. Lee Shneid- 
man, Ph.D. New York, N.Y., Twayne, 1974, 166 pp., $7.50. 


Psychotherapy and Behavior Change 1973: An Aldine Annual on 
Practice and Research, edited by Hans H. Strupp, Allen E. Ber- 
gin, Peter J. Lang, Isaac M. Marks, Joseph D. Matarazzo, and 
Gerald R. Patterson. Chicago, Ill., Aldine Publishing Co., 1974, 
529 pp., $14.00. 


Grass Is Green in Suburbia: A Sociological Study of Adolescent 
Usage of Illicit Drugs, by Nechama Tec, Ph.D. Roslyn Heights, 
N.Y., Libra, 1974, 243 pp., $7.95. 


Brain Damage and the Mind, by Moyra Williams. New York, 
N.Y., Jason Aronson, 1974, 165 pp., $7.95. l 


Measurement and Classification of Psychiatric Symptoms: An 
Instruction Manual for the PSE and Catego Program, by J.K. 
Wing, J.E. Cooper, and N. Sartorius. New York, N.Y., Cam- 
bridge University Press, 1974, 228 pp., $14.50. 


OFFICIAL ACTIONS 


Report of the Secretary : 





Summary of Meetings of Board of Trustees aid Executive Committee 


May 1973-May 1974 


IT IS MY PRIVILEGE to report the actions of the Board of 
Trustees since the last annual meeting. The Board of Trustees 
has approved these actions now presented to the Assembly act- 
ing for the membership. 

Most Board actions result from specific recommendations 
from the committees—recommendations that may originate in 
a specific committee or as a result of study and investigation of 
a problem referred to a particular committee. Recommenda- 
tions for action also come to the Board from the Assembly of 
District Branches. 

Referrals to committees or individuals are not included in 
this report since they are being investigated or studied for rec- 
ommendation to the Board at a later date. Also omitted are the 
various presidential appointments reported to the Executive 
Committee and to the Board throughout the year. 

I would like to call to your attention the fact that in order to 
keep the membership informed of developments and new poli- 

. cies, it has for several years been the custom to circulate min- 
utes of each Board of Trustees and Executive Committee meet- 
ing to the president, secretary, and delegate of each district 
branch. In addition, the branches are invited to send representa- 
tives to each meeting of the Board; these representatives are al- 
ways welcome. 

For my report I have divided the actions into several cate- 
gories. The Board (or Executive Committee acting as its agent) 
took the following measures: 


FISCAL MATTERS 


1. Authorized the Treasurer to make a loan of $150,000 to 
the American Psychiatric Museum Association, Inc., for its fis- 
cal year, Oct. 1, 1973, to Sept. 30, 1974, and to transfer 
$150,000 to the reserve account for future expansion and devel- 
opment; further authorized the Treasurer to invest another 
$300,000 when, in the opinion of the Treasurer, Comptroller, 
and Medical Director, it is appropriate to do so (Bd., May °73). 

2. Authorized the Search Committee for Medical Director 
to pay travel expenses for candidates for the position of Medi- 


This is an edited version of the report presented by the Secretary at the 
annual business meeting in Detroit, Mich., May 7, 1974. 


cal Director, to be interviewed by an ad hoc committee of the 
Board of Trustees (Ex.C., June 73). 

3. Approved the present fiscal policy of the Budget Com- 
mittee of building a reserve sufficient to operate the Association 
for a period of six months, to maintain a reserve for future ex- 
pansion and development, and to maintain a reserve fund for 
contingencies, as being fiscally sound and conservative (Bd., 
Dec. ’73). 

4. Approved the Budget Committee's recommendations re- 
garding the investment portfolio, but deferred judgment on giv- 
ing the investment counselors freedom to make all necessary 
decisions with regard to purchase or sale of securities until ob- 
jectives and guidelines can be drawn up in writing. In the mean- 
time, to continue as usual (Bd., Dec. '73). i 

5. Endorsed the Budget Committee's recommendation that 
the APA investment counselors should submit quarterly written 
reports to the Medical Director, Treasurer, and Budget Com- 
mittee and that the Budget Committee should review the invest- 
ment portfolio annually (Bd., Dec. '73). 

6. Endorsed the Budget Committee's recommendation to 
withdraw APA investments from pharmaceutical and tobacco 
industry stocks, with the amendment that they not be with- 
drawn until it is economically advisable (Bd., Dec. '73). 

7. Authorized a loan to the American Psychiatric Museum 
Association, Inc., of $182,662 for fiscal year 1974-1975 (Bd., 
Dec. 73). 

8. Approved a 10 percent increase in dues, to raise the Asso- 
ciation income by about $132,000 (Bd., Dec. '73). 

9, Tabled a motion that all members of whatever category be 
asked for voluntary contributions on their dues statements, de- 
ferring for outcome of the vote by the membership on the 
amendment to the Constitution (Bd., Dec. '73). 

10. Tabled a motion that Life Fellows and Life Members 
who are still active professionally should be required to pay 
dues beginning in 1980 (Bd., Dec. 73). 

11. Discontinued the policy of routinely inviting all council 
chairmen to the Executive Committee meetings, to save $7,000 
a year, and decided to invite them only when an item of special 
interest to a council is under consideration (Bd., Dec. '73). 

12. Approved funding the Benjamin Rush Lectureship on 
Psychiatric History in the amount of $1,000 annually, if antici- 
pated outside funds are not supplied, and authorized the Medi- 
cal Director to explore the possibility of alternative sources of 


-support (Bd., Dec. '73). 
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13. Approved the recommendations of the Budget Com- 
mittee with regard to travel expenses, and directed that the Op- 
erations Manual travel regulations section be amended to re- 
flect the new policy, regarding restrictions on travel of both 
members and staff of the Association, to save an estimated 
$10,000 of membership dues that can be used for other purposes 
(Bd., Dec. '73). 

14. Approved the recommendation that members' requests 
for copies of the budget be answered with that version supplied 
to the Board of Trustees, which summarizes personnel costs by 
department or project (Bd., Dec. '73). 

15. Approved payment of $502 to legal counsel for filing of 
an amicus curiae brief in the case of Anonymous v. Rogers 
(Ex.C., June '73). 

16. Authorized the expenditure of up to $10,300 for salaries, 
fringe benefits, and expenses of the Office of Continuing Educa- 
tion for Psychiatrists, and authorized an-expenditure of up to 
$59,000 to fund the research project analyzing the data from the 
second self-assessment—the monies for both to come from the 
Psychiatric Knowledge and Skills Self-Assessment program 
(PKSAP) sales account (Ex.C., June '73). 

17. Authorized an amount up to $215,000 (from the miscel- 
laneous financial expense account) to enable the Division of 
Public Affairs and Government Relations Section to cope with 
emerging legislation on national health insurance and health 
maintenance organizations (Ex.C., June '73). 

18. Authorized the expenditure of up to $13,872 for an eval- 
uation of the Physician Education Project, the money to come 
from the depreciation and valuation reserve account (Ex.C., 
June '73). 

19. Granted the Medical Director permission to file an appli- 
cation for a supplementary grant to further the aims of contin- 
uing education—the new project to be consolidated into a single 
continuing education effort under what is presently known as 
the Physician Education Project (Bd., Sept. '73). 

20. Authorized staff to initiate the actions necessary for a 
projected third PKSAP, to be completed in 1975, and voted to 
lend the Office of Continuing Education for Psychiatrists 
$12,825 this year to begin essential preparation for planning the 
examination philosophy and the development of questions lead- 
ing to a 1975 test program (Bd., Sept. '73). 

21. Authorized the Medical Director to enter into negotia- 
tions with Wyeth Laboratories concerning a contribution either 
to support the annual meeting or to support a project (Bd., 
Sept. '73). : 

22. Supported the Medical Director's decision regarding 
cost-sharing in the Joint Information Service with cosponsor 
NAMH, on an overall view, rather than on a one-time profit 
figure (Bd., Sept. '73). 

23. Directed the new Medical Director to study the proposal 
for computerization of many aspects of the work of the Comp- 
troller's office and to report his findings to the Budget Com- 
mittee and the Board, after he has assumed his duties (Bd., Dec. 
'73). 

24. Appropriated up to $700 for support of part-time staff 
for help in establishing state coalitions similar to the national 
Liaison Group on Mental Health (Bd., Dec. '73). 

25. Approved 17 miscellaneous housekeeping items as rec- 
ommended by the Budget Committee, all of which were part of 
the budget and constitute the housekeeping items ordinarily 
preserited, regarding various categories of the operation of the 
Assembly, of the councils and components, and of the Central 
Office (Bd., Dec. '73). 

26. Authorized $3,000 for the Physician Education Project 
for the current fiscal year to develop an exhibit for the annual 
meeting and to complete both the evaluation project and a de- 
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scriptive analysis and booklet (Ex.C., Feb.°74). ^ 

27. Approved up to $3,736 for fiscal year 1974-1975 for a 
part-time secretary for the Professional Affairs Division (Ex.C., 
Feb. 74). 

28. Authorized a contribution to the National Council of 
Community Mental Health Centers! legal fund, up to an 
amount of $1,000 (Bd., Sept. '73). 

29. Appropriated $1,000 for each of the next three years for 
the Inter-American Council of Psychiatric Associations, to as- 
sist in the financing of a secretariat (Bd., Dec. '73). 

30. Approved dues of $3,000 plus a contribution of $6,000 
(or $9,000 total) for fiscal year 1974-1975 to the World Psychi- 
atric Association (Ex.C., Feb. '74). 

31. Authorized the Medical Director to seek funding of 
$13,000 to support a questionnaire survey and study of 600 New 
Jersey psychiatrists to be conducted by Claudewell Thomas, 
M.D. (Bd., Dec. '73). 

32. Approved the request for increased annual dues to the 
Council of Medical Specialty Societies (from $10,200 to 
$22,000) to establish a central office, a salaried staff, and a 
stronger effort, but asked the Medical Director to secure a 
breakdown on the distribution of assigned, shared costs of other 
member associations, and to report back before next year (Bd., 
Dec. '73). 

33. Voted to join the Consortium on Peace, Research, Edu- 
cation, and Development for its public relations value and to 
contribute the requested $25 (Bd., Dec. '73). 

34. Authorized joining the National! Foundation for Study of 
Health Science Liability with representation from medicine, 
law, insurance, and consumers at a cost of $250 a year and the 
Medical Liability Commission at a cost of $3,500 a year—both 
for one year, with evaluation at the end of that time (Ex.C., Feb. 
"]4). 


MEMBERSHIP MATTERS 


1. Approved nominees of the Membership Committee for 
Honorary Fellowship (Bd., Dec. '73). 

2. Suggested that the national Membership Committee draw 
up a policy statement with guidelines for nomination and elec- 
tion to Honorary Fellowship (Bd., Dec. '73). 

3. Concurred in the Assembly's recommendation for sim- 
plifying entry into the Association by approving establishment 
of a two-card system for processing applications for member- 
ship at the Member-in-Training level with the eventual transfer 
to General Membership and for including consideration of an 
informal provisional membership category for first-year resi- 
dents, and referred the recommendations to the APA Member- 
ship Committee with all deliberate speed (Bd., Dec. '73). 

4. Approved the Assembly's recommendation that each 
APA member residing or practicing in a geographical area 
must become or remain a member of an appropriate district 
branch, that no member be dropped from membership by virtue 
of leaving one district branch until he has properly transferred 
to another, and that APA develop procedures to implement this 
recommendation (Bd., Dec. '73). 

5. Asked the Membership Committee to look at the whole 
problem of dues nonpayment in the district branches and the 
national Association and to develop a methodology (Ex.C., 
Feb. '74). 

6. Dropped from APA membership 123 members who were 
three years in arrears in dues as of Sept. 10, 1973, and 7 mem- 
bers who had been dropped from their district branches for non- 
payment of dues (Bd., Sept. 73). 

7. Rescinded dropping action of Sept. 10, 1973, on 40 mem- 


bers who had since paid their dues; dropped 4 members for non- 
payment of dues; took individual actions, as recommended by 
the Membership Committee, for special consideration of 9 indi- 
viduals who had been dropped in September 1973, mainly in- 
volving extensions of time (Bd., Dec. '73). 

8. Approved the Membership Committee’s recommendation 
that 3 members be given an extension of time to finish paying 
their arrearage in dues (until April 8, 1974); rescinded dropping 
actions of Sept. 10 and Dec. 14, 1973, on 4 members who had 
since paid their arrearage in dues; directed that 14 members 
who had been dropped by their district branches be dropped 
from membership in the national Association as of the end of 
this fiscal year, March 31, 1974 (Ex.C., Feb. '74). 


BALLOTING 


1. Accepted the corrected, certified report of the election of 
officers and trustees of the American Psychiatric Association, 
as submitted by the American Arbitration Association, given as 
of May 9, 1973 (Ex.C., May '73). 

2. Approved requesting a total recount of the ballots in the 
1973 APA election, with observers present, with the under- 
standing that if there were an alteration in the final results of 
the election, a special meeting of the Board of Trustees would 
be called immediately (Ex.C., May '73). 

3. Accepted the American Arbitration Association's “Re- 
certification of Results” (July 2, 1973) as the official report on 
the outcome of the Association’s 1973 election of officers and 
trustees (Bd., Sept. '73). 

4. Approved the recommendation of the Ad Hoc Committee 
on Election Procedures that: 

a. any candidate may request a member of the Association 
to observe the ballot-counting procedures on his behalf, by 
communicating with the Committee of Tellers through its 
chairman; 

b. the place of the candidate's name on the ballot for the 
1974 election be decided by drawing lots, in a way deter- 
mined by the Committee of Tellers; it further approved the 
conducting of a feasibility study by the APA Division of 
Manpower Research and Development during the coming 
year for a true randomization of names on the ballot, tak- 
ing into consideration other recommendations of the com- 
mittee; 

c. the Association return to the use of APA facilities for 
balloting in this year's annual election of officers and 
trustees and allow this year's action to determine whether 
to return to use of an outside agency in future balloting; 

d. the Association return to use of a control number to 
prevent disenfranchisement of voters in APA elections; 

e. if, in the opinion of the Secretary and the Parliamenta- 
rian, two versions of a proposed amendment are dupli- 
cates, the Secretary shall try to achieve consolidation be- 
tween petitioners, and unresolved problems be referred to 
the Committee of Tellers (Bd., Sept. '73). 

5. Approved a recommendation that if a proposed amend- 
ment is no longer pertinent or duplicates the Constitution, it 
may be withdrawn by the petitioner (Bd., Sept. '73). 

6. In answer to a request for guidance from the Committee 
of Tellers with regard to treatment of statements from any 
group or individual, adopted the following procedure: 

a. when a change in the Constitution or By-Laws is pro- 
posed by petition, there be a "pro" statement from the pe- 
titioner, and a statement from the Committee on Constitu- 
tion and By-Laws as to what effect the change will have; 

b. when a change in the Constitution or By-Laws is pro- 
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posed by the Committee on Constitution and By-Laws, 
there be a statement by the committee giving their reasons 
for submitting it; 

c. the Committee of Tellers not solicit opposing state- 
ments, but if one is proposed, include it with the ex- 
planatory material accompanying the ballot; 

d. when there is a multiplicity of statements from individ- 
uals or groups, the Committee of Tellers be authorized to 
collate, digest, and synthesize them to express the views re- 
ceived—for inclusion in the explanatory material accom- 
panying the ballot (Bd., Dec. '73). 

7. Requested the Committee on Constitution and By-Laws 
to consider revising the number of signatures required on area 
petitions to area trustees in order to put the requirement in con- 
sonance with membership characteristics of areas (Bd., Dec. 
°73). 

8. Reaffirmed their stand of Sept. 10, 1973, that the source of 
an amendment to the Constitution and By-Laws be identified 
only in the accompanying explanatory material and not on the 
ballot (Bd., Dec. '73). 

9. Directed that there shall be no editing by the Committee 
of Tellers of signed enclosure statements submitted by propo- 
nents or opponents of constitutional amendments, beyond mak- 
ing them conform to the 50-word limit (Bd., Dec. '73). 

10. Approved having the ballots mailed to the Association, 
and approved the clerical steps proposed to conserve counting 
time (Bd., Dec. '73). 


CONFERENCES 


1. Approved APA’s joining with the Brookings Institution 
and the Institute of Psychiatry and Foreign Affairs in seeking 
grant support under Brookings' auspices for four seminars a 
year on public policy in the field of psychiatry (Bd., Sept. '73). 

2. Ratified the Executive Committee's mail vote of July 17, 
1974, regarding a conference by the Task Force on Third Party 
Intervention in Community Crises, to be held in Racine, Wisc., 
on Sept. 18-19, 1973; approved an appropriation of $3,000 for 
this purpose; voted to increase the authorized budgeted expense 
by $3,000 to accomplish this purpose (Bd., Sept. '73). 

3. Approved the exploration of the possibility of cooperating 
with the American Bar Association and/or the American Bar 
Foundation on a working conference of judges and psychia- 
trists, focused on problems relating to psychiatry and correc- 
tions (Bd., Dec. '73). 

4. Approved a recommendation from both the Assembly and 
the Budget Committee that an Airlie House-type conference be 
held in fiscal year 1974; appropriated a sum of $25,000 to fund 
it; asked the President to appoint an ad hoc planning com- 
mittee—consisting of representatives from both the Board and 
the Assembly—to come up with plans for a policy meeting (Bd., 
Dec. 73). 

5. Approved the recommendation for a conference on men- 
tal health problems of children and adolescents, as proposed by 
the Task Force on Indian Affairs; authorized a search for funds 
and other implementation (Ex.C., Feb. '74). 


PUBLICATIONS 


1. Approved publication of the revised edition of The Princi- 
ples of Medical Ethics with Annotations Especially Applicable 
to Psychiatry (Bd., May '73). 

2. Approved the following statement for inclusion in the 
APA Operations Manual: "When manuscripts from sources 
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other than the Council itself are presented for consideration and 
approval by the Council, Council may authorize staff to seek 
outside referees or consultants to review them and recommend 
for or against publication" (Ex.C., June '73). 

3. Approved the recommendation that the manuscript edited 
by Dr. Hyman Muslin be published by the Association follow- 
ing editing by staff (including changing the title to better reflect 
the content to Evaluation Methods in Psychiatric Education), 
publication funding to come from Dr. Garber's President's 
Fund (Bd., Dec. '73). 

4. Approved a recommendation that the APA Operations 
Manual be revised as follows: “Only manuscripts derived from 
activities initiated by, conducted by, or participated in con- 
jointly by APA be published by the Association." (Bd., Dec. 
"73) 

5. Approved a proposed change in the Diagnostic and Statis- 
tical Manual of Mental Disorders ( DSM-II) (sixth printing, p. 
44) to classify homosexuality as a "sexual orientation distur- 
bance” (Bd., Dec. '73). 


POSITION STATEMENTS AND RESOLUTIONS 


1. Empowered Dr. Visotsky and Dr. Stone to prepare a 
statement protesting incarceration of political dissenters in the 
Soviet Union, for consideration by the Board, and then ap- 
proved the final “Open Letter to the President of the All Union 
Society of Psychiatrists" (as revised by another ad hoc com- 
mittee consisting of Drs. Visotsky and Gerty and Mr. Robin- 
son) and asked that it be placed in the proper channels for im- 
mediate release (Bd., Sept. '73). 

2. Requested the Council on Internal Organization to estab- 
lish a task force or commission to develop an APA statement 
on acceptance of financial support from outside sources for spe- 
cific segments of annual meetings (Bd., Sept. '73). 

3. Approved the “Position Statement on Barbiturates," as 
presented by the Reference Committee from the Council on Re- 
search and Development, after deleting one gratuitous section 
of the second paragraph (Bd., Dec. '73). 

4. Approved the “Position Statement on Amphetamines,” as 
presented by the Reference Committee (Bd., Dec. '73). 

5. Approved the “Position Statement on Medical and Psy- 
chiatric Care in Correctional Institutions," as prepared by the 
Committee on Psychiatry and the Law (Bd., Dec. 73). 

6. Approved sending a statement to the Cost of Living Coun- 
cil stating that price control restraints on physicians are unfair 
and should be lifted, and asked that appropriate members of the 
Assembly be consulted before the statement is drafted (Bd., 
Dec. '73). 

7. Approved the “Position Statement on Family Planning" 
as prepared by the Task Force on Family Planning and Popu- 
lation (Bd., Dec. '73). 

8. Without making any judgment as to the truth or falsity of 
news reports, approved that portion of the statement of the 
Council of the Institute of Medicine that “the deliberate selec- 
tion of enemy hospitals for attack by any nation's military force 
is morally reprehensible" (Bd., Dec. '73). 

9. Approved Rule 5-04 insofar as it applies to psycho- 
therapist privilege, and requested formal communication of this 
statement to the American Bar Association (Bd., Dec. '73). 

10. Endorsed the recommendation that APA communicate 
its concerns to the Secretary of Health, Education, and Wel- 
fare, along with a strong recommendation that a psychiatrist of 
national stature be placed on the national Professional Stan- 
dards Review Organization Council without delay (Bd., Dec. 
713). 
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ANNUAL MEETINGS 


1. Asked the Council on International Affairs to establish a 
task force to make the necessary arrangements and to invite the 
guests and to plan a half-day meeting in Atlantic City in 1976 
with the Scandinavian Psychiatric Society (Ex.C., June '73). 

2. Approved the Reference Committee's recommendation 
that the Council on International Affairs, acting as a committee 
of the whole, be kept informed of all visiting foreign dignitaries 
to APA annual meetings, and that the Council assume responsi- 
bility for official reception of foreign dignitaries and foreign 
program participants at the annual meetings (Ex.C., June '73). 

3. Approved inviting the Canadian Psychiatric Association 
to participate in a joint meeting in Anaheim, Calif., in 1975, and 
to join with APA in the travel group to Australia (Bd., Dec. 
°73). 

4. Approved use of Travel Planners, Inc., as the official 
agency for handling travel arrangements for the joint meeting 
in Australia in 1975, and gave final approval to Toronto as the 
site of the 1977 annual meeting on May 2-6 (Bd., Dec. '73). 

5. Approved New York City as the site for the 1983 annual 
meeting (Bd., Dec. ’73). 


AWARDS 


1. Accepted with thanks a bequest from Mrs. Bertha B. Su- 
termeister and asked the Committee on Grants and Awards to 
determine its best use and to report back to the Board in De- 
cember with recommendations (Bd., Sept. '73). 

2. Approved the Nominating Committee's selection of an 
outstanding APA member to be recipient of the Distinguished 
Service Award at the 1974 annual meeting in Detroit (Bd., Dec. 
°73). 

3. Approved the Nominating Committee’s recommendation 
that in those years wher. it is deemed appropriate, an additional 
award may be given for distinguished service—an institutional 
award to an association or organization that has contributed 
greatly to the American Psychiatric Association and its work 
(Bd., Dec. '73). 


BOARD OF TRUSTEES AND EXECUTIVE COMMITTEE 


1. Elected Dr. Perry Talkington and Dr. Henriette Klein to 
the 1973 Executive Committee of the Board of Trustees (Bd., 
May 73). 

2. Approved holding an orientation session on June 8, 1973, 
for new officers and trustees (Bd., May '73). 

3. Accepted Dr. Visctsky’s report on the orientation session 
for new officers and trustees, with thanks, and approved holding 
such sessions for future new officers and trustees, adding that 
staff should send out information in advance of the sessions 
(Ex.C., June 73). 

4. Voted to authorize a special meeting of the ful! Board of 
Trustees to be held on Sept. 9 and 10, 1973, which in addition to 
other regular business would hear the final report of the Search 
Committee for Medical Director to find a replacement for the 
retiring Medical Director (Ex.C., June '73). 

5. Approved the recommendation of the Ad Hoc Joint Con- ` 
ference Committee on Governance that there be no increases in 
the number on the Executive Committee of the Board (Bd., 
Dec. 73). 

6. Approved the recommendation that there be no change in 


the number of Trustees-at-Large on the Board of Trustees (Bd., 
Dec. '73). 

7. Reaffirmed approval of the amendment proposed by the 
Committee on Constitution and By-Laws (appearing on the 
1974 ballot) that there be two vice-presidents, each to serve a 
two-year term, beginning in alternate years (Bd., Dec. '73). 

8. Endorsed the recommendation that there be no change in 
the number of years that the past-presidents can vote as mem- 
bers of the Board of Trustees (Bd., Dec. '73). 

9, Directed elimination of that portion of the Operations 
Manual that now requires an intervening period before reelec- 
tion to another term on the Board of Trustees (Bd., Dec. '73). 

10. Requested the Committee on Constitution and By-Laws 
to examine the question of Board members, and others, suc- 
ceeding themselves in office (Bd., Dec. '73). 

11. Approved the recommendation that the Executive Com- 
mittee of the Assembly be invited to attend (as observers) the 
annual meeting of the Board of Trustees in May, and urged 
implementation (Bd., Dec. '73). 

12. Approved inviting a representative of the Committee of 
Residents to attend meetings of the Board of Trustees and au- 
thorized funding for such attendance (Bd., Dec. ’73). 

13. Approved the following revision to the Operations Man- 
ual, Chapter VII, under "Eligibility": "Any voting member is 
eligible for election to the Board. An appointed Trustee who 
fills an unexpired term is eligible for election to a full term. An 
elected Trustee, following a three-year term, may succeed him- 
self"; and asked that the following option be considered by the 
Committee on Constitution and By-Laws: *Following two full 
terms a Trustee becomes eligible for election again after an in- 
terval of three years" (Ex.C., Feb. '74). 


ASSEMBLY 


1. Requested the Budget Committee to suggest a means of 
equalizing costs of sending representatives from the district 
branches to a Washington meeting and also to calculate what 
the cost of hoiding a meeting in Washington would be under 
such a plan (Bd., Dec. '73). 

2. Approved establishment of two new district branches of 
APA, as recommended by the Assembly: Western Canada Dis- 
trict Branch (delimited to the Provinces of British Columbia, 
Saskatchewan, Alberta, and Manitoba); and Ceritral Missouri 
District Branch (Bd., Dec. '73). 

3.' Endorsed in principle the statement that the ultimate re- 
sponsibility for decisions of the Association rests with the entire 
membership and their elected representatives, and noted the 
need to clarify the purposes of the business meeting as an open 
meeting of the Assembly—"'the legislature in action"——and the 
forum as a public airing of topics to be considered at the follow- 
ing year's business meeting (Bd., Dec. 73). 

4. Approved an amount of $8,500 to pay transportation of 
legislative representatives of each district branch to two meet- 
ings of area councils each year, to improve liaison and effec- 
tiveness with regard to legislative matters (Bd., Dec. '73). 

5. Approved a sum of $17,500 for an orientation meeting of 
all the presidents-elect of the district branches, to begin one day 
before the fall meeting of the Assembly (Bd., Dec. 73). 


COUNCILS, COMMITTEES, TASK FORCES, AND COMMISSIONS 


l. Approved the recommendation that the Trustees of the 
APA Retirement Plan be established as a subcommittee of the 
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Committee on Membership Insurance and Retirement Plans, 
to report to the chairman of the committee (Bd., Dec. 73). 

2. Approved the recommendation that the Committee on 
Continuing Education function as the advisory committee on 
all aspects of the Association's continuing education program, 
bringing them all together for coordinated policy and guidelines 
(Bd., Dec. '73). : 

3. Approved establishment of a new Subcommittee on For- 
eign Medical Graduates, under the Committee on Graduate 
Education, with the functions of serving as advisory to the grant 
program at the University of Michigan and dealing with the 
long-range problems of foreign medical graduates (Bd., Dec. 
73). C 

4. Approved the Reference Committee's recommendation 
that the reorganization of the Council on Medical Education 
and Career Development be approved as proposed by the Coun- 
cil, creating four equal major subdivisions reporting to the 
Council (Ex.C., June 73). 

5. Endorsed the principle that every effort should be made to 


‘avoid having a single individual holding two or more posts in 


APA components, and encouraged appointing officials to be so 
guided (Ex.C., June '73). 

6. Approved the selection of Drs. Paul Chodoff, Alan 1. Le- 
venson, Robert J. Stoller, and Alan A. Stone as new members 
of the Editorial Board of The American Journal of Psychiatry 
(Bd., Dec. 73). : 

7. Accepted the 1974 slate of nominees for officers and 
trustees of the Association, as presented by the Nominating 
Committee (Bd., Dec. '73). 

8. Authorized the President to appoint a Commission on Ju- 
dicial Action, composed of four psychiatrists and a lawyer, to 
decide with which cases APA will become involved, to partici- 
pate in the preparation of the amicus curiae and other briefs, 
and to report directly to the Board of Trustees (Bd., Dec. 73). 

9. Approved the following recommendations in connection 
with continuation of the observer-consultant position on the 
councils: that each appointee be given orientation for his role on 
the council; that after one year's service each observer-consul- 
tant submit a report of his observations and impressions and 
suggestions; and that the observer-consultants meet together 
during the fall committee meetings to share their experiences 
(Ex.C., Feb. '74). 

10. Approved the recommendations that a Falk Fellow be 
invited to attend meetings of the Reference Committee and that 
selection of the Fellow be made through an election process by 
the Falk Fellows themselves (Ex.C., Feb. '74). 

11. Endorsed the Reference Committee's recommendation 
that the President appoint a representative to meet with the Na- 
tional Recreation and Park Association to explore what they 
are doing with regard to the impact of leisure and recreation on 
mental health, and how APA might assist, as requested by 
NRPA and as recommended by the Council on Emerging Is- 
sues (Ex.C., June 73). 

12. Approved the Association's undertaking a study of the 
impact of human services organizations compared to depart- 
ments of mental health, and asked that the President, President- 
Elect, Medical Director, and others appointed by the President 
determine what council should be designated to undertake the 
study (Ex.C., June 73). 
© ]3. Requested that the Council on Internal Organization es- 
tablish a task force or commission to develop an APA state- 
ment on acceptance of financial support from outside sources, 
particularly pharmaceutical houses; the task force will explore 
the range of activities from research to handouts and, if pos- 
sible, form specific guidelines (Bd.. Sept. 73). 

14. Authorized the Task Force on Women in Psychiatry to 
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seek outside support for a detailed questionnaire study (Bd., 
Dec. '73). 

15. Authorized the Task Force on Liaison with International 
and Foreign Psychiatric Organizations to seek outside funding 
for initial data collection, collation, and computerization for a 
data base to be used to maintain communication between APA 
and its counterparts throughout the world (Ex.C., Feb. '74). 

16. Adopted the proposal from the Institute of Society, Eth- 
ics, and Life Sciences, Hastings-on-Hudson, N.Y., for the Role 
Conflict Study; requested that the Medical Director get on with 
trying to fund the work; and requested that the Council on Re- 
search and Development appoint a task force for sharp inter- 
action between APA and the Institute during the study (Ex.C., 
Feb. '74). 

17. Asked the Council on Internal Organization to appoint a 
task force to investigate the whole issue of referenda and what is 
or is not proper use of the procedure (Ex.C., Feb. ’74). 


LIAISON WITH OTHER ORGANIZATIONS 


1. Nominated Dr. Richard Steinhilber and Dr. Robert Wil- 
liams as Directors of the American Board of Psychiatry and 
Neurology, Inc. (Bd., May '73). 

2. Approved APA's becoming a participating agency in the 
26th Annual Conference on Aging, Ann Arbor, Mich., Septem- 
ber 1973, and suggested Dr. Nancy Roeske as APA’s official 
representative (Ex.C., June '73). 

3. Approved the Reference Committee recommendation 
that APA formalize its liaison with the Association of Ameri- 
can Medical Colleges and designate a representative to serve in 
this role (Bd., Dec. '73). 

4. Approved having staff liaison with the VA Vietnam Veter- 
ans Committee and establishment of district branch liaison with 
the VA Regional Offices and local VA hospitals, with referral 
to the Assembly for implementation (Bd., Dec. '73). 

5. Approved the following suggestions: that APA again rec- 
ommend to ABPN development of a subspecialty board or cer- 
tifying examination in administrative psychiatry; that, as an in- 
terim measure, the present Committee on Certification in 
Administrative Psychiatry be reestablished as a Commission on 
Certification in Administrative Psychiatry within the Council 
on Medical Education and Career Development; and that APA 
recommend to ABPN establishment of a subspecialty board or 
certifying examination for special competence in electroenceph- 
alography (Bd., Dec. '73). 


LEGAL MATTERS 


l. Declined to join with the Council for Advancement of the 
Psychological Professions and Sciences in a restraint of trade 
suit, and asked the President and/or the Medical Director to 
reply to the request (Ex.C., June '73). 

2. Authorized the Medical Director to consult with legal 
counsel on the feasibility of the case of Legíon v. Richardson 
(now Weinberger) and, further, to initiate a conference call with 
members of the Executive Committee to authorize an ex- 
penditure of funds, should that be the recommendation (Ex.C., 
June '73). 

3. Voted to go ahead with preparing a supportive statement 
in the case of Legion v. Weinberger and to ask Dr. Alan Stone 
to give suggestions to legal counsel for incorporation in the 
statement; requested that this be one of the issues to come be- 
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fore the proposed Commission on Judicial Action (Bd., Sept. 
^13). 

4. Ratified the Executive Committee's conference call vote 
of Aug. 29, 1973, approving APA's joining with NAMH and 
others in a suit against the Administration to release im- 
pounded funds. The Trustees also approved up to $1,200 toward 
the legal costs, and voted to increase the authorized budgeted 
expense by $1,200 to achieve the purpose (Bd., Sept. '73). 

5. Requested the President to send a letter of commendation 
and appreciation to Clifford Stromberg of Harvard University 
for his work on the amicus curiae brief in the case of Legion v. 
Weinberger (Bd., Dec. '73). 

6. Recommended the President appoint an Ad Hoc Com- 
mittee to Study APA Legal Representation (Bd., June '73). 

7. Approved $17,500 ($7,500 for five meetings a year, plus 
$10,000 in legal fees) for a Commission on Judicial Action, 
whose duties would be to review requests for legal support. by 
APA through briefs and amicus curiae actions and to assist in 
improving the quality of those legal actions (Bd., Dec. '73). 

8. Deferred action on a recommendation that APA should 
have a house counsel to handle most legal matters of the Asso- 
ciation (Bd., Dec. '73). i 

9. Ratified the action of the Executive Committee (in a tele- 
phone vote on Oct. 5, 1973) to affirm APA’s participation in the 
suit against the District of Columbia and St. Elizabeths Hospi- 
tal to compel the appropriate authorities to create alternate 
community facilities for certain patients now confined to hospi- 
tals who do not require hospitalization, and appropriated up to 
$2,000 as APA’s share of the expenses in the suit (Bd., Dec. 
*73). 

10. Declined to join with other associations in hiring a law 
firm to provide information and advice regarding actions in 
health matters, preferring at this time to operate on a case-by- 
case basis (Ex.C., Feb. '74). 

11. Approved APA's joining as plaintiff in a new suit oppos- 
ing a statute forbidding the mentally ill from using adult homes, 
hotels, and the like, in the City of Long Beach, Long Island, 
N.Y. (Ex.C., Feb. 74). 


OTHER 


1. Authorized changing the title of the Director of Profes- 
sional Services to Deputy Medical Director, thereby creating 
two deputy medical directors, as recommended by the Council 
on Internal Organization, but recommended the action not be 
implemented until the new Medical Director is chosen and as- 
sumes his post (Ex.C., June '73). 

2. Authorized establishment of a new position of Deputy Di- 
rector for Business Administration, to be worked out in consul- 
tation with the present Medical Director and his successor, as 
recommended by the Council on Internal Organization (Ex.C., 
June '73). 

3. Authorized the Medical Director to explore establishment 
of an Evaluation Research Office at APA headquarters and to 
prepare a grant application to support it, as invited by NIMH 
(Bd., Dec. '73). 

4. Reaffirmed their Sept. 10, 1973, action to withhold ap- 
proval of a medical education film prepared by an outside 
agency and presented for endorsement by APA, and reaffirmed 
the policy that at least for the present APA will not encourage 
development of audiovisual aids made by outside groups with 
the expectation that they will be presented to the membership 
(Bd., Dec. '73). 

5. Approved in principle the Assembly position favoring a 


requirement of one year of postgraduate medical experience as 
a part of an overall four-year psychiatric residency training, and 
took no further action, pending receipt of the report from the 
Council on Medical Education and Career Development (Bd., 
Dec. 73). 

6. Declined, with thanks, an invitation to endorse a private 
hospital's fund-raising campaign (Ex.C., Feb. '74). 

7. Endorsed in principle the goals and objectives of the 
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United Nations draft "Programme for a Decade for Action to 
Combat Racism and Racial Discrimination," and approved ef- 
forts to implement them as they may be applied to combatting 
racism and racial discrimination in the United States (Ex.C., 
Feb. 74). 


ROBERT W, Gipson, M.D. 
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Report of the Treasurer 


GENERAL: Every year when the Treasurer’s Report is pre- 
pared, the auditors are still at work. Therefore, this report is 
unofficial and is based on the Association’s accounting records; 
it is subject to change by the insertion of official figures from 
the audit. Only minor changes between accounts are usually 
necessary. 


INCOME AND EXPENDITURES: The actual expenditures 
and income for the fiscal year ending March 31, 1974, were 
$3,517,307 and $3,868,895, respectively. Both expenditures and 
income were budgeted at $3,413,958. Expenses increased 12.8 
percent over last year and income increased 13.3 percent over 
last year. 


BOARD OF TRUSTEES: Once again, the Board of Trustees’ 
account operated at a deficit, offset by the Board of Trustees’ 
contingency fund that was within budgeted limits. Last year, 
the Budget Committee reviewed the contributions made by 
APA to other organizations, The Association, in its leadership 
role, has maintained liaison with many organizations; the ex- 
pense of sending representatives to meetings of other groups is 
paid from the contingency fund. In general the new rule adopted 
indicated that APA pay dues to an organization when it can 
participate in the planning and policy-setting as a full member 
or full sponsor. 


HOUSEKEEPING COMMITTEES: The constitutional com- 
mittees exceeded their budgeted allotments because of the in- 
creased cost of meetings of the Committee on Constitution and 
By-Laws, the Ethics Committee, and the high cost of balloting, 
a charge to the Committee of Tellers. Balloting was expensive 
this year and will be more so in the next fiscal year due to the 
necessity of a run-off election and its added cost. 


COUNCILS: Most of the eight councils met twice during the 
fiscal year. The Councils on Mental Health Services, Emerging 
Issues, Professions and Associations, and Internal Organiza- 
tion exceeded budgetary allotments. Pooled council budgets 
were unable to cover the deficits of the councils noted. The in- 
creased importance of councils, committees, and task forces in 
the development of policy and opinion is so essential to the 
work of the Association that every effort will be made to pro- 
vide the necessary funds for the transaction of business. 


INTERNAL ORGANIZATIONS: About one-half of the staff 
divisions and departments lived within their expense budget. In 
a few of these, the income was also higher than budgeted. Even 
with the monitoring of expenditures, deficits indicate that rising 
costs increased expenses by $100,000 more than estimated. 


PUBLICATIONS: Psychiatric News exceeded estimated ex- 
penses by $40,500 and exceeded estimated income by $64,127. 


This is an edited version of the report presented by the Treasurer at the 
annual business meeting in Detroit, Mich., May 7, 1974. 
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Psychiatric News operated at a profit of approximately $70,000.' 

The American Journal of Psychiatry spent approximately 
$40,100 more than estimated. Earnings were approximately 
$56,400 more than anticipated and enabled the Journal to 
operate $4,600 in the black.’ There was an increase in the num- 
ber of display advertising pages carried this year. 

Hospital & Community Psychiatry improved its financial 
position this year, although expenses exceeded those budgeted. 
This is the third successive year that this magazine has con- 
tinued to improve its fiscal position. 

The Association’s publications generated some income over 
that projected. The success of some publications helped to bal- 
ance the loss on others. All are priced just to recover costs of 
printing and handling. 

The members have voted not to extend dues payment of Life 
Fellows and Life Members. In addition the Trustees postponed 
consideration of voluntary payments. However, as Treasurer I 
would recommend that Life Fellows and Life Members who 
have not retired and who continue to be active in private prac- 
tice and/or in remunerative academic and/or private or public 
agencies voluntarily reimburse the Association annually for 
the publications that they now receive free of charge, at a cost 
to APA of $24 per year per member. 


EMPLOYEE BENEFITS: The building maintenance and oper- 
ation account had a modest deficit of $9,200, and employee 
benefits and taxes amounted to $12,500 less than the amount 
budgeted. APA continues to keep its salaries abreast of federal 
wage scales in order to adjust to the inflationary spiral and to 
the cost of living. 


ANNUAL MEETING: The annual meeting in Hawaii showed 
expenses of $152,365 and income of $118,363, for a deficit of 
$34,000. This was $6,700 less than the amount budgeted as the 
estimated deficit. 


INVESTMENTS: Present fiscal policy objective is to maintain 
a minimum reserve equal to six months' operating expenses. 
Short-term investments are so timed that they fall due each 
month in sufficient quantity to pay the current payroll ex- 
penses of the Association. Reinvestments and new investments 
are made and timed so that when that month comes around 


“again in the next calendar year, income will fall due in an 


amount sufficient to meet obligations. Such a cash flow re- 
quires a minimum reserve to make this rotation possible. 

It is also the fiscal policy to generate sufficient income to 
enable the Association to fund its future expansion and a re- 
serve sufficient to meet its special obligations or potential 
liability for claims made against it. The investment objectives 
of the Association place investments of high quality with 
growth potential in first priority. It seeks to make sound invest- 
ments of the type the prudent man would make, avoiding un- 


'The reader should refer to table | for the original amounts budgeted 
and the actual expenditures and income. 


TABLE 1 
General Fund Operations, Fiscal Year Ending March 31, 1974 
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Expenses Income 
Division Actual Budget . Variance Actual Budget Variance 
Board of Trustees $ 8511] $ 72800 $ (12,311) 
Board of Trustees Contingency Fund 47,980 64,825 16,845 
Constitutional committees 33,338 21,000 (12,338) 
Coordinating councils - 

Medical Education and Career Development 30,327 30.700 373 $ 2,100 $ 1.400 $ 700 

Mental Health Services 28,458 16,500 (11,958) 

Research and Development 12,922 17,000 4.078 

National Affairs 17,751 20,300 2,549 

Professions and Associations 19,859 15,400 (4,459) 

Internal Organization 35,794 32,800 (92,994) 

Emerging Issues 18,161 9,000 (9.161) 

International Affairs 11,219 13,800 2,581 

Boards and Special Committees 8,590 — (8,590) 

Total 183,081 155,500 (27,581) 2,100 1.400 700 
The American Journal of Psychiatry 638,053 597,914 (40,139) 642,684 586.250 56.434 
Psychiatric News 551.247 510,712 (40,535) 621,627 557,500 64.127 
Hospital and Community Psychiatry Service 435,314 427,326 (7,988) 346,332 307.750 38,582 
Hospital and Community Psychiatry Institute 64,512 46,700 (17,812) 69.648 51.250 18,398 
Medical Director's Office 169,278 170,750 1,472 
Public Affairs Office 90,640 84,145 (6,495) 

Joint Information Service 84,506 75,713 (8.793) 42,557 46.813 (4,256) 
Membership Division 67,862 67,506 (356) 1,275,758 1,175,750 100,008 

National Health Insurance 4,575 25,000 20,425 

Administrative Services 76,120 76,397 277 

Accounting and Fiscal Office 105,353 110,987 5,634 

Professional Services Division 34,034 32,457 (1,577) — 2,000 (2.000) 
Publication Services 178,319 146,648 (31.671) 223,074 167,597 55.477 
Division of Manpower Research and Development 91,926 98,133 6,207 20,795 15,000 5,795 
Meetings Management Office 57,550 61,251 3,701 

Annual meeting 152,365 163,250 10,885 118,363 122.550 (4.187) 
Assembly of District Branches s 78,347 78,188 (159) 

General Practitioner Education Project 10,244 16,872 6,628 

Minorities Programs Development Department 45,835 41,563 1,728 

Building maintenance and operation 59.726 50,500 (9.226) 

Employee benefits and taxes 207.615 220,100 12,485 

Miscellaneous expense/income 43,861 38,421 (5.440) 560.535 431.348 129.187 

Totals 3,532,280 3,413,958 (118,322) 3,853,825 3,413,958 439,867 





necessary risks. The Association should work toward enlarging 
its capital base until the funds required for its operation are 
equal to its fiscal policy projections. 

Investments in short-term bonds amounted to $481,148 at the 
end of fiscal year 1973-1974. In addition there was $302,126 
in insured savings certificates of deposit. At the end of fiscal 
year 1972-1973, the amounts were $481,148 and $300,000, 
respectively. . 

Short-term investments in commercial paper amounted to 
$1,219,185 (with a face value of $1,260,000), giving an overall 
total of short-term investments of $2,002,459, (At the end of 
the last fiscal year, the total amount of short-term investments 
was $1,365,522.) 

On the recommendation of the Budget Committee, the Board 
of Trustees recommended that APA withdraw its investments 
from pharmaceutical and tobacco industry stocks. These stocks 
were sold. The past year has been characterized by an unstable 
market. APA did not reinvest funds received from the sale of 

. stocks in the long-term portfolio. Should the market show a . 
favorable upturn, funds approved for investment, now in short- 
term securities or certificates of deposit, are available for re- 
investment. The Treasurer, Medical Director, and Comptroller 


have worked closely with the APA investment counselor, 
Merrill Lynch, Pierce, Fenner, and Smith. In the fall, the 
Budget Committee met with the investment counselor and a 
consultant to review the investment portfolio in its entirety. 
They will review the Association's investments again in October 
and make any recommendations for change. i 

As of March 31, 1974, the amount in the investment port- 
folio was $1,107,557. At the end of the last fiscal year, one year 
ago, the amount was $1,049,293. 

As of March 31, 1974, 96 percent of the members had paid 
their dues. The remaining 4 percent may be expected to pay 
shortly. Members are paying their dues sooner than they did 
last year. The amount paid in dues exceeded budgeted estimates 
by $39,004. 


PROGRAM EXPANSION: In the area of government rela- 
tions, a joint conference committee from the Assembly and 
the Board of Trustees affirmed the need to expand this depart- 
ment during the coming year by adding approximately $100,000 
to its budget and several new employees to its staff. National 
health insurance will be the subject of debates in Congress. The 
inclusion of mental health benefits in any national health in- 
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TABLE 2 
Comparison of General Fund Assets at Year End, 1973 and 1974 


Account 


Year Ending March 31, 1974 


Year Ending March 31, 1973 








Cash 
Checking account 
Custodial account 
Certificates of deposit 
Petty cash 
Accounts receivable 
Deferred charges and prepaid expenses 
Accrued interest receivable 
Marketable securities 
Long-term 
Short-term 
Central office (at cost) 
Less—accrued depreciation and valuation reserve 
Total assets 
Deduct 
Marketable securities allocated to Special Purpose 
and Restricted Funds 
Total general fund 


(1,107,557)* 
(1.219,185)* 





12,757 17,288 
7,905 194,239 
307,114 304,560 
400 328,176 400 516,487 
238,532 167,488 
50,226 49,360 
24,945 13,663 
969,305 (992,064)* 1,049,293 
1,219,185 2,188,490 — (881,374)* 881,374 1,930,667 
297,786 297,786 
297,784 2 291.184 2 
2,830,371 2.677,667 
396.062 254,850 
2,434,309 2,422,817 











**«Cost" or price at which purchased. 


surance plan is an essential for the citizens of this country. The 
Association has an obligation to work toward that end. 

Expansion in the work of the Division of Professional Affairs 
will require additional monies. 

The councils, committees, and task forces will require an 
increase in their budgets during the next year. 

The Self-Assessment Program, under development, requires 
a substantial outlay in loans to finance the development of the 
exam in advance of the sale of the program. 

“Policies, Priorities, and Strategies" will be the subject of a 
conference to plan for a more efficient organization and a more 
prompt response by the Association to current issues. 

Increasing costs, as part of the inflationary spiral, add to the 
expense of almost everything we do. 

When the Budget Committee prepared the budget for the 
fiscal year that began on April 1, 1974, it noted that it was 
presenting a budget out of balance, if income projections were 
to continue at the level of the current year. To meet program 
expansion and increasing costs, it recommended two steps 
be taken: 1) that there be an increase in dues, and 2) that the 
savings in excess of income over expenses be projected as 
estimated income. It also directed that the staff prepare for 
approval travel regulations that would effect economies. These 
were adopted by the APA Executive Committee on Feb. 18, 
1974. Without going into detail here, air travel was limited to 
less than first class and reasonable reimbursement was allowed 
for other charges, with a limitation on the maximum per diem. 
These new regulations are now in force. Also under study is the 
elimination of all beverage functions that are funded by the 
Association. 


DUES: Thelast dues increase was in 1970. Since that time 
both wages and prices have escalated. As a consequence the 
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Assembly went on record as approving an increase in dues in 
accordance with the recommendations of the Budget Commit- 
tee, the Treasurer, and the Medical Director, and urged all 
possible economy, directing that these recommendations be 
presented to the Board of Trustees. The Board of Trustees, 
acting in December, approved a 10 percent increase in dues 
for members of the American Psychiatric Association, to raise 
the Association's income by about $132,000. As noted previ- 
ously, the dues increase alone is insufficient to balance the ex- 
panded approved budget. 


AMERICAN PSYCHIATRIC MUSEUM ASSOCIATION, INC: 
The fiscal year of the Museum Association, which operates 
under its own Board of Directors, ends on Sept. 30, 1974. 
During the 1974 fiscal year, $135,000 was advanced by the 
Board of Trustees of the American Psychiatric Association to 
the American Psychiatric Museum Association, Inc. Official 
notes were received from the museum corporation to cover this 
amount. 

No significant notes, bequests, or grants have been received 
during the year to support the museum’s activities, and loans 
from the Association continue to be the museum’s principal 
source of revenue. 


It is my pleasure to present to you this year my first report 
as your Treasurer. I am grateful to the Assembly of District 
Branches, to the Board of Trustees, and to the officers for their 
support during the past year. I am also profoundly grateful to 
the Medical Director, the Comptroller, and the entire staff for 
the courteous, prompt, and dedicated service rendered to the 
Treasurer, thus making my life not only easy but even pleasant. 


JACK WEINBERG, M.D. 


Report of the Medical Director 


IN THIS MY FINAL REPORT | shall not summarize again the 
achievements of the past decade. That was the subject of my 
last year’s report. The broad range of member activities devel- 
ops multiple nodal points of interest that become the concern of 
staff. It is a staff obligation not only to stay abreast of the swift 
advances in the field of psychiatry but also to anticipate trends 
of importance to the Association and to develop strategies for 
coping with them. It is assumed that staff will support all of the 
many APA councils, committees, task forces, commissions, and 
boards, that staff will support the many APA projects, and that 
it will dig out background material on the good ideas for po- 
tential development. There is an expectation for performance 
that this year has exceeded the capacity of the staff to keep 
pace. As a consequence some priority of effort had to be set 
within the capacity of the staff to perform well by putting aside 
requests that I have determined to be of lesser importance. 

It is indeed timely that the Association is embarking on a re- 
view of its policies, its priorities, and its strategies for coping 
with issues. During the coming year, district branches will be 
discussing these matters. Open forums will be held in the fall in 
each area to further involve the membership in restructuring 
APA’s capability to perform with greater efficiency. On March 
13-15, 1975, a policy conference will focus these discussions in 
such a way as to establish priorities for response and to develop 
new mechanisms of implementation and staff support. 

For the historical archives of the Association, | have pre- 
pared a detailed report, appended to which are the reports of all 
APA divisions and departments. This brief version highlights 
10 principal achievements of the year that ended March 31, 
1974, and 21 projects with which staff has been concerned. 


ACHIEVEMENTS 


Renewal of Federal Role in Community Mental Health Cen- 
ters. Although the Administration eliminated all funding for 
community mental health centers, stating that they had 
achieved their purpose as a demonstration and, although suc- 
cessful, no longer required federal support, APA directed atten- 
tion to the clearly recorded intent to establish a nationwide 
service network for the delivery of mental health care. The As- 
sociation persuaded AMA to join it in support and, with a co- 
alition of organizations, successfully secured a renewal of this 
important legislation. 

Court Action To Force Release of $52,000,000 for Commu- 
nity Mental Health. Again Congress had voted support and the 
Administration withheld the budgeted money. The National 
Council of Community Mental Health Centers was joined by 
APA and other organizations in a successful court action to 
force release of these funds. 

Court Action To Release Impounded Funds. Again Con- 
gress approved and the Administration withheld funding for 
manpower development, for research, and for alcoholism pro- 


This is an edited version of the report presented by the Medical 
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grams. By joint action, initiated by APA and carried forth by 
the National Association for Mental Health and others, 
$126,000,000 was released. A coalition of associations also met 
with Drs. Edwards and Egeberg and with NIMH officials to 
work out a system for speedy release of the funds. 

Residents-in-Training. Yt was possible, through a one-year 
grant from the Falk Medical Fund, to double the size of this 
year's group of residents participating in the work of councils, 
committees, and task forces. The formation of a Committee of 
Residents within the Council on Internal Organization has pro- 
vided a base for a vigorous recruitment program for Members- 
in-Training and for ensuring the inclusion of residents in all 
APA components. A significant advance toward the latter ob- 
jective has been achieved this year. 

Continuing Education. Encouragement was given to each dis- 
trict branch to develop its own continuing education capability. 
National headquarters is approved by AMA to grant credits for 
continuing education courses that meet certain standards. A 
volume on evaluation methods was published, and planning for 
the Self-Assessment Program in 1975 has begun. 

Legislative Network. The appointment of legislative repre- 
sentatives in each district branch to discharge the function of 
overseeing state and federal mental health legislation was com- 
pleted. Two institutes were conducted to assist them in learning 
this task and the most effective methods for accomplishing this 
mission. During the third institute, held in March 1974, more 
than 300 separate visits to congressmen -and senators were 
made by the legislative representatives in advocacy of equal 
coverage in any national health insurance legislation. 

Coalition for Action in Concert. In all of the previously men- 
tioned actions the goal was achieved with the help of a coalition 
of organizations presenting their view in a collaborative effort, 
e.g., Liaison Group on Mental Health, Committee on Financ- 
ing Mental Health Care, National Coalition for Mental 
Health Manpower, and the group of organizations working on 
confidentiality. 

National Health Insurance. Through vigorous action APA, 
joined by AMA and others, pressed for the inclusion of mental 
health benefits in all health insurance plans, based upon the 
principle of equal coverage. The inclusion of mental health ben- 
efits in the Administration's national health insurance proposal 
was a major accomplishment. The Association vigorously 
pressed for the inclusion of mental health benefits in Health 
Maintenance Organization legislation, and outpatient benefits 
were included in the basic coverage. 

, PSRO— Criteria Sets in Psychiatry. Having developed a po- 
sition on peer review, APA moved to implement the present 
PSRO law so that psychiatry might maintain its presence in 
any health care system. An ad hoc committee designed model 
criteria sets for the guidance of local areas in the development 
of a systematic approach to professional standards review. Our 
Association is one of the few medical specialty organizations 
that have prepared such model criteria sets within the required 
time frame. 

Minority Group Development Project. The rapid. devel- 
opment of the program included extensive consultation, datu 
gathering. and submission of a comprehensive grant proposal 
for increasing minority group psychiatric manpower, 


Am J Psychiatry 13110, October 1974 1187 


4 


OFFICIAL ACTIONS 


PROJECTS 


As an indication of the growth of responsiveness to issues on 
a variety of topics, I have excerpted from the longer Medical 
Director's report a summary of 21 projects. In many of these 
projects staff has been centrally involved. In others staff has 
been involved only indirectly, and in some the process is still 
under development. 

The manpower project published The Nation's Psychiatrists, 
1970 Survey and a descriptive directory of psychiatric training 
programs in the United States, completed a study of academic 
resources, and compiled a study of residents-in-training and a 
comparative study of other manpower data sources in psychia- 
try. 

In the realm of continuing education, test items from the sec- 
ond Self-Assessment Program were analyzed for their proper 
construction, and data studies were made of score results. 
Guidelines were prepared for district branches to sponsor con- 
tinuing education courses for credit. 

The primary objective of the Physician Education Project is 
to educate general physicians in psychiatry. Two principal tech- 
niques are employed: a colloquium to improve the quality of 
teaching, and a network that experiments with innovative ideas 
and new approaches to learning. 

The Joint Information Service published Mental Health on 
the Campus and has a study of services for preschool children 
and a survey of general and private hospitals in the publication 
process. A survey of psychiatrists in private practice and a study 
of the informal network of services for adolescents will appear 
in the fall of 1974. : 

We have previously described the expansion of the Falk Resi- 
dency Program to involve residents in the work of the Associa- 
tion, Outstanding residents in psychiatry with a potential for 
leadership are selected and then assigned to components of the 
Association where they may contribute the resident’s point of 
view in the development of policy. 

A policy meeting now under development will look at both 
the external and internal relationships of the organization. 
Planning is well advanced for discussions in district branches 
and open forums in area meetings, culminating in a conference 
where the policy issues that confront us now and are likely to in 
the future will be discussed. I hope that priorities among the 
many issues that require staff support will be determined and 
strategies for implementation outlined, resulting in a possible 
reorganization of staff activities. 

In the planning stage is anothér cooperative venture between 
the Advanced Studies Program of the Brookings Institution 
and APA to develop a Round Table on Public Policy Issues re- 
lated to community services and programs. 

After two years of planning, a grant has been approved and 
funded by NIMH. A Working Conference on Psychiatric Edu- 
cation will be held in June 1975, after one year of work by pre- 
paratory commissions. 

With funds from President Perry Talkington's President's 
Fund, a system of information gathering has been in operation 
during the past two years. Publication of a document is antici- 
pated in the fall of 1974. 

APA exercised leadership in developing a collaborative rela- 
tionship with other medical specialties, working toward a con- 
joint conference on the subject of confidentiality. 


PROJECTS WITH SOME STAFF SUPPORT 


After more than a year of development, the Council on Re- 
search and Development presented and secured the approval of 
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the Trustees for a research study to be undertaken by the Insti- 
tute of Society, Ethics, and Life Sciences, Hastings-on-Hudson, 
N.Y. Staff responsibility has consisted of trying to obtain foun- 
dation support in excess of $200,000 over a two-year period and 
approximately $15,000 for a questionnaire study to be con- 
ducted in New Jersey. 

The Task Force on Indian Affairs has a project in operation 
entitled "Service Networks and Utilization Patterns of Mental 
Health Programs in the Indian Health Service.” It now has un- 
der development a plan for a conference on the mental health 
problems of children and adolescents in Indian boarding 
schools. 

Following the APA task force plan, a project grant was pre- 
pared and approved for funding by NIMH. NIMH funded an 
experimental study in three different cities over a three-year pe- 
riod of time. Acculturation—special education requirements 
for medical graduates who may stay in this country and for 
those who return to their native country—will be the focus of 
the pilot program. 

With staff assistance to secure funds and staff consultation 
for the research aspects, a task force plans to conduct a study of 
the role of women in medicine and in particular in the field of 
psychiatry. 

While primary responsibility was with the Task Force on 
Third Party Intervention in Community Crises, staff assisted in 
the development of the manuscript for publication as a pam- 
phlet, secured funds for publication, and is engaged currently 
in securing $13,000 for the research aspects of the project. 

The intensive work of the Ad Hoc Committee on PSROs re- 
quired staff support and editorial preparation of materials for 
publication. An attractive pamphlet is available for sale. [n ad- 
dition, staff support for a monitoring project and for a project 
in depth to study the use of criteria sets has been initiated. 

Beginning with the Assembly's statement of principles, staff 
has developed statements on the controversial issues in national 
health insurance, derived from answers to questions posed last 
year. This pamphlet will be a step toward educating the mem- 
bership in the reasons for the stance taken by the Association. 
Later, staff support in the publication of a new policy statement 
under preparation by the Committee on Financing Mental 
Health Care will be given. 

Dr. Louis Reed has prepared an update of 1969 data, using 
1972 figures, of the Blue Cross and Blue Shield plan for federal 
employees. Staff assisted in the development of a contract pro- 
posal, to run from April 1 through Nov. 15, 1974, to further up- 
date 1969 data published in the APA book Health Insurance 
and Psychiatric Care: Utilization and Cost, and to do other 
needed studies vis-à-vis insurance coverage of mental illness. 

A task force of the Council on Research and Development 
recommended that APA staff be expanded to develop a capa- 
bility for evaluation research. Under development is a grant 
proposal to enable APA to provide liaison with governmental 
agencies to encourage the development of evaluation research 
activities, to assess priorities, to advise on areas of research and 
support, to monitor national trends and priorities, and to stimu- 
late studies in the area of need and provide consultation to men- 
tal health programs wishing to undertake evaluation. 

A new international project, interface between psychiatry 
and the right to privacy, is under development, funded by Presi- 
dent's Freedman's President's Fund. Exploratory sessions were 
held in Detroit to identify countries to be included and to deter- 
mine which forensic psychiatrists and legal experts to invite to a 
conference dealing with this subject. 

Staff is in the process of developing an agenda for a working 
conference that would involve judges, lawyers, and psychiatrists 
in working toward solutions in problem areas between APA 


and the American Bar Association. 

The Association’s staff performed many additional tasks that 
are detailed in a report filed in the historical archives of APA. 
These functions during the past year included support for the 
Board of Trustees and its Executive Committee, the Reference 
Committee, the Assembly and its Executive Committee, coun- 
cils, constitutional committees, committees, task forces, 
boards, and ad hoc committees. Staff is involved in matters re- 
ferred to the newly formed Commission on Judicial Action. 
Staff assumed full responsibility, this year, for conducting the 
elections and balloting, served as secretariat, on an interim 
basis, for the newly formed Human Services Institute for Chil- 
dren and Their Families, the Washington Psychiatric Society, 
the American Association of Psychiatric Services for Chil- 
dren, and the Institute for Psychiatry and Foreign Affairs, and 
vigorously pursued a breadth of legislative actions in health 
matters related to psychiatry. Liaisons of a most extensive 
character were maintained, e.g., with the American Medical 
Association’s Washington office, its Interspecialty Council, its 
Section Council on Psychiatry, and its Council on Mental 
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Health, with all sections of the American Hospital Association 
related to psychiatry, with the Council of Medical Specialty 
Societies, with the National Advisory Mental Health Council 
and two liability commissions, as well as with the National 
Consortium on Child Mental Health Services. 

Each of the staff divisions and departments carried out 
projects in support of the Association’s objectives. It has been a 
busy and successful year. 1 wish to thank the Trustees for their 
support and the officers for their support, advice, and good 
wishes. I am particularly grateful to my "cabinet" advisors, Dr. 
Hammersley, Dr. Work, Mr. Robinson, and many others; to 
the division and department heads who do so much to create the 
splendid staff capabilities that the APA headquarters maintains 
with characteristic high morale, to my immediate helpmates, 
Mrs. Kristianson, Mrs. Davis, Mrs. Arnold, and Mrs. Cham- 
berlain; and to all the APA staff. It is truely the finest group 
ever assembled for the purposes. It has been a pleasure to be a 
part of such a splendid team. 


WALTER E. BARTON, M.D. 
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Report of the Speaker 


THE ASSEMBLY has been concerned this year with many differ- 
ent issues, which can be divided into three categories. 


INTERNAL FUNCTIONING OF THE ASSEMBLY 


1. The Assembly made major revisions in its Procedural 
Code and in its order of business. All of the changes were in- 
tended to make it possible for the delegates to better represent 
their constituents and to bring about more rapid consideration 
and processing of action papers, policy issues, and other Assem- 
bly business. Some of the changes are still somewhat unproven, 
but at this time it appears that the Assembly is now able to de- 
vote most of its attention to substantive issues rather than to 
procedure and process. : 

2. An Assembly Rules Committee has been established that 
should aid the delegates in presenting issues in the Assembly 
that are of concern to their constituents. 

3. Two new district branches were established this year and 
accepted by the Assembly. They are the Central Missouri Dis- 
trict Branch and the Western Canada District Branch. 

4. For the first time a conference of presidents and presi- 
dents-elect of district branches was held at the fall assembly. 
This was on an experimental basis and was financed by the dis- 
trict branches. Since it was considered productive, an appro- 
priation has been made to fund an orientation conference for 
presidents-elect with the fall assembly in 1974. 


RELATIONSHIP OF THE ASSEMBLY TO THE OTHER COM- 
PONENTS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


1. The Assembly recommended that a second Airlie House- 
type conference be held to consider more effective implementa- 
tion of the objectives of the Association and changes in the As- 
sociation to aid in such implementation and to bring about 
greater participation and more valid representation for the indi- 
vidual members. 

2. The Board of Trustees concurred in this recommendation 
and the conference is planned for March 13-16, 1975. Regional 
"Town Hall" conferences will be held in each area during the 
early fall of this year to provide for individual member input 
into the planning process. 

3. The Assembly has been instrumental in establishing the 
legislative network and legislative representative system. In the 
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future all legislative representatives will attend area council 
meetings and will hold concurrent conferences. In addition, As- 
sembly action has helped to bring about an expansion of the 
APA’s governmental affairs office. 

4. The Assembly recommended a “‘provisional membership” 
for first-year residents. The Board concurred and this will be 
implemented in the coming year. 

5. The Assembly Executive Committee has a liaison member 
on each of the eight American Psychiatric Association coun- 
cils; this has helped to bring about coordination among the 
Board, the Assembly, the Reference Committee, and the coun- 
cils. 


EXTERNAL ISSUES 


1. The most significant concerns were national health in- 
surance and Professional Services Review Organizations. The 
Assembly was active in these areas, and the report of the As- 
sembly's Task Force on Delivery of Mental Health Services 
provided the basis for the forthcoming revision of the APA 
pamphlet Equal Coverage for the Mentally Ill. 

2. Thé Assembly continued its efforts to develop a mean- 
ingful and acceptable definition of the role of the specialty of 
psychiatry and of medical psychotherapy. 

3. The Assembly approved the recommendations of the Task 
Force on Nomenclature and Statistics regarding changes in 
DSM-II regarding homosexuality. 

4. The Assembly has requested that it receive reports from 
the chairman of the AMA Council on Mental Health and the 
AMA Section of Psychiatry to aid in bringing about coordina- 
tion and understanding with all other organizations concerned 
with mental health. 

5. The Assembly is coordinating efforts between the district 
branches and the Ad Hoc Committee on PSROSs to develop cri- 
teria sets for diagnostic categories. 

6. The Assembly approved the position statement on Medi- 
cal and Psychiatric Care in Correctional Institutions that was 
developed by the Committee on Psychiatry and the Law. 

These are the highlights and represent only a small fraction 
of the business transacted by the Assembly. The complete min- 
utes are available at the central office. 


WARREN S. WILLIAMS, M.D. 


Report of the Speaker-Elect 


IN THE DOZEN YEARS or so that I have been associated with the 
Assembly (my first Assembly meeting was in St. Louis in 1962), 
I have listened with awe to the programs presented by the 
speakers-elect to the annual business meeting. These were bold, 
promising, compelling programs, put forth with great certainty 
and authority. And now this leadership has fallen to me. But 
something does not seem right; somehow, things have changed. 
The Assembly, with its widespread system of district branches 
and area councils, with its direct connections to the Reference 
Committee, the councils, the Board of Trustees, and the new 
legislative network, has grown into a ponderous mass, moving 
at great momentum. It can no longer be directed or changed in 
its course by one man. If I were to cast about for a simile that 
would most fit my subjective awareness of this moment, it 
would be that of Freud’s “man on horseback,” the simile he 
used to describe the ego's tenuous and uncertain control over 
the surging, animal instincts of the id. I see the Assembly as just 
such a heady stallion, with a will and direction of its own. I ride 
rather lightly in the saddle. It will take much of my energy just 
to stay seated and hold on. I am not about to bend this brute to 
my will, or tell him what course to run, or even use a heavy rein. 
I am much more likely, as we start our run together, to lean 
over his neck and whisper. 

First, I would whisper something about the past. I would re- 
mind him of how we grew up together—coltish beast and ner- 
vous, learning rider. I would tell him how I watched and ad- 
mired his spirit, his sensitivity, his movements, at times 
ludicrous, at times graceful and sure. I would assure him what a 
magnificent animal he has become—strong, swift, coordinated, 
and balanced. But I would point out that even more would have 
to come from him. 

Then I would whisper a few things about the future, remind- 
ing him that sitting up in the saddle as I do, I can see a little far- 
ther down that trail than he can. And I will do my very best to 
spot the obstacles and the rough terrain and to assess the crucial 
turns in the trail. At the right times I would gently check his 
speed, or urge him on, or get him ready for a difficult maneuver 
in order to take advantage of every ounce of his strength and 
agility. 

I would tell him that I can look ahead and see a most historic 
year—a year that will contain the second major reorganizing 
conference in the life of APA. I can see that conference just 10 
months away. Between here and there I see a busy and active 
trail. There will have to be searching discussions among all of 
our members in all our district branches. Then there will be re- 
gional conferences and a searching reappraisal of the area 
councils and the Assembly itself. There will be places where the 
trail leads off to other organizational components that are ex- 
amining themselves, then other tracks coming back into ours 
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from these other places. We must not be distracted or led astray 
by these, but we must stay aware of them and ready to give way 
to join them. Then finally, there will be the preparation of prop- 
ositions to be presented and examined and debated in the orga- 
nizational conference itself. Each segment of this complicated 
track must be traversed with great speed and energy for us to 
have our optimal effect and assure a successful conference. 

Next I would remind my eager stallion that we have some 
brand new gear available to us this year. These can be very ef- 
fective if we use them well. One is a new organic and structural 
integration of the network of legislative representatives into the 
Assembly operations. This will be achieved through the newly 
funded joint meetings at the area councils. This will assure that 
internal legislative policy and outwardly directed legislative liai- 
son are in harmony and mutually enhancing of each other. An- 
other is the first centrally financed meeting of the presidents- 
elect of all the district branches at the fall Assembly meeting. 
This will foster an enrichment of the Assembly's deliberations 
as well as a strengthening, through education, of the district 
branch leadership. Again harmony of effort and mutual en- 
hancement of operations are the goals. 

I would remind him of yet another promising device that we 
have been learning to use for the first time this year. This is the 
assignment of an Assembly liaison person to each of the eight 
councils. Already this has permitted a mutuality of efforts that 
had not existed before. In one year it has significantly changed 
and simplified the role of the Reference Committee. It has more 
promise yet for integrating and coordinating the complex of 
legislative trails within APA. 

Finally, I would whisper an urgent word of caution about one 
particularly tricky turn I see ahead. A petition, included in the 
national ballot this year, has given the Assembly the power to 
reverse an action of the Board of Trustees. | would remind my 
stallion that this petition was made without any consultation 
with the Assembly or anyone in the Assembly. The Assembly 
did not seek this power; in fact, we voted to oppose it. There- 
fore, I would whisper to him my expectation that this kind of 
constitutional check and balance is not going to be needed in 
APA. I will tell him I do not want to let this distract us from 
our practiced and effective way of running our course shoulder 
to shoulder with other Association components. During my 
year as Speaker I do not intend to consider it as a resource of 
any kind. 

Having whispered my last exhortation, and noting that my 
steed is churning to get on with the run, I will sit back in the 
saddle, give full rein, and get ready for a beautiful ride. 


Rosert B. Neu, M.D. 
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Report of the Committee of Tellers 


THE COMMITTEE OF TELLERS met at APA headquarters in 
Washington, D.C., on ‘April 4, 1974. Members include: Dr. 
Morris Kleinerman, Chairman, Dr. Eugene A. Hargrove, and 
Dr. William D. Kehne. Rulings were made on irregular ballots 
and votes noted in the final report and were presented to the 
APA Executive Committee on April 8, 1974. 

There were 17,905 eligible voters; of these, 10,555 returned 
ballots, for a 58 percent vote. In the two areas in which a Trust- 
ee was being elected, Areas II] and VI, 61 percent of the voters 
returned ballots. 

It was noted that 17 voters returned unidentifiable envelopes; 
either the label had been detached or obliterated. One ineligible 
voter sent in a Xeroxed ballot. Only 3.7 percent of the voters 
sent in ballots for officers only. Ballots or portions of ballot ma- 
terials remailed as a consequence of control numbers used this 
year were required in only 19 cases, a very small number indeed 
ie the extra cost required to maintain posting by control num- 

er, > 

On April 4, 1974, the Committee of Tellers certified the fol- 
lowing individuals as elected: Dr. Judd Marmor, President- 
Elect; Dr. June Jackson Christmas, Vice-President; Dr. Jules H. 
Masserman, Vice-President; Dr. Robert Gibson, Secretary; Dr. 
Jack Weinberg, Treasurer; Dr. Charles Pinderhughes, Trustee- 
at-Large; and Dr. Irving Philips, Area VI Trustee. 

Since three of the five candidates in Area III received be- 
tween 26.1 and 26.8 percent of the votes and in accordance with 
the report of the Ad Hoc Committee on Election Procedures, 
previously adopted by the Board of Trustees, the Committee of 
Tellers determined that the two with the highest number of 
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votes, Drs. Brunt and Lieberman, would be the candidates in a 
run-off election. Because it was impossible to have election re- 
sults from such a run-off available to report during the annual 
meeting, appropriate timing was arranged for a statement to 
appear in Psychiatric News. Ballots were mailed, with sufficient 
time for response to complete the action by May 24, 1974. After 
counting, the Committee of Tellers met again to certify the suc- 
cessful candidate [Dr. Brunt] in time for his participation in an 
orientation meeting for new officers and Trustees on June 21 
and the next meeting of the Executive Committee on June 22. 

In addition, the Committee of Tellers certified that the fol- 
lowing amendments to the By-Laws were approved. Approved: 
Chapter 1, Sections | and 6; Chapter 4, Sections 7 and 8(c); 
Chapter 6, Section 5; Chapter 11, Sections 1 and 2; and Chapter 
12, Sections 1, 2, and 3. Not approved: Chapter 8, Sections 5 
and 6; and Chapter 9, Section 1. 

In every instance, percentages of those in favor or opposed 
were calculated and conform to the requirements contained in 
the Constitution and the By-Laws for the adoption of amend- 
ments. 

The Referendum failed to pass. Support of the action of the 
Board of Trustees was upheld by a vote of 58 percent of those 
casting ballots. The Committee of Tellers notes that the 
Amendments to the By-Laws now approved will require that 
the Board of Trustees determine which of the two elected Vice- 
Presidents will serve a second term and if the Secretary oi 
Treasurer will stand for election in 1975. 


Morris KLEINERMAN, M.D 
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1974 Annual Report of the American Board of Psychiatry and Neurology, Inc. 


OFFICERS AND MEMBERS OF THE BOARD 


AT ITS ANNUAL MEETING on Sept. 30, 1973, the Board elected 
the following officers: Dr. Harvey J. Tompkins, President; 
Dr. William M. Landau, Vice-President; and Dr. Robert L. 
Stubblefield, Secretary-Treasurer. 

The following members were elected to succeed themselves: 
Dr. Thomas W. Farmer and Dr. Marc H. Hollender. Dr. Rich- 
ard M. Steinhilber was elected to succeed Dr. Shervert H. Fra- 
zier, who completed his second term of four years in December 
1973. Dr. Lester H. Rudy, who assumed the position of Execu- 
tive Secretary-Treasurer on May 31, 1972, was appointed Exec- 
utive Director. , 

The 1974 Directors of the American Board of Psychiatry and 
Neurology, Inc., are as follows: 

Appointed by the American Medical Association: Dr. Clark 
H. Millikan* (term expires December 1974), Dr. Robert L. 
Stubblefield* (term expires December 1975), Dr. Robert J. 
Joynt (term expires December 1976), and Dr. Richard M. 
Steinhilber (term expires December 1977). 

Appointed by the American Neurological Association: Dr. 
Samuel A. Trufant* (term expires December 1974), Dr. Wil- 
liam M. Landau* (term expires December 1975), Dr. David B. 
Clark* (term expires December 1976), and Dr. Thomas A. 
Farmer (term expires December 1977). 

Appointed by the American Psychiatric Association: Dr. 
Chester M. Pierce (term expires December 1974), Dr. Harvey J. 
Tompkins* (term expires December 1975), Dr. Milton Green- 
blatt* (term expires December 1976), and Dr. Marc H. Hollen- 
der (term expires December 1977). 


EXAMINATIONS 


Part I 


For the Part I examination (written) on April 23, 1973, 930 
psychiatrists were tested; 598 (64 percent) passed and 332 (36 
percent) failed. Of the 275 neurologists examined, 195 (71 per- 
cent) passed and 80 (29 percent) failed. 

For the 1974 Part I examination, 1,425 psychiatrists and 396 
neurologists have accepted assignment. (See table | for the 
number of candidates declared eligible and notified for Part I in 
1973, and table 2 for a comparison of these figures with other 
years. 

During 1973-1974, 265 physicians applied for examination 
under the Board’s new policy of admitting candidates to the 
Part I examination at the completion of the residency. 
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*These Directors are serving their second term of four years and are not 
eligible for reappointment. 


TABLE | 
Number Declared Eligible and Notified for Part 1 Written Examination 
on April 29, 1974 





Item Psychiatry Neurology Total 
Number declared eligible 
and notified 1,498 600 2,098 


Number who declined or 
withdrew 73 204 277 
Number remaining for 
written examination 
as of March 4, 1974 


1,425 396 1,821 





TABLE 2 


Five-Year Comparison of Number Declared Eligible and Notified for 
Part I Examination 








Item 1970 1971 1972 1973 1974 
Total eligible 1,682 1,751 1,552 1,999 2,008 
Total who accepted 

examination 1,2262 1,412 1,119 1381 1821 
Total who actually 

appeared 1,065 1,068 965 1,205 m 
Part II 


There were 330 candidates present at the Part II examination 
given in Boston, Mass., on April 2-3, 1973. (See table 3 and 4 
for the statistics of this examination.) There were 534 can- 
didates at the Part II examination given in Chicago on Oct. 
1-2, 1973. (See tables 5 and 6 for the statistics of this exam- 
ination.) 

The Part I] examination schedule for 1974-1975 includes ex- 
aminations in Los Angeles on April 1-2; in New York City on 
Sept. 30-Oct. 1; and in Atlanta on Feb. 3-4, 1975. The 1975 
examination in Child Psychiatry will be in Atlanta on March 
2-3. 


CHILD PSYCHIATRY 


Members of the current Committee on Certification in Child 
Psychiatry are: Dr. John F. McDermott, Chairman; Dr. Rich- 
ard S. Ward, Vice-Chairman; Dr. Barbara Fish, Secretary- 
Treasurer; Dr. Stuart M. Finch; Dr. Jeanne Spurlock; Dr. Jo- 
seph Green to succeed Dr. H. Donald Dunton; and Dr. Richard 
W. Olmsted. 

The committee has received additional awards from the Ittle- 
son Family Foundation and the Falk Fund to augment a pre- 
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TABLE 3 
Analysis of Performance of Group Who Took Part Il Examination in Boston, Mass., April 1973 














Psychiatry Neurology Child Neurology Total 
Item Number Percent Number Percent Number Percent Number Percent 
Candidates 261 79.1 63 19.1 6 1.8 330 100.0 
Results 
Pass 161 61.7 46 73.0 4 66.6 211 63.9 
Fail 26 10.0 3 4.8 0 — 29 8.8 
Fail with two-year rule* 41 15.7 6 9.5 1 16.7 48 14.6 
Condition 33 12.6 8 12.7 I 16.7 42 12.7 





* Any candidate who fails his examination and his reexamination must wait two years to take the examination again. 


TABLE 4 ^ 


Analysis of Performance of United States {N = 211) and Foreign (N = 50) Medical School Graduates Who Took Part Il Examination in Psychiatry 
in Boston, Mass., April 1973 














United States Graduates Foreign Graduates 
Results . Number Percent Number Percent 
Pass ` 143 67.8 18 36.0 
Fail 20 9.5 . 6 12.0 
Fail with two-year rule* 22 10.4 19 38.0 
Condition 26 12.3 7 14.0 


— ————————————— cco——— o —————————————————À—'SPE P 
* Any candidate who fails his examination and his reexamination must wait two years to take the examination again. 


TABLE 5 
Analysis of Performance of Group Who Took Part Il Examination in Chicago, Ill., October 1973 








; Psychiatry Neurology Child Neurology Total 
Item Number Percent Number Percent Number Percent Number Percent 
Candidates 410 76.8 101 18.9 23 4.3 534 100.0 
Results 
Pass 255 62.2 61 t 60.4 15 65.2 331 62.0 
Fail 68 16.6 1 1.0 5 21.8 74 13.8 
Fail with two-year rule* 19 4.6 7 6.9 0 — 26 4.9 
Condition 68 16.6 32 31.7 3 13.0 103 19.3 





* Any candidate who fails his examination and his reexamination must wait two years to take the examination again. 


TABLE 6 
Analysis of Performance of United States {N = 380) and Foreign {N = 154) Medical School Graduates Who Took Part H Examination in Psychia- 
try in Chicago. Hl., October 1973 








United States Graduates Foreign Graduates 
Results Number Percent Number Percent 
Pass 255 67.1 76 49.4 
Fail 36 9.5 38 24.7 
Fail with two-year rule* 19 5.0 7 4.5 
Condition 70 18.4 33 21.4 





* Any candidate who fails his examination and reexamination must wait two years to take the examination again. 
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vious fund award of $50,000 from the Grant Foundation to en- 
sure the completion of the study of certification in child 
psychiatry. 


BOARD POLICY DECISIONS 


The Board has recommended that the following requirements 
be applied to individuals entering training programs on July 1, 
1976, and thereafter: 


Prior to entering an approved psychiatry or neurology 
training program, an individual must have completed one 
year of approved training after receiving the degree of 
Doctor of Medicine. This year of clinical experience should 
emphasize internal medicine and/or pediatrics. 

Alternatively, a four-year training program in psychia- 
try or neurology could be substituted, with the provision 
that at least one year be spent in direct responsibility for 
the general medical care of children and/or adults. For the 
individual seeking certification in both psychiatry and neu- 
rology, one such general clinical year described above is re- 
quired. 


OFFICIAL ACTIONS 


The Board voted not to recommend a special competency ex- 
amination for individuals in administrative psychiatry and rec- 
ommended exploration of feasibility of special competency ex- 
aminations in electroencephalography and electromyography. 

The Board has recommended that the number of directors be 
increased from 12 to 16, with the addition of two directors for 
psychiatry and two for neurology. This matter requires ap- 
proval of the sponsoring societies. 

The Examination Committee has been charged with the addi- 
tional responsibility for recertification and is participating in 
studies with the other specialty boards. 


RESEARCH AND DEVELOPMENT ACTIVITIES 


The Research and Development Committee of the Board is 
actively exploring other examination techniques, particularly 
with the use of videotapes. 

The Board has increased participation in the American 
Board of Medical Specialties and is vigorous in the activities of 
multirange planning and certification and recertification activi- 
ties of this body. 
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Proposed Amendments to the Constitution and By-Laws 


The amended Constitution and By-Laws became effective in 
May 1974. The proposals that follow were received within the 
60-day deadline before the annual meeting and were presented 
at the annual business session. They will appear on the ballot 
in March 1975. - 

Note: The following changes in type style indicate the kind 
of change proposed in the Constitution and By-Laws: 1 ) under- 
lining = proposed additions to the Constitution and By-Laws 
(e.g., "by resolution of the Assembly"); and 2) brackets = 
proposed deletions from the Constitution and By-Laws (e.g., 
"may originate [either] . . .''). Articles and sections of the Con- 
stitution and chapters and sections of the By-Laws that are not 
listed here have not been subject to any proposed changes. 





Proposed Amendment to the Constitution 


ARTICLE VII. COMMITTEES 


Section | 


There shall be the following Constitutional Committees: 
Executive, Ethics, Membership, Nominating, Constitution and 
By-Laws, Budget, [and] Tellers, and Reference; with functions 
and procedures as defined in the By-Laws or by the Board. 
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Proposed Amendments to the By-Laws 


CHAPTER THREE. BOARD OF TRUSTEES 


Section 3 


Each year two Area Trustees and one Trustee-at-La-ge will 
be elected for three-year terms, until such time as the number 
of areas may be increased. Candidates for Trustee[s]-a:-Large 
will be nominated and elected [according to] by procedures 
established by the Board. 


CHAPTER NINE. VOTING 


Section | 


[Any Fellow or Life Fellow] Any voting member nominated 
for office by a petition signed by 200 or more members 
eligible to vote shall have his name included on the official 
ballot for the next general election, provided that such petition 
has been filed with the Secretary [before] no later than Janu- 
ary | of the year he would be elected. 


CHAPTER ||. ANNUAL BUSINESS MEETING 


Section | 


At a previously announced time during the Annual Meeting, 
the President of the Association shall convene a Business 
Meeting composed of two consecutive sessions: (1) a meeting 
of the Assembly to act for the membership in [receiving] 
responding to a report of the actions of the Board and the 
reports of the Speaker of the Assembly, the Medical Director, 
the Secretary, the Treasurer, and the chairmen of the councils 
and constitutional committees, and (2) an Annual Forum for 
all voting members. Only voting members of the Association 
may attend this Business Meeting. 


FELLOWSHIP PAPERWEIGHT 


Here's a way to indicate everyday you're a Fellow of the American 
Psychiatric Association. A handsome polished white marble paper- 
weight on which a facsimile of the Fellowship Medal appears, with the 
word "Fellow" on a polished chrome background appearing below, is 
available for your desk. Immediate shipment, while the supply lasts, 
(after which there may be a six weeks delay for reorder), at a cost of 
$4.00 which includes processing your order, packaging, and postage. 


MEMBERSHIP DESK PEN 


For Members, order a handsome custom-made Park Pen desk set. It is 
a two-inch cube of white Italian marble with a customized replica of 
the APA seal, one and a half inch in diameter, with a Parker desk pen, 
handsomely gift boxed, available in this initial offering at $9 each. Im- 
mediate shipment is possible while the supply lasts. Reorder subject to 
six weeks delay. 







Please send me 


Send Coupon to: 


Fellowship Paperweight(s) a S4.00 ea 
Membership Desk Pen(s) a $9.00 ea 
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(USV) DEPRESSION WORKSHOP 


The trouble with 


The development of 
tranquilizers marked 
a milestone in medical 
research. However, in 
certain emotional ill- 
nesses, tranquilizers — 
major or minor—are 
not advised. More 
specific therapy ts 
recommended. 





DEPRESSION: 
HIGH INCIDENCE AND 
PREVALENCE 


You've seen it. But how often is it clear 
recognized? Depression—a distinct syndrorr 
—presents with a variety of physical and ps' 
chological complaints. It is a diagnostic cha 
lenge just as common, and certainly just c 
inevitable in your daily practice, as diabete 
and hypertension. And depression is develo} 
ing its own share of ominous statistics: 

e 15% of adults affected yearly’ 

€ clinical expression in all age groups? 

e rising suicide statistics—now claimin 
20,000 to 25,000 lives annually in the U.S.? 


ETIOLOGY OF DEPRESSIO! 


All patients experiencing a depressive illnes 
are bound by a single etiologic thread— 
sense of loss.* Regardless of the patient's ag: 
severity of illness, duration, or symptomato 
ogy, the depressive episode seems consi: 
tently related to this precipitating factor. Ret 
ognizing the patient's feeling of loss is critic: 
to understanding his abnormal reaction. An 
the depressed patient may be trying to te 
you, quite simply, that he needs your help. 


THE TROUBLE WITH 
TRANQUILIZERS 


The clinically depressed patient, whose p« 
tentially lethal disorder can culminate in su 
cide, is not a candidate for indiscriminate us 
of major or minor tranquilizers. That's th 
trouble with tranquilizers. They are too nor 
specific for a specific disorder—depressioi 
Depression is a distinct clinical entity de 
manding specific antidepressant therapy. 


THE BIOGENIC 
AMINE THEORY 


“It’s all in your head" is a phrase that pe 
haps reflects more medical truth than sin 
plistic logic. 


tranquilizers 


The mechanism of action of Pertofrane 
(desipramine hydrochloride) in depression is 
unknown. There are several biochemical 
theories of depression. One based on clinical 
studies and research involving psychotropic 
drugs and neurobiochemistry indicates that 
depression is the final result of a biochemical 
dysfunction in the brain. 


It is hypothesized that in depression there 
exists a deficit of specific CNS neurotrans- 
mitters known as biogenic amines (e.g. norepi- 
nephrine and serotonin). In brief, the tricyclic 
antidepressants are believed to enhance 
neuronal transmission by reducing the deficit 
in catecholamines by blocking their reuptake 
and permitting these neurotransmitters to ac- 
cumulate in the synaptic clefts. Result: Ame- 
lioration of depression. This is the essence of 
the pathophysiology of the “biogenic amine 
theory.’ 


A SPECIFIC FOR 
DEPRESSION 


To treat depression scientifically, use an 
agent that is specific for depression—Perto- 
frane. Consider the advantages of Pertofrane 
for your depressed patients: 

è asingle-entity drug, specific for depression 
€ depressive symptoms and related psycho- 
somatic complaints usually fade as the de- 
pression lifts 

€ optimal response in most patients with 50 
mg. t.i.d. 

e adolescent and elderly patients often do 
well on lower dosage 


References: 1. Kline, N.S.: Antidepressant medications, 
J.A.M.A. 227:1158, March 11, 1974. 2. Fawcett, J.: Clini- 
cal assessment of suicidal risk, Postgrad. Med. 55:85, 
March 1974. 3. Soloman, P. and Patch, V.D.: Handbook 
of Psychiatry, ed. 2, Los Altos, Lange Medical Publica- 
tions, 1971, p. 220. 4. Axelrod, J.: Biogenic amines and 
their impact in psychiatry, Seminars in Psychiatry 4:199, 
1972. 





Pertofrane 


(desipramine 
hydrochloride NF) 


Specifically 
for depression 
CUSV) Totes RO der n 


PHARMACEUTICALS 


Please see next page for brief summary. 


Pertofrane® (desipramine hydrochloride NF) 
BRIEF SUMMARY. indication: For relief of mental depression. Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or severe convulsive seizures may occur with such combina- 
tions; potentiation of adverse reactions can be serious or even fatal. When substituting Pertofrane in patients receiving an 
MAO inhibitor, allow an interval of at least 14 days. Initial dosage in such patients should be low and increases should 
be gradual and cautiously prescribed. The drug is contraindicated following recent myocardial infarction and in patients 
with a known hypersensitivity to tricyclic antidepressants. Warnings: Activation of psychosis may occasionally be 
observed in schizophrenic patients. Due to atropine-like effects and sympathomimetic potentiation, use only with the 
greatest care in patients with narrow-angle glaucoma or urethral or ureteral spasm. Do not use in patients with the 
following conditions unless the need outweighs the risk: severe coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and active seizure disorder (may lower seizure threshold). This 
drug may block the action of the antihypertensive, guanethidine, and related adrenergic neuron-blocking agents. Hyper- 
tensive episodes have been observed during surgery. The concurrent use of other central nervous system drugs or 
alcohol may potentiate adverse effects. Since many such drugs may be used during surgery, desipramine should be 
discontinued prior to elective procedures. Caution patients on the possibility of impaired ability to operate a motor 
vehicle or dangerous machinery. Do not use in women who are or may become pregnant, or in children under 12 years 
of age, unless the clinical situation warrants the potential risk. Because of increased sensitivity to the drug, use lower 
than normal dosage in adolescent and geriatric patients. Precautions: Potentially suicidal patients require careful 
supervision and protective measures during therapy. Prescriptions should be limited to small quantities. Discontinuation 
of the drug may be necessary in the presence of increased agitation and anxiety shifting to hypomanic or manic excite- 
ment. Atropine-like effects may be more pronounced (e.g. paralytic ileus) in susceptible patients and in those receiving 
anticholinergic drugs (including antiparkinsonism agents). Prescribe cautiously in hyperthyroid patients and in those 
receiving thyroid medications; transient cardiac arrhythmias have occurred in rare instances. Periodic blood and liver 
studies should supplement careful clinical observations in all patients undergoing extended courses of therapy. Adverse 
Reactions: The following have been reported: Nervous System: dizziness, drowsiness, insomnia, headache, disturbed 
visual accommodation, tremor, unsteadiness, tinnitus, paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoordination. A confusional state (with such symptoms as 
hallucinations and disorientation), particularly in older patients and at higher dosage, may require discontinuation of the 
drug. Gastrointestinal Tract: anorexia, dryness of the mouth, nausea, epigastric distress, constipation and diarrhea. Skin: 
skin rashes (including photosensitization), perspiration and flushing sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. B/ood Elements: bone-marrow depression, agranulocytosis, thrombocytopenia and 
purpura. If these occur, discontinue the drug. Transient eosinophilia has been observed. Cardiovascular System: ortho- 
static hypotension and tachycardia. Carefully supervise patients requiring concomitant vasodilating therapy, particularly 
during initial phases. Genitourinary System: urinary frequency or retention and impotence. Endocrine System: occasional 
hormonal effects, including gynecomastia, galactorrhea and breast enlargement, and decreased libido and estrogenic 
effect. Sensitivity: urticaria and rare instances of drug fever and cross-sensitivity with imipramine. Dosage: All patients 
except geríatric and adolescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. daily. Geriatric and 
adolescent patients should usually be started with lower dosage (25 to 50 mg. daily) and may tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower maintenance dosages should be continued for at least 2 months 
after obtaining a satisfactory response. Mild anxiety and agitation which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative or tranquilizer may be indicated. How Supplied: 25 mg. capsules 


(pink) and 50 mg. capsules (maroon and pink), bottles of 100 and 1000; single-dose blister packs, boxes of 500. 
USV PHARMACEUTICAL CORP., Tuckahoe. N.Y, 10707 


PSYCHIATRISTS 
PHYSICIANS 


(With Interest or Experience in Psychiatry) 
required by 
Department of Health & Social Development 
Mental Health Division 
Mental Health Centre 
Manitoba — Canada 


requires the above to provide expanding services in a 

multi-discipline mental health system with both in- 

patient and community-based programs in western 

Manitoba. 

SALARY RANGE: Up to $31,044 per annum depend- 
ing upon training and experience. 
Additional $1,200 per annum for 
evening and call duty. 

SPECIAL NOTE: 

Candidates must be eligible for registration with College 

of Physicians and Surgeons of Manitoba. 


DEPARTMENT OF HEALTH 
PROVINCE OF NEWFOUNDLAND 
CANADA 





PSYCHIATRISTS 


Two psychiatrists required as full time senior 
consultants in the Division of Mental Health Services, 
St. John's. One position is in the forensic-correctional 
field and the other in the disorders of children. 


These are challenging positions with opportunities to 
provide consultation in program development in a wide 
range of services in community agencies, hospitals, 
educational settings and government departments. 
Duties will include involvement in clinical work, univer- 
sity teaching and research. 

Salary scale is $27,500 - $37,500 plus $3,000 per an- 
num for Canadian certification in psychiatry. 


Full public service benefits apply with generous annual 
and sick leave with pay, provincial statutory holidays and 
contributory pension plan. Financial assistance towards 
relocation is available. 


Applications and/or requests for further information 
should be addressed to: 
C. H. Pottle, M.D., F.R.C.P.(C.), F.A.C.P. 
Director 
Mental Health Service Division 
Chimo Building 
Crosbie Road 
St. John's, Newfoundland 
Canada 














Application including a detailed resume may be ad- 
dressed to: 





Dr. A. H. Moyes 
Medical Director 
P.O. Box 420 
Mental Health Centre 
Brandon, Manitoba, Canada 







“OPPORTUNITIES FOR PSYCHIATRISTS” 


CLINICAL DIRECTOR 


Board Certified Psychiatrist with additional four years of professional experience, two of 
them in administrative work, must be eligible for Delaware License. To direct special psy- 
chiatric services (forensic service, adolescent service, etc.) at State Mental Hospital. Ex- 
cellent State Benefits.* Starting salary negotiable $26,766 — $30,798; current maximum 
$35,586. 


STAFF PSYCHIATRIST Il 


Positions at State Mental Hospital require completion of recognized residency program in 
psychiatry plus additional two years of professional experience in psychiatry; eligibility for 
state license required. Excellent State Benefits.* Starting salary negotiable $24,372 — 
$28,026; current maximum $32,310. 


STAFF PSYCHIATRIST I 

Positions at State Mental Hospital require completion of recognized residency program in 
psychiatry; ECFMG or state license required. Excellent State Benefits.* Starting salary 
negotiable $22,104 — $25,506; current maximum $29,412. 


*State Benefits include: 15 paid vacation days the first year (finally 21 work days), 12 paid holidays a year, sick leave with pay, 
liberal pension program and health and life insurance programs. 


Please write or call: 


Kurt Anstreicher, M.D. (302-421-6441) 
Superintendent, Delaware State Hospital 
New Castle, Delaware 19720 


Make . 


PSYCHIATRISTS... 


Board eligible and board certified to 
fashion positions within innovative 
programs. Positions in the Triage- 
Crisis Intervention Program, Acute 
Psychiatry Program and Intermediate 
Psychiatry Program, Out-patient 
Psychiatry Program, Research and 
formal teaching opportunities are 
available. Medical school affiliation with 
medical students and residents training 
within each program. Salaries from 
$28,287 to $34,827 based upon 
qualifications. No discrimination in 
employment. 


Apply to: Chief of Psychiatry 
VA Hospital 
Downey, Illinois 60064 


sychiatric 
history! 


Up here in Maine, we're making some of the most exciting 
innovations in America. 

We're the Augusta Mental Health Institute, Northern 
New England's outstanding JCAH — accredited hospital. 
Right now, we need a special breed of Board Eligible or 
Certified Psychiatrists to join us and help us make history. 
AMHI is a unitized, participatory management institution 
that's already a national model for providing services to 
a rural society. 

We've done a lot already and we're not finished yet. 

We want only flexible, creative types interested in making 
great professional strides in treatment. 

After a 40-hour schedule you can develop a private 
practice. You'll receive all normal state benefits and an 
unusually good retirement plan — even possibility of 
splendid low-cost, on-grounds housing. Salary up to 
$34,543. Want more details about how you can help 


write psychiatric history? Au sta 
Mental Health 
Institute 


Write or phone: Mr. Welsh 
Augusta Mental Health institute 
Augusta, Maine 04330. Phone: 207-622-3751 


AN EQUAL OPPORTUNITY EMPLOYER 





AAS 


VALIUM 
(diazepam) 
INTHE CONTEXT OF 
PSYCHOTHERAPY 
FOR PSYCHONEUROTIC 
DISORDERS 





Wren predominant anxiety is associated 
with depressive symptoms in the psycho- 
neurotic patient, the effects may be incapaci- 


tating. Feelings of self-esteem seem threatened, 


and the patient is particularly vulnerable to 
psychophysiological symptoms affecting the 
heart, stomach, colon or respiratory tract. 
Her condition may even interfere with her 
response to various psychotherapeutic 
measures. Until the excessive anxiety and its 
attendant symptoms are relieved, the patient 
may feel so insecure that she is unable to 
function. 


Often, the patient can't cope with her 
symptoms while she *works things out" 
You may decide that the psychoneurotic 
patient can benefit from group therapy sessions. 

: However, many 
Lo, dim N patients are uneasy 
4 , about joining a 





group, and in the beginning your reassurance 
and understanding alone may not be enough 
to help the overly anxious patient face the 
group. Even though she realizes that she will 
eventually work through some of the under- 
lying problems, she is experiencing distressing 
symptomatology that requires more imme- 
diate relief. You frequently hear, “What do I 
do in the meantime, doctor?" 


Valium (diazepam) as an adjunct to group 
therapy—it may have an important role 
During psychotherapy for psychoneurotic 
disorders, Valium offers relief of predominant 
anxiety and reduces the depressive symptoms 
often associated with it. The patient generally 
starts to benefit as early as the first day of 
therapy, and significant improvement is usually 
evident within the first few days. Valium is 
provided in several dosage strengths, so you 
can precisely control the medication to suit 
your patient's needs and preclude oversedation 
or ataxia. If the patient remains symptomatic 
at bedtime, an h.s. dose added to a 2- to 10-mg 
b.i.d. or t.i.d. regimen is often very effective. 
Valium is generally well tolerated and in 
recommended dosages rarely produces signif- 
icant untoward reactions, but patients should 
be cautioned about potentially hazardous 
activities requiring complete mental alertness, 


* . such as driving. 


EUM VALIUM 







f (diazepam) 
2-mg, 5-mg, 10-mg tablets 


can reduce predominant anxiety and its associated depressive symptoms 


Please see following page for a summary of product information. 


VALICIM 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 

Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional 
factors; psychoneurotic states manifested by 
tension, anxiety, apprehension, fatigue, depres- 
sive symptoms or agitation; symptomatic relief 
of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; 
adjunctively in skeletal muscle spasm due to re- 
flex spasm to local pathology, spasticity caused 
by upper motor neuron disorders, athetosis, stiff- 
man syndrome, convulsive disorders (not for 
sole therapy). 

Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving 
appropriate therapy. 

Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations requir- 
ing complete mental alertness. When used 
adjunctively in convulsive disorders, possibility 
of increase in frequency and/ or severity of 
grand mal seizures may require increased dos- 
age of standard anticonvulsant medication; 
abrupt withdrawal may be associated with tem- 
porary increase in frequency and/ or severity 

of seizures. Advise against simultaneous inges- 
tion of alcohol and other CNS depressants. With- 
drawal symptoms (similar to those with bar- 
biturates and alcohol) have occurred following 
abrupt discontinuance (convulsions, tremor, ab- 
dominal and muscle cramps, vomiting and 
sweating). Keep addiction-prone individuals 
under careful surveillance because of their pre- 
disposition to habituation and dependence. 

In pregnancy, lactation or women of child- 
bearing age, weigh potential benefit against 
possible hazard. 

Precautions: |f combined with other psycho- 
tropics or anticonvulsants, consider carefully 
pharmacology of agents employed; drugs such 


as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may po- 
tentiate its action. Usual precautions indicated 
in patients severely depressed, or with latent 
depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic 
function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude 
ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. Para- 
doxical reactions such as acute hyperexcited 
states, anxiety, hallucinations, increased muscle 
spasticity, insomnia, rage, sleep disturbances, 
stimulation have been reported; should these 
occur, discontinue drug. Isolated reports of neu- 
tropenia, jaundice; periodic blood counts and 
liver function tests advisable during long-term 
therapy. l 
Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and psychoneu- 
rotic states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism 
10 mgt.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.a. or q.i.d. as needed; adjunctively in skeletal 
muscle spasm, 2 to 10 mgt.i.d. or q.i.d.; adjunc- 
tively in convulsive disorders, 2to 10 mgb.i.d. ` 
toq.i.d. Geriatric or debilitated patients: 2 to 
2Y5 mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) 
Children: 1 to 242 mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use 
under 6 months). 

Supplied: Valium? (diazepam) Tablets, 2 mg, 

5 mgand 10 mg; bottles of 100 and 500. AH 
strengths also available in Tel-E-Dose? packages 
of 100. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


PSYCHIATRISTS 


Riverside Center seeks board eligible and board 
certified Psychiatrists for 225 bed community 
oriented program. Salaries from $25,640 to 
$33,512 depending on qualifications. 


Also seeking Clinical Services Director. Salary up 
to $37,751. Prefer board certified Psychiatrist. 
Would accept well qualified board eligible. 


Private practice permitted. Pleasant, progressive 
community near Grand Rapids and East Lansing, 
seat of Michigan State University Medical School. 
Convenient to wide range of shopping, recreational, 
and cultural facilities. Outstanding fringe benefits 
provided by Michigan Civil Service. Send resume 
to: 


Arthur H. Long, Personnel Officer 
Riverside Center 

711 West Riverside Drive 

Ionia, Michigan 48846 


AN EQUAL OPPORTUNITY EMPLOYER 


PSYCHIATRISTS 


The Veterans Administration Hospital located in Albany, 
New York, has positions available in its Psychiatric Service 
for well-trained, energetic Psychiatrists with clinical, 
teaching and research interests. This is a 900-bed General 
Medical and Surgical Hospital with a very active Psychiatric 
Service consisting of a Mental Hygiene Section, Day Treat- 
ment Center, Neuropsychiatric Examination Section, 
Psychophysiology Research Section, Psychiatric Section, 
Drug Dependency Treatment Unit, Alcoholic Rehabilitation 
Unit, and a Day Hospital. The Psychiatric Service provides 
inpatient, outpatient and day treatment services to eligible 
veteran patients and is affiliated with the Department of 
Psychiatry, Albany Medical College, Albany, New York. 


QUALIFICATIONS: Immediate openings are available for 
Board elegible and Board Certified Psychiatrists. 

Salary range — $24,247 to $36,000 per annum depending 
on qualifications and experience. 


Liberal fringe package includes vacation, sick leave, health 
and group life insurance at special rates and participation 
in the Federal Retirement System. 


AN EQUAL OPPORTUNITY EMPLOYER 


WRITE OR CALL: Chief of Staff 
Veterans Administration Hospital 
113 Holland Avenue 
Albany, NY 12208 
Telephone: 518-462-3311, extension 211 
















PSYCHIATRISTS 


CAREER OPPORTUNITIES 
NATIONWIDE 


Chief Executive Officer 
Medical Director 
Community Mental Health Program 
Child & Adult Psychiatry 

Mental Retardation 

Administrators 

Superintendents 

Deans 

Staff 

Academic Affiliations Available 


We are proud of the compliments and testimo- 
nials we have received from our applicants and 
clients for our expertise in arranging and expedit- 
ing all negotiations and details. 

Search, Interviews, Relocating, 

State License, etc. 


Never a fee to our applicants 
All expenses paid by employer 


STEVEN SAFFER 
ASSOCIATES, INC. 


505 5th Ave., N.Y., N.Y. 10017 
212-972-1010 


Medical Recruitment Specialists 
Employer Listings Invited 


PSYCHIATRISTS 


Hutchings Psychiatric Center is a major provider in a 
balanced Mental Hygiene Service System for the five 
counties of Central New York. The construction of our 
main campus is well under way. We have immediate 
openings for staff psychiatrists with clinical, teaching and 
research interests on inpatient and outpatient mul- 
tidisciplinary treatment teams. Hutchings Psychiatric 
Center is a major affiliate of Upstate Medical Center 
with ample teaching opportunities and support for most 
research interests. 


Qualifications: Applicants must be board eligible or 


board certified Psychiatrists. Salary range: $27,942 - 
depending upon qualifications and experience. 


Benefits: Vacation, sick leave, personal leave, health in- 
surance, dental insurance, New York State Retirement 
System, and major affiliation with S.U.N.Y. College of 
Medicine at Syracuse. 


An Equal Opportunity Employer 


Write or call: Frank B. Soults, M.D., Clinical Director 
Hutchings Psychiatric Center 
P.O. Box 27, University Station 
Syracuse, New York 13210 
Phone: (315) 473-4943 


A AQ 


In the treatment of clinically significant depression... 


VIL 
( AMITRIPTYLINE Hol /MSD) 








\n important alternative in fitting the 
nedication to the patient’s needs 

)nce-a-day dosage at bedtime is an appropriate way 
o start—and maintain—many patients on therapy. 
Jf course, ELAVIL may be administered two, three, 
yr four times as well as once a day. This dosage 
rersatility allows prescribing precisely for the 
yatient’s needs. 


Jnce-a-day dosage schedule for adult 
outpatients 

Therapy should be initiated with 50 mg to 100 mg at 
»edtime. This may be increased by 25 or 50 mg 
idded to the bedtime dose as necessary to a maxi- 
num daily dose of 150 mg. The usual maintenance 
jose is 50 to 100 mg a day given at bedtime, 


‘hough in some patients, 40 mg per day is sufficient. 


* Greater patient compliance 


The simplicity of once-a-day dosage at bedtime 
makes it easier for patients to adhere to a regimen— 
an especially important consideration in depressed 
patients whose self-motivation may be at a low ebb. 


ELAVIL should not be used during the acute recovery 
phase following myocardial infarction, in patients 
hypersensitive to it, or in those who have received an 
MAOI within two weeks. Since suicide is a possibility 
in any depressive illness, patients should not have 
access to large quantities of the drug. Concurrent 
electroshock therapy may increase hazards associ- 
ated with such therapy. Patients with cardiovascular 
disorders should be watched closely. The drug may 
impair mental or physical abilities required in 
hazardous tasks and may potentiate the effects 

of alcohol. 


once a day at bedtime 


Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AM 





TR 





mame 





NE HU 


For a brief summary of prescribing information, please see following page. 


MSD 
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MSD) 


ELAVIL 


(AMITRIPTYLINE HCI| MSD) 


added dosage versatility 
in clinically significant depression 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HC! cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may Increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Mote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CNS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as.possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCl, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSO representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486 


ELAVIL 


(AMITRIPTYLINE WC | NASD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 


'This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 

advantageous whenever 

higher dosages are re- 
quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 

= Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 





DIRECTOR of 
MENTAL HEALTH 
SERVICES 


New York City 
Prison System 


Challenging opportunity for a Psychiatrist Administrator, 
to evaluate ongoing psychiatric services provided 

for inmates in the city's prisons. . . . Participate 

in the development & implementation of innovative 
policies & programs . . . and give leadership that 

will assure achievement of high professional 

standards as well as important social goals. 
Requirements include a NY State license to practice 
medicine, completion of an approved residency in 
psychiatry, and a minimum of 3 years of progressively 
responsible administrative or executive psychiatry 
experience with a psychiatric care institution or 
community mental health organization. 


Qualified candidates are invited to submit detailed resume of education & experience. 
along with statement of salary requirements to: 


Commissioner Lowell E. Bellin, MD, MPH 


NEW YORK CITY HEALTH DEPT. 


125 Worth St, New York, NY 10013 
An equal Opportunity employer M/F 


STAFF PSYCHIATRIST 


To assume clinical direction of direct 
treatment services in a community mental health 
program located at the Indian Health Service 
Hospital, Belcourt, North Dakota. The mental 
health program (which is a component of a com- 
prehensive health care system) has been in 
operation two years and has achieved initial 
community and hospital acceptance. Program 
offers opportunity for a varied clinical ex- 
perience and freedom of approach. 


Adjacent to the Canadian border, the hospital 
is located in the hilly, wooded Turtle Mountains 
with an abundance of winter sports, hunting, and 
fishing. 

Opportunities for part time private practice in 
surrounding communities exist if interested. 


Salary commensurate with education and ex- 
perience. Excellent fringe benefits and ability to 
regulate working hours. Equal Employment Op- 
portunity Employer. 

For further information contact: 


Elizabeth Glasow 
Chief, Area Social Service & 
Mental Health Branch 
Aberdeen Area Indian Health Service 
Federal Building 
Aberdeen, South Dakota 57401 


Telephone: A.C. 605, 225-0250, Extension 543. 


STAFF PSYCHIATRIST . . . 


at one of the nation's finest large 
psychiatric teaching institutions. Ad- 
ministrative and non-administrative 
position available. CME category | 
program, large residency program, all 
types psychiatric specialty treatment 
units, research facilities, unrivaled 
clinical material. Board certified or 
eligible, Pennsylvania license re- 
quired. Beautiful suburban — rural 
setting near Philadelphia. $25,980 - 
$28,581, excellent benefit package, 
liberal retirement. 


Contact: Personnel Director 
Norristown State Hospital 
Norristown, Pennsylvania 19401 
Telephone (215) 631-2511 


VA HOSPITAL 
MURFREESBORO, TENNESSEE 


Has opening for a Staff Physician on the Psychiatric 
Service. Board Certified or Board Eligible Psychiatrist 
preferred but not required. This hopsital has 435 psy- 
chiatric and 477 medical beds and a 48-bed Nursing 
Home Care Unit. Complete medical staff of Allied 
Medical Services include laboratory, radiology, social 
work, psychology, etc. Scheduled tour of duty 40 
hours per week; 30 days annual leave and 15 days 
sick leave per year. Liberal health and life insurance 
benefits. Salary depends on qualifications but ranges 
from $29,903 to $32,031. Current license and registra- 
tion in a State, Territory, or Commonwealth of the 
United States or District of Columbia required. Non- 
discrimination in employment. 


Community of Murfreesboro has a population of ap- 
proximately 30,000 and is located 30 miles south of 
Nashville in beautiful Middle Tennessee. Middle 
Tennessee State University and two new high schools 
add to the appeal of the community. Nearby medical 
school provides opportunity for continuing 
professional education. Mild climate and abundant 
outdoor recreational activities. 


If interested, write Dr. John T. Mason, Hospital Direc- 
tor, VA Hospital, Murfreesboro, Tennessee 37130, or 
call collect telephone number 615-893-1360, Ext. 365. 
All inquiries kept in strict confidence. Preemployment 
interview and moving expenses paid. 
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Home 


Home...with 


Prolixin 
Decanoate’ 
(Fluphenazine 
Decanoate 
Injection) 


When you control the schizophrenic's medication, he has 
a better chance of staying home. Prolixin Decanoate* 
(Fluphenazine Decanoate Injection) puts drug control in 
your hands with injections at one to three week intervals.* 


Homecoming for a schizophrenic patient may well be the 
beginning of one of the most critical times in his illness. Readapt- 
ing himself to the community, to family and friends, may impose 
a strain unlike anything experienced in the protective environ- 
ment of the hospital. 


Yet, this is a time when too many such patients abandon the 
very drug therapy that brought them to the point of discharge. 
“Approximately 50% of all discharged psychotic patients fail to 
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take even the first dose of their outpatient medication? 


Prolixin Decanoate, a long-acting drug, enables you to monitor 
the patient’s medication to a degree not possible with oral 
therapy. 


Moreover, you can be assured of good absorption with Prolixin 
Decanoate (Fluphenazine Decanoate Injection). Contrast 

this with the findings of Adamson, et al.? who determined that 
39 of 97 patients who were considered non-responders to oral 
chlorpromazine had significantly lower plasma levels of un- 
metabolized chlorpromazine following oral administration of 
the drug, compared with the levels obtained on the day of a 
single i.m. dose of the same drug. 


Should Prolixin Decanoate (Fluphenazine Decanoate Injection) 
replace oral chlorpromazine routinely? Obviously, your own 
experience and judgment will dictate the answer. But it may 
prove very worthwhile to consider the way in which Prolixin 
Decanoate can eliminate two critical variables of therapy: the 
unreliability of many patients with respect to daily dose-taking, 
and the unpredictability of absorption patterns in patients 
taking chlorpromazine and similar compounds by the oral route. 


Home is where they want to be. Help them get there, help 
them stay there with Prolixin Decanoate. 


*The interval between doses ranges from one to three 
weeks or longer, with an average duration of effect of 
about two weeks. 


1. Goldberg. H.L., et al.: Psychosomatics 11:173, May-June, 1970. 
2. Adamson, L., et al.: Diseases of the Nervous System, April-May 1973. p. 181. 


For brief summary, see following page. 


SQUIBB 


PROLIXIN DECANOATE" 
Fluphenazine Decanoate injection 


Prolixin Decanoate (Fluphenazine Decanoate Injection) pro- 
vides 25 mg. fluphenazine decanoate per cc. in a sesame oil 
vehicle with 1.296 (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: in presence of suspected or estab- 
lished subcortical brain damage. In patients who have a blood 
dyscrasia, liver damage or renal insufficiency, or who are re- 
ceiving large doses of hypnotics, or who are comatose or se- 
verely depressed. In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to phenothiazine derivatives 
may occur. 
Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving 
a car or operating heavy machinery may be impaired by use of 
this drug. Physicians should be alert to the possibility that se- 
vere adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. 
Safety for use during pregnancy has not been established; 
weigh possible hazards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy in children have 
not been established because of inadequate experience in use 
in children. 


PRECAUTIONS: Caution must be exercised if another pheno- 
thiazine compound caused cholestatic jaundice, dermatoses 
or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or central nervous sys- 
tem depressants may be required. Because of added anti- 
cholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed 
to extreme heat or phosphorus insecticides; in patients with 
ulcer disease history since aggravation of peptic ulcer has oc- 
curred; in patients with history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with 
special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind 
that with prolonged therapy there is the possibility of liver dam- 
age, pigmentary retinopathy, lenticular and corneal deposits, 
and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the 

direction of a physician experienced in the clinical use of psy- 
chotropic drugs. Periodic checking of hepatic and renal func- 
tions and blood picture should be done. Renal function of 
patients on long-term therapy should be monitored; if BUN be- 
comes abnormal, treatment should be discontinued. "Silent 
pneumonias" are possible. 
ADVERSE REACTIONS: Central Nervous System—Extrapyra- 
midal symptoms are most frequently reported. These include 
pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogy- 
ric crises, opisthotonos, and hyperreflexia; most often these are 
reversible, but they may be persistent. One can expect a higher 
incidence of such reactions with fluphenazine decanoate than 
with less potent piperazine derivatives or straight-chain pheno- 
thiazines. The incidence and severity will depend more on indi- 
vidual patient sensitivity, but dosage level and patient age are 
also determinants. As these reactions may be alarming, the pa- 
tient should be forewarned and reassured. These reactions can 
usually be controlled by administration of antiparkinsonian 
drugs such as benztropine mesylate or intravenous Caffeine 
and Sodium Benzoate Injection U.S.P., and by subsequent re- 
duction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents, persistent and sometimes irreversible tardive dyskine- 
sia may appear in some patients on long-term therapy or may 
occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females, on high dosages. The syn- 
drome is characterized by rhythmical involuntary movements 
of tongue, face, mouth, or jaw (e.g., protrusion of tongue, puff- 
ing of cheeks, puckering of mouth, chewing movements) and 
may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usu- 
ally the symptoms are not alleviated by antiparkinsonism 
agents. If the symptoms appear, discontinuation of all antipsy- 
chotic agents is suggested. The syndrome may be masked if 
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treatment is reinstituted, or drug dosage increased, or a differ- 
ent antipsychotic agent used. Reports are that fine vermicular 
movements of the tongue may be an early sign of the syndrome 
which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause rest- 
lessness, excitement, or bizarre dreams and reactivation or ag- 
gravation of psychotic processes may be encountered. If drow- 
siness or lethargy occur, the dosage may have to be reduced. 
Dosages, far in excess of the recommended amounts, may in- 
duce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations 
in blood pressure have been reported. Although hypotension is 
rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve de- 
ficiency such as mitral insufficiency appear to be particularly 
prone to this reaction and should be observed carefully. Sup- 
portive measures including intravenous vasopressor drugs 
should be instituted immediately should severe hypotension 
occur; Levarterenol Bitartrate Injection U.S.P. is the most suit- 
able drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea, loss 
of appetite, salivation, polyuria, perspiration, dry mouth, head- 
ache and constipation may occur. Reducing or temporarily dis- 
continuing the dosage will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal impaction, paralytic 
ileus, tachycardia, or nasal congestion have occurred in some 
patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, 
abnormal lactation, gynecomastia, menstrual irregularities, false 
results on pregnancy tests, impotency in men and increased 
libido in women have occurred in some patients on phenothia- 
zine therapy. 

Allergic Reactions—itching, erythema, urticaria, seborrhea, 
photosensitivity, eczema and exfoliative dermatitis have been 
reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agran- 
ulocytosis, thrombocytopenic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been observed with phe- 
nothiazines. If soreness of the mouth, gums or throat or any 
symptoms of upper respiratory infection occur and confirmatory 
leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, 
particularly during the first months of therapy, may occur; treat- 
ment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no clinical 
evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized 
patients on phenothiazines. Previous brain damage or seizures 
may be predisposing factors. High doses should be avoided in 
known seizure patients. Shortly before death, several patients 
showed flare-ups of psychotic behavior patterns. Autopsy find- 
ings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial 
lesions. Although not a general feature of fluphenazine, poten- 
tiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension 
severe enough to cause fatal cardiac arrest, altered electrocar- 
diographic and electroencephalographic tracings, altered cere- 
brospinal fluid proteins, cerebral edema, asthma, laryngeal 
edema, and angioneurotic edema; with long-term use, skin pig- 
mentation and lenticular and corneal opacities have occurred 
with phenothiazines. Local tissue reactions occur only rarely 
with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 cc. Unimatic? single dose preassembled 
syringes and cartridge-needie units, and 5 cc. vials. 


S UIBB* The Priceless Ingredient of every product 
is the honor and integrity of its maker.'™ 


© 1974 E.R. Squibb & Sons, Inc. H424-019 








Evaluative 
Methods in 
Psychiatric 
Education 


A New Publication of the 
American Psychiatric Association 


Editors: Hyman L. Muslin, M.D. 
Robert J. Thurnblad, M.D. 
Bryce Templeton, M.D. 
Christine H. McGuire, M.A. 


".. (The authors offer us a panoply of differing and different approaches to 
evaluation... This volume will be of distinct value to all institutions. . .." 
—from the forword by 
APA President Alfred Freedman 


220 pages, hardcover. Single copy $10.00 


Please send me noom copy(ies) of order #182, Evaluative Methods in Psychi- 
atric Education, @$10.00 per copy 


Bill Me || Check Enclosed 
(Please Print) 
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Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St. N.W. 
Washington, D.C. 20009 1074AJP 

















Confused and irrational? 





Orientation often begins with 


HALDOL 
(haloperidol) 


a first choice for starting therapy 


Helps to correct 
confused thinking 


and behavior 


Several investigators have noted 

the ability of HALDOL (haloperidol) 
to exert a reorganizing influence on 
thought patterns and to improve a 
wide range of mental functioning!” 
Thus patients with conceptual 
disorders and disoriented, 
negativistic behavior may respond 
well’ and their associations become 
more logical and goal-directed. 


References: 1. Hollister, L-E.. et al. 


2:135 (May) 1965. 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation wich HALDOL 
(haloperidol) is rare. In fact, 
HALDOL has been reported to 
actually increase activity in 
patients who are underactive, 
although it reduces activity to a 
normal level in those who are 
hyperactive. HALDOL has been 
found to "normalize" behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community? 


: J. Nerv. Ment. Dis. 135:544 (Dec.} 1962. 2. Ban, TA.. and Lehmann, H.E.: 
19 (Aug) 1967. 3. Tobin, }- M.. et al.: Geriatrics 25: 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


& McNeil Laboratories, Ine., 1974 


Reduces risk of 
serious adverse 
reactions 


HALDOL (haloperidol), 

a butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 

The most frequent side effects of 
HALDOL (haloperidol) — 
extrapyramidal symptoms — are 
usually dose-related and readily 
controlled. 


int. J. Neuropsychiat. 3:Supp! 


1 
119 (June) 1970. 4. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 5. Haward, L.R.C.: Clin. Trials ] 


HALDO 
(haloperidol) 








a first choice for starting therapy 


A Dosage Form for Every Need: 





e 5 tablet strengths for convenience in individualizing dosage 


I —- 
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Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders, 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome. 

Contraindications: HALDOL (haloperidol) is contraindicated in pa- 
tients who are severely depressed. comatose, have CNS depression 
due to alcohol or other centrally-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperido!) 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperido! along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a causa! relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption, reduced fertility. delayed detivery, dose-related pup mor- 
tality (presumably due to lack of maternal care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 

General: Cases of bronchopneumonia. some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly. the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol). decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 
mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be warned accordingly. The use of 
alcohol should be avoided due to possible additive effects and 
hypotension. 

Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders, be- 
cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxical further lowering of blood 
pressure may occur. (2) — receiving anticonvulsant medication. be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3) — with 
known allergies. or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants. since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously. 
extrapyramidal symptoms may occur. Intraocular pressure may 
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mg.. t mg.. 2 mg.. 5 mg. and 10 mg. 


An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc 


A rapid-acting Injection for psychiatric emergencies: 5 mg. per cc., with 0.5 mg. methylparaben and 
0.05 mg. propylparaben per cc.. and lactic acid for pH adjustment to 3.40.2. 


increase when anticholinergic drugs, including anti-Parkinson 
agents, are administered concomitantly with HALDOL When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions — 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently. often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy, espe- 
Cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage. or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression. leth- 
argy, headache. confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement. 
mastalgia, menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia. constipation. diarrhea, hypersalivation, dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 6/74 


McNeil Laboratories, Inc. 
McNEIL Fort Washington: Pa. 19034 
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THE NATION’S PSYCHIATRISTS— 
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1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 


and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


l. 


Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 


The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


. Geographic Distribution of Psychiatrists presents state totals for the identified 


manpower pool, along with ratios per 100,000 population. 


The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


38 pages single copy $3.25 


Please send me ————— . copy(ies) of order #233, The Nation's Psychiatrists—1970 Survey, 
@ $3.25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 


Bill Me O Check Enclosed 


(Please Print) 


Send Coupon to: American Psychiatric Association 


Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 1074AJP 
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Exploring the Nondrug Parameters of Tranquilizer Effectiveness No. 1 


How individual patient variables influenc 
















It is now well established 


affect response to antianxiety 
medication. Thus, even with 
agents of proven efficacy, such 
as Librium (chlordiazepoxide 
HCI), different patients may 
exhibit varying degrees of 
symptomatic relief from 
excessive anxiety and tension. 


that certain nondrug factors can 












1, Rickels K, Lipman RS, Park LC, Covi L, 
Uhlenhuth EH, Mock JE: 
Psychopharmacologia 20:128-152, 1971 

2. Hollister LE: Ann Intern Med 79:88-98, 
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3. Greenblatt DJ, Shader RI: Ibid., 77: 
91-100, July 1972 

4. Rickels K, Downing RW, Howard K: 
Clin Pharmacol Ther 12:263-273, Mar-Apr 
1971 
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Socioeconomic status 


Apart from the effect of the 
physician’s personality and 
prescribing attitudes on patient 
response, there are certain 
significant patient variables, 
e.g., personality type, severity 
and duration of anxiety, 
socioeconomic status, attitude 
toward medication and insight 
into the nature of the condition 
under treatment? * Thus, some 
clinical experience suggests that 
physically active extroverts, for 
whom abatement of anxiety 
may decrease the will to achieve 
or take action, may respond 


negatively — resulting in 
exacerbation of anxiety? On the 
other hand, more passively 
anxious individuals with 
intellectual and esthetic 
inclinations have been shown t 
benefit from antianxiety 
medications. 

When medication is 
indicated in the latter group, 
many psychiatrists place a high 
value on the benzodiazepines — 
of which Librium (chlordiaz- 
epoxide HC!) was the first in 
clinical use — for their antianxiet 
effectiveness, broad usefulness 
and wide margin of safety?" 
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he effectiveness of antianxiety therapy 


Jemonstrated predictors of 
avorable response to Librium 
chlordiazepoxide HCl) 


In a double-blind, controlled 
study’ of psychoneurotic 
yatients with moderately severe 
inxiety, 111 patients were 
reated with Librium in a daily 
losage of 30 to 40 mg, and 201 
yatients received a placebo. 
Outcome criteria included a 
xlobal improvement measure 
ifter 2 and 4 weeks and the 
4-week change score of a 10-item 
physician questionnaire. 





Statistical analysis revealed and drug therapy responded 


that the greatest drug-placebo 
difference in relieving anxiety 
occurred among patients who 
were more severely ill, those in 
a higher socioeconomic class 
and those whose illness had 
persisted for at least six months. 
The more educated patient 
with high verbal ability, greater 
insight and 
an accepting 


significantly better to Librium 
than to the placebo. On the 
other hand, patients of lower 
socioeconomic status, with less 
insight and greater readiness to 
accept medication alone as 
sufficient therapy, tend to show 
a moderately favorable response 
to both drug and placebo. 


For proven effectiveness against 


attitude toward excessive, obstructive anxiety 


combined 
psychotherapy 






Personality 


adjunctive 


@ Librium 
(chlordiazepoxide HC]) 


10 mg, 25 mg capsules 


Please see following page 
for summary of product information. 


type 


A63 





Effective adjunct in psychotherapy 
Libriunr (chlordiazepoxide HCI) 


10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 





While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, a summary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 








Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 


Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possible combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness [e.g., operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions}, following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 


Wide margin of safety 























Minimal likeli- 
hood of impairing 
mental acuity and 


performance 































recommended, if combination therapy 
with other psychotropics seems indicated, 
carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation 
and acute rage] have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression; 
suicidal tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically, 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 





Dependable antianxiety action 





symptoms, increased and decreased libido 
— all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity] may 
appear during and after treatment; blood 
dyscrasias {including agranulocytosis}, 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 
Usual Daily Dosage: Individualize for 
maximum beneficial effects. Oral — 
Adults: Mild and moderate anxiety and 
tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.] 


Supplied: Librium* (chlordiazepoxide 
HCl) Capsules, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories 
ROCHE Division of Hoffmann-La Roche Inc. 
Nutley. New Jersey 07110 
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You know what to expect: 


VERSATILITY 


For effective management of psychotic symptoms 
e thoroughly documented/widely researched 
e 18 dosage forms and strengths 


Before preseribing. see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 





1 
Indications | 
Based on a review of this drug by the National 
Academy of Sciences National Research 
Council and/or other information, FDA has 
assified the indications as follows: 
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Sffective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
imanie phase. 








Probably effective: For the control of 
moderate to severe agitation. hyperactivity or 
agpressiveness in disturbed children. 

Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses, 

Final classification of the less-than-effective 
indications requires further investigation. 





- 





Contraindications: Comatose states. presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 

Warnings: Avoid using in patients hvpersensitive 
ieg., blood dyscrasia. jaundice) to any pheno- 
thiazine, Caution patients about activities requir- 
ing alertness (e.g, operating vehicles or 
machinery! especially during the first few days 
therapy. Avoid concomitant use with alcohol. 








©1967, 1968. 1969 SmithiKline Corporation 


May counteract antihypertensive effect of 
guanethidine and relisted compounds. 

Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged 
extrapyramidal signs in newborn whose mothers 
had received chlorpromazine. 

Precautions: Use cautiously in persons with 
cardiovascular. liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of 
vomitus is possible. May prolong or intensify the 
action of C.N.S. depressants. organophosphorus 
insecticides, heat, atropine and related drugs. 
iReduce dosage of concomitant C.N.S. depres: 
sams.) Anticonvulsant action of barbiturates is 
not intensified. Antiemetie effect may mask signs 
of toxic drug overdosage or physical disorders. 
Discontinue high-dose. long-term therapy 
gradually. 

Patients on long-term therapy. especially high 
doses. should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness. cholestatic 
jaundice, agranulocytosis, eosinophilia, leuko- 
penia, hemolytic anemia, thrombocytopenic 
purpura and pancytopenia: postural hypoten- 
sion. tachycardia, fainting. dizziness and. 
occasionally. a shock-hke condition: reversal of 
epinephrine effects: EKG changes have been 
reported, but relationship to myocardial damage 
is not confirmed; neuromuscular fextrapyramidal} 








reactions: pseudo-parkinsonism. motor restless- 
ness. dystonias, persistent tardive dyskinesia. 


hyperreflexia in the newborn: psychotic symp- 
toms, catatonic-Hike states. cerebral edema: con 
vulsive seizures: abnormality of the cerebrospinal 
fluid proteins; urticarial reactions and photo- 
sensitivity, exfoliative dermatitis. contact 
dermatitis: lactation and breast engorgement (in 
females on large doses}. false positive pregnancy 
tests, amenorrhea, gynecomastia: hyperglycemia, 
hypoglycemia. glycosuria; dry mouth. nasal 
congestion. constipation, adynamtie jeus. 
urinary retention, miosis, mydriasis; after pro- 
longed substantial doses. skin pigmentation, 
epithelial keratopathy, lenticular and corneal 
deposits and pigmentary retinopathy, visual 
impairment; mild fever (after large LM, dosawe): 
hyperpyrexia; increased appetite and weight: a 
systemic lupus erythematosus-like syndrome: 
peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines fapparently due to cardiac arrest or 
asphyxia due to failure of cough reflex: has been 
reported. but no causal relationship has been 
established. 


























Supplied: Tablets. 10 mg., 25 mg.. 50 mg.. 100 mg. 
and 200 mg., in bottles of 100 and Single Unit 
Packages of 100. Spansule® capsules, 30 mg. 75 
mg.. 150 mg.. 200 mg. and 300 mg.. in bottles of 
50 and Single Unit Packages of 100, Injection. 

25 mg./ml.: Syrup. 10 mg./5 ml.: Suppositories, 
25 mg. and 100 mg.: Concentrate, 30 mp./ml. and 
100 mg./ ml. 





Smith Kline & French Laboratories 
Division of SmithKline Corporation. Philadelphia 


THORAZINE 


TE CHLORPROMAZ 


Tablets: 
50 mg. of the HCI 


Thats no surprise. 


Appointment Books 
Desk and 
Pocket-sized 


The "week-at-a-glance" Desk Appointment 
Book and the Pocket-sized version, published 
by the American Psychiatric Association, pro- 
vide a quick and organized reference to your 
weekly engagements. As an added feature, it 
contains a comprehensive list of organizations 
and agencies of interest to psychiatrists and 
mental health professionals—in most cases di- 
rector's name, address, phone number and date 
of forthcoming annual meeting are included. 
Also, there's a section to keep important phone 
numbers. 


The Pocket-sized Appointment Book is 4" X 
7 1/2', which is small enough to tuck inside your 
jacket, purse, suitcase or briefcase. 


Desk: $5.00 ea. 
Pocket: $3.00 ea. 
Both: $7.00 


Order 10 or more books for your colleagues or 
as gifts for your friends and take advantage of 
the 10% discount. Desk: $4.50 ea., Pocket-size: 
$2.70 ea. (15% discount for 100 or more copies) 


Please send me 
——.LDCOpy(ies) Desk Appointment Book, (2$5.00 ea. order 
#141. 


copy(ies) Pocket Appointment Book, @$3.00 ea. or- 
der #141-1. 


—..Set(s) Desk & Pocket Appointment Book, @$7.00 a 
set, order #141-2. 
(10% discount for 10-99 copies; 15% discount for 100 or 
more copies.) 


O Bill Me O Check Enclosed 
(Please Print) 

Name 
Address 
City 
State Zip 














Send Coupon to: Publications Sales 
American Psychiatric Association 
1700 Eighteenth St. N.W. 
Washington, D.C. 20009 
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 BKIMETOI hydrochloride 
` bileriden hydrochloride) - 


Tablets 


. Contraindications: The only 


known contraindication is sensi- 
tivity to Akineton hydrochloride. 
Warnings: Isolated instances of 
mental confusion, euphoria, agita- 
tion and disturbed behavior have 
been reported in susceptible 


_ patients. 


Precautions: Caution should be 
observed in patients with manifest 
glaucoma, though no prohibitive 
rise in intraocular pressure has 
been noted following either oral 
or parenteral administration. Pa- 


“tients with prostatism or cardiac 


arrhythmia should be given this 
drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse ree 


actions encountered are primarily. 
dry mouth and blurred vision. 
These side effects are usually 
slight and can be S ven: NA 
judicious reduction of dosagail If. 
gastric irritation occurs, it ean. be 
avoided by administering during 
or after meals. 


* Dosage and Administration: 


Doses required to achieve the 
therapeutic goal are .variable and 
must be individually and grad- 
ually adjusted. 
Patkinson’s disease: 1 tablet, 
2 mg. three or four times daily. 
Drug-induced extrapyramidal dis- 
orders:'1 tablet, 2 mg. one to three 
times daily. 
How Supplied: 
Akineton hydrochloride tablets, 
2 mg. each, bisected — bottles 
of 100 and 1000. ] 
Akineton lactate ampules, 1,ml. 
-each containing:5 mg./1 n 
an aqueous 1.4 percen - 
dium lactate solution Eildo 
anced preservative. Box®% of 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 
' 9 Toronto, Canada 





When drug-induced extra- 
pyramidal symptoms begin, 
start Akineton® Tablets. 
Akineton can provide early 
control of extrapyramidal 
reactions, often without 
reduction in dosage or 
discontinuance of the 
psychotropic agent. 

The efficacy of Akineton, 
usually at low daily dosages, 
has been demonstrated in 
more than a decade of clinical 
experience. With Akineton, 
anticholinergic side effects are 
minimal, 








Tre TRIAVIL Potential 
in the management of 
moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 

TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


MSD 


MERCK For a brief summary of prescribing 
DOHME information, please turn to the following page. 





when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
| RIAVI ee perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 


when patients exhibit moderate to marked anxiety or agitation with depression 


‘Triavil 4-25 


Each tablet contains 
4 mg. perphenazine and 
25 mg. amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tabiet contains 
2 mg. perphenazine and 10 mg. amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 








CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously. with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCl, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue. 

if hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: in manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid sympromatoiogy may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HCI is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI. 

Amitriptyline HCI may enhance the response to alcoho! and the ef- 
fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HC! and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 


Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia. dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been disccntinued. The risk appears to be greater in el- 
derly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskiresia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal! fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes; catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vcmiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis): grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension, hy- 
pertension; tachycardia; palpitation; myocardial infarction, 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation; delusions, 
hallucinations; excitement; anxiety; restlessness: insomnia: night- 
mares; numbness, tingling, and paresthesias of the extremities, 
peripheral neuropathy; incoordination; ataxia: tremors; seizures, alter- 
ation in EEG patterns; extrapyramidal symptoms; tinnitus. An- 
ticholinergic: Dry mouth; blurred vision: disturbance of 
accommodation; const pation; paralytic ileus: urinary retention; dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization; 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia; purpura; throm- 
bocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting, 
anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female; increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz- 
ziness, weakness: fatigue; headache; weight gain or loss; increased 
perspiration; urinary frequency; mydriasis; drowsiness, jaundice; alo- 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

OVERDOSAGE: Treatment is symptomatic and supportive. However, 
the intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be con- 
sidered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC. 
West Point, Pa. 19486. 
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A Handbook for the Study 
of Suicide 


Edited by SEYMOUR PERLIN, Joseph & Rose 
Kennedy Institute, Georgetown University. From an 
historical, literary, and philosophical background 
this text moves through the social sciences to a 
balanced psychiatric consideration of suicide. Its 
purpose is to present the contribution that each rele- 
vant discipline makes to the understanding of 
Suicidal behavior. A weaith of interesting information 
is presented by such authors as George Rosen 
(history), A. Alvarez (literature), Solomon Snyder 
(neurobiology), and Peter Sainsbury (community 
psychiatry). 
January 1975 
cloth, prob. $9.95 


275 pp. 9 illus. 
paper, prob. $5.95 


Deviant Sexual Behaviour 
Modification and Assessment 


JOHN BANCROFT, University of Oxford. Focusing 
on the behavioral approach to the treatment or 
modification of sexual deviance, this timely book 
begins with a survey of some of the ethical and 
sociological problems involved and traces the 
historical development of behavioral therapy. 
Professor Bancroft describes modern behavioral 
techniques and their theoretical basis, evaluates 
their effects, and discusses the relationship of 
theoretical models to treatment research. 

1974 266 pp. 35 figs; 20 tables $18.95 


A Handbook on Drug and Alcohol 
Abuse 
The Biomedical Aspects 


FREDERICK G. HOFMANN, Columbia University 
College of Physicians & Surgeons, in collaboration 
with ADELE D. HOFMANN, New York University 
School of Medicine. Detailed, well-organized, and 
authoritative, this text amply meets the need for a 
comprehensive source of pharmacologic and 
medical information on the common patterns of drug 
abuse in America today. The authors, a basic scien- 
tist and a clinician specializing in the medical 
problems of adolescence, review a wide range of 
clinical studies, comment on prevailing "street" 
conditions, and deflate many myths about drug 
abuse. 
January 1975 320 pp. 6 illus. 

prob. $9.95 


Abnormalities in Parents of 
Schizophrenics 


S. R. HIRSCH, Westminister Medical School, 
University of London, and J. P. LEFF, Institute of 
Psychiatry. Research on the role of parents in the 
etiology of schizophrenia has been proceeding 
within a number of different disciplines that use a 
variety of approaches — questionnaire studies, 
small group interaction studies, psychological tests 
for abnormal thought processes, etc. This volume 
reviews these approaches. 


Fall 1974 220 pp. 11 illus. $13.50 





Psychiatric Diagnosis 


ROBERT A. WOODRUFF, DONALD GOODWIN, and 
SAMUEL B. GUZE, ali of the Washington University 
School of Medicine. Relying upon follow-up studies 
in defining diagnostic criteria for psychiatric dis- 
orders, this text focuses on the natural history of 
mentat disorders but does not omit discussion of the 
principles of treatment. "An excellent, current, prac- 
tical manual for a basic course in psychiatry for 
medical students, residents, and other mental health 
professionals." — D. G. Zappella, San Diego County 
Mental Health Services 


1974 240 pp. cloth $7.95 paper $4.95 


Behavioral Neurology 


JONATHAN PINCUS, Yale University School of 

Medicine, and GARY TUCKER, Dartmouth Medical 
School. "This small volume contains an excellent ap- 
proach to organic aspects of behavioral disorders. It 
provides a behavioral approach to psychiatric dis- 
orders." — Thomas W. Farmer, University of North 
Carolina School of Medicine. "An interesting, well 
documented smali text in an area of increasing im- 
portance for the best understanding of total brain 


function." — Augustus S. Rose, University of Califor- 
nia, Los Angeles 
1974 220 pp. illus. cloth $7.95 


paper $4.95 


Famine and Human Development 
The Dutch Hunger Winter of 1944-1945 


ZENA STEIN, MERVYN SUSSER, GERHART 
SAENGER, and FRANCIS MAROLLA, all of the 
School of Public Health and Administrative 
Medicine, Columbia University. Using the 
remarkably complete records kept during the Dutch 
"hunger winter" of 1944-45, the authors studied the 
effects of undernutrition at different stages of gesta- 
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comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Contusional states (especially in 
the elderly) with hallucinations, disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 
delayed-micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
end tongue); drug fever; cross-sensitivity with 
cesipramine. 

Hematologic: Bone marrow depression includ: 
ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
teste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
eniargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are aiso recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 

50 mg.; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 
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TEXTBOOK OF ADOLESCENT PSYCHOPATHOLOGY 
AND TREATMENT by Adrian D. Copeland, Thomas 
Jefferson Univ., Philadelphia. Today, more young people 
are becoming institutionalized for psychological disorders 
than ever before, making the emotional problems of 
adolescence a very urgent subject. These pressures of youth 
stem from several sources. Contemporary society has placed 
many educational demands upon its young people. Along 
with these increasing demands and uncertain rewards, 
youth must also face the serious stress of inadequate 
emotional and psychological support. Security of hallowed 
traditions and values has given way to transition and 
uncertainty. Written as a textbook for practitioners and 
students from all fields treating emotionally disturbe 
youth, this book has already served as the basis for course: 
relevant to medical students, psychologists, social workers, 
psychiatric nurses and educators. Some of its noteworthy 
aspects are that it is one of, if not the first, textbook in the 
field; it is truly multidisciplinary in its design and geared for 
clinicians and students in a variety of allied disciplines; it 
presents a nosology of adolescent psychopathology which is 
both advanced and comprehensive; it cites 194 references; 
it accommodates many contemporary notions about etiol- 
ogy; and it encompasses a broad range of clinical entities, 
ranging from autocastration to promiscuity. In brief, it isa 
clinical handbook for all adolescent practitioners and 
represents the culmination of practical teaching efforts over 
the past several years. 74, 152 pp., 1 table, cloth-$9.75, 
paper-$6.95 


CLINICAL USE OF PSYCHOTHERAPEUTIC DRUGS 
(2nd Ptg.) by Leo E. Hollister, Stanford Univ., Palo Alto, 
California. This book covers the use of antipsychotic drugs 
in schizophrenia and other psychoses; antimanic drugs in 
affective disorders emphasizing both the limitations and 
promise of lithium carbonate; antidepressant drugs and 
their somewhat controversial role in the entire approach to 
managing depressed patients; antianxiety drugs emphasizing 
their prudent use rather than their medical overuse; drug 
use in treating emotional disorders of children; and drugs 
used for treating various organic brain syndromes, mental 
deficiency, alcoholism and drug abuse. Each class of drugs 
is considered in relation to the chemical and pharm- 
acological differences among its members. Their pharm- 
acological properties and pharmacokinetics are related to 
clinical use, specific clinical indications, general principles 
of use, use in combination with other drugs and side effects 
and toxicology. “Hollister has written a first-class textbook 
for the student, resident, and practicing psychiatrist. He 
writes clearly, concisely and pithily and is not afraid to 
express controversial opinions forcefully—and to differ- 
entiate carefully between facts and opinions. He has pulled 
together the known facts on psychoactive drugs, their 
pharmacology, metabolism, efficacy, and side effects, al- 
ways keeping a useful eye on knowledge that is of practical 
importance to the clinician. The summary tables are 
particularly well done."—American Journal of Psychiatry 
774, 192 pp., 11 il., 13 tables, $6.95 


Tt men (Orders with remittance sent, on approval, postpaid 


301-327 


EAST LAWRENCE AVENUE e SPRINGFIELD e 


A NEUROPHYSIOLOGICAL MODEL OF EMOTIONAL 
AND INTENTIONAL BEHAVIOR by John L. Weil, Har- 


‘yard Medical School, Boston, Massachusetts. This text 


presents a model of behavior based upon current neuro- 
physiological as well as psychological findings. The signifi- 
cance of such a model stems from the growing realization 
that no theory of motivation can continue to develop 
effectively unless its tenets eventually take into account 
known neurophysiological facts. This neurophysiological 
model has been constructed in answer to a current need for 
establishing lines of communication between the fields of 
neurophysiology, experimental psychology and clinical 
psychiatry in an effort to gain a better understanding of 
emotion and intention. Attention is also drawn to the need 
of joining psychological theory to the basis of current 
neurophysiological knowledge. A source of stimulation for 
both experimental research and clinical investigation is 
provided. The color illustrations, diagrams, flow charts and 
tables will be valuable as concrete aids for students of 
medicine and physiological psychology interested in the 
functions of the limbic system, as well as for the reader 
who is following the construction of the model's neuro- 
logical and psychological formulations pertaining to emo- 
tion, cognition and intention. Doctor Weil's use of an 
operational approach to synthesize material obtained from 
numerous fields with often divergent findings provides a 
rich source of stimulation for future experimental research 
and clinical investigation. '74, 204 pp. (7 x 10), 50 il. (24 in 
full color), 28 tables, $15.75 


DEMENTIA IN THE PRESENIUM by Andrew Edmund 
Slaby and Richard Jed Wyatt, Laboratory of Clinical 
Psychopharmacology, National Institutes of Mental Health, 
Washington, D.C. This text is written in a style which can 
be comprehended by experienced clinicians, students and 
other medical practitioners who are interested in the 
differential diagnosis.and treatment of patients with the 
cognitive and behavioral changes consistent with a diagnosis 
of dementia or chronic organic brain syndrome prior to the 
age of sixty-five and above the age of twenty. Included are 
a synoptic historical review of the evolution of the concept 
of dementia and a development of an operational defini- 
tion; a discussion of nosology, with a presentation of four 
commonly used classifications of diseases which may occur 
with dementia presenting a critical analysis of both their 
strengths and weaknesses; a presentation of the method of 
evaluation of a patient with dementia; a review of the world | 
literature on five of the classically defined presenile 
dementias; a synoptic review of other causes of dementia in 
the presenium; and a review of some general principles of 
treatment for patients with dementia as well as an outline 
of specific therapeutic interventions which may be made in 
this age range. Readers are provided with charts outlining 
the macroscopic and microscopic pathological findings, 
incidence, age of onset, sex ratio, clinical picture, familial 
pattern, significant laboratory findings, course and cause of 
demise of the major diseases associated with dementia in 
the presenium. '74, 244 pp., 16 tables, $12.75 
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A new publication from 
THE JOINT INFORMATION SERVICE 


of the American Psychiatric Association 
and the National Association for Mental Health 


MENTAL HEALTH 
ON THE CAMPUS 


By Raymond M. Glasscote Floyd D. Turner 
Michael E. Fishman Bernard L. Bloom 
Clifford B. Reifler Samuel Pearlman 
James Raybin E. Robert Sinnett 


. A most significant, objective explication of campus mental health. | endorse it wholeheartedly.” 
—Dana Farnsworth 


In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various aoproaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in detailed individual descriptions of the schools 
with their impressive range of supporting services. 


216 pp. casebound $7.00 
Please send me __________ copy(ies) of Mental Health on the Campus, Order #202, 
@ $7.00 ea. (four or more copies, $6.00 ea., eight or more copies, $5.00 ea.) 
O Bill Me O Check Enclosed 
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It always happens so fast. 
And, this time, you're 
right. It did happen to "the 

other guy." 

You know: The guy who 
wouldn't hurt a fly, turn 
down a friendly drink—or 
take a cab home instead of 
driving. A nice guy who'd 
now and then smoke in bed, 
maybe swim out a little too 
far, sometimes hurry a 
little down the stairs. 

We know you knew him. 
And that you'll miss him. 

We just don’t want you to 
join him. 

"Oops" is a pitiful 
epitaph. 


Safety 
Counc 


If you don’t like 
thinking about safety, 
think where you'd be 
without it. 





A reminder from the National 
Safety Council. A non-profit, 
non-governmental public 
service organization. Our only 
goal is a safer America. 





i 
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YOU'RE 
WHISTLING 


HEART AT TACK 
AND STROKE 

HIT ONLY THE 
OTHER FELLOWS 
FAMILY. 


Help your 
Heart... 

Help your 3. 
Heart Fund T 


Conmibuted hy the Publisher 


All 


Mental Illness 
in 
Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 


"The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 


isi ALEXANDER SIMON, M.D. 
: Professor and Chairman 
Department of Psychiatry, 
University of California, School 
of Medicine, San Francisco 


308 pages $7.00 for paperback/$9.00 for case-bound 
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Paperback @ $7.00 ea. (order # 188) 
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OF PSYCHIATRY. 
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A Child's 
Parent Dies 


Studies in Childhood Bereavement 


Erna Furman 
Introduction by Anna Freud 


This study of twenty-three children who 
suffered the death of a parent during child- 
hood seeks to understand the psychological 
impact of bereavement on the young and 
offers concrete suggestions for helping chil- 
dren cope with their loss. The richness of the 
clinical data provided is matched by the 
breadth of the author’s theoretical con- 
siderations. $15.00 


The 
Psychoanalytic 
Study of the Child 


Volume Twenty-nine 


Ruth S. Eissler, Anna Freud, Marianne Kris, 
and Albert J. Solnit, editors 


“The Psychoanalytic Study of the Child series 
has over the years established itself as a scien- 
tific forum not only for advances in the under- 
standing and applications of psychoanalytic 
theory for its practitioners, but also for those 
readers in the increasingly broad areas of 
human concern that are affected by its 
insights.”—A merican Journal of Psychiatry 
$15.00 


The 


Psychoanalytic . 
Study of the Child, 
Volumes 1-25: 


Abstracts and Index 


The completeness and excellence of the 
abstracts make this volume a valuable guide 
and reference book for all students and 
scholars. For those who own the first twenty- 
five volumes of the Study, the index will 
facilitate quick location of important topics 
and bring ease in tracing the development of 
psychoanalytic concepts. $15.00 


Also available 

The Journal of the American Academy of 
Child Psychiatry 

Eveoleen N. Rexford, M.D., editor 
One-year subscription (4 issues) $17.50 


Yale University Press 
New Haven and London 
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How individual patient variables influenc 


Itis now well established 
that certain nondrug factors can 
affect response to antianxiety 
medication. Thus, even with 
agents of proven efficacy, such 
as Librium (chlordiazepoxide 
HCI), different patients may 
exhibit varying degrees of 
symptomatic relief from 
excessive anxiety and tension. 





1. Rickels K, Lipman RS, Park LC, Covi L, 
Uhlenhuth EH, Mock JE: 
Psychopharmacologia 20:128-152, 1971 

2. Hollister LE: Ann Intern Med 79:88-98, 
July 1973 

3. Greenblatt DJ, Shader RI: Ibid., 77: 
91-100, July 1972 

4. Rickels K, Downing RW, Howard K: 
Clin Pharmacol Ther 12:263-273, Mar-Apr 
1971 


Socioeconomic status 
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Apart from the effect of the 
physician’s personality and 
prescribing attitudes on patient 
response, there are certain 
significant patient variables, 

e.g., personality type, severity 
and duration of anxiety, 
socioeconomic status, attitude 
toward medication and insight 
into the nature of the condition 
under treatment?* Thus, some 
clinical experience suggests that 
physically active extroverts, for 
whom abatement of anxiety 
may decrease the will to achieve 
or take action, may respond 


negatively — resulting in 
exacerbation of anxiety? On th 
other hand, more passively 
anxious individuals with 
intellectual and esthetic 
inclinations have been shown 
benefit from antianxiety 
medications. 

When medication is 
indicated in the latter group, 
many psychiatrists place a higl 
value on the benzodiazepines - 
of which Librium (chlordiaz- 
epoxide HCl) was the first in 
clinical use — for their antianxi 
effectiveness, broad usefulness 
and wide margin of safety? 





he effectiveness of antianxiety therapy 


Demonstrated predictors of 


Statistical analysis revealed and drug therapy responded 


favorable response to Librium that the greatest drug-placebo 


(chlordiazepoxide HC!) 


In a double-blind, controlled 
study’ of psychoneurotic 
patients with moderately severe 
anxiety, 111 patients were 
treated with Librium in a daily 
dosage of 30 to 40 mg, and 201 
patients received a placebo. 
Outcome criteria included a 
global improvement measure 
after 2 and 4 weeks and the 
4-week change score of a 10-item 
physician questionnaire. 


m PERT 


difference in relieving anxiety 
occurred among patients who 
were more severely ill, those in 
a higher socioeconomic class 
and those whose illness had 
persisted for at least six months. 
The more educated patient 
with high verbal ability, greater 
insight and 
an accepting 
attitude toward 
combined 
psychotherapy 


significantly better to Librium 
than to the placebo. On the 
other hand, patients of lower 
socioeconomic status, with less 
insight and greater readiness to 
accept medication alone as 
sufficient therapy, tend to show 
a moderately favorable response 
to both drug and placebo. 


For proven effectiveness against 
excessive, obstructive anxiety | 


adjunctive 


&» Librium 


(chlordiazepoxide HC) 





Personality 





10 mg, 25 mg capsules 


Please see following page 
for summary of product information. 
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Effective adjunct in psychotherapy 
Libriunr (chlordiazepoxide HCI) 





10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 


While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, a summary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 


Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 


Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possible combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness (e.g., operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions), following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 
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Wide margin of safety 





performance 





recommended, if combination therapy 


with other psychotropics seems indicated, 


carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation 
and acute rage) have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression, 
suicidal tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 





Minimal likeli- 
hood of impairing 
mental acuity and 





Dependable antianxiety action 


symptoms, increased and decreased libido 
—all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 
Usual Daily Dosage: Individualize for 
maximum beneficial effects. Oral — 
Adults: Mild and moderate anxiety and 
tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) 

Supplied: Librium” (chlordiazepoxide 
HCl) Capsules, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley. New Jersey 07110 


Evaluative 
Methods in 
Psychiatric 
Education 


A New Publication of the 
American Psychiatric Association 


Editors: Hyman L. Muslin, M.D. 
Robert J. Thurnblad, M.D. 
Bryce Templeton, M.D. 
Christine H. McGuire, M.A. 


". , ,The authors offer us a panoply of differing and different approaches to 
evaluation... This volume will be of distinct value to all institutions. . .." 
—from the forword by 
APA President Alfred Freedman 


220 pages, hardcover. Single copy $10.00 


Please send me copy(ies) of order #182, Evaluative Methods in Psychi- 
atric Education, (2 $10.00 per copy 
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Publication Sales 
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Appointment Books 
Desk and 
Pocket-sized 

























The “week-at-a-glance” Desk Appointment 
Book and the Pocket-sized version, published 
by the American Psychiatric Association, pro- 
vide a quick and organized reference to your 
weekly engagements. As an added feature, it 
contains a comprehensive list of organizations 
and agencies of interest to psychiatrists and 
mental health professionals—in most cases di- 
rector’s name, address, phone number and date 
of forthcoming annual meeting are included. 
Also, there’s a section to keep important phone 
numbers. 





The Pocket-sized Appointment Book is 4’ x 
7 1/2", which is small enough to tuck inside your 
jacket, purse, suitcase or briefcase. 


Desk: $5.00 ea. 
Pocket: $3.00 ea. 
Both: $7.00 


Order 10 or more books for your colleagues or 
as gifts for your friends and take advantage of 
the 10% discount. Desk: $4.50 ea., Pocket-size: 
$2.70 ea. (15% discount for 100 or more copies) 


Please send me 
copy(ies) Desk Appointment Book, @$5.00 ea. order 





.— — —copy(ies) Pocket Appointment Book, @$3.00 ea. or- 
der 4141-1. 
set(s) Desk & Pocket Appointment Book, @$7.00 a 
set, order #141-2. 
(10% discount for 10-99 copies; 15% discount for 100 or 
more copies.) 
L1 Bill Me O Check Enclosed 


(Please Print) 
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Address 
City 
State ] Zip 































Send Coupon to: Publications Sales 
American Psychiatric Association 
1700 Eighteenth St. N.W. 
Washington, D.C. 20009 
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MTS 


(biseriden hydrochloride) - 
Tablets 


Contraindications: The only 
known contraindication is sensi- 
tivity to Akineton hydrochloride. 


` Warnings: Isolated instances of 


mental confusion, euphoria, agita- 
tion and disturbed behavior have 
been reported in susceptible 
patients. 

Precautions: Caution should be 
observed in patients with manifest 
glaucoma, though no prohibitive 
rise in-intraocular pressure has 
been notéd following either oral 
or parenteral administration. Pa- 
tiehts with prostatism or cardiac 
‘arrhythmia should be given this 
drug with caution. Oerastonally. 
drowsiness mày occur. 


Adverse reactions: Adverse re- 
actions encountered are primarily 


dry mouth and blurred vision, 


These side effects are usually 
slight and can be overcome by: 
judicious reduction of dosage. If- 
gastric irritation occurs, it can be 
avoided by.administering during 
or after meals. 

Dosage and Administration: 
Doses required to achieve the 
therapeutic goal are variable and 
must be individually and grad- 
ually adjusted. 

Pafkinson’s disease: 1 tablet, 
2 mg. three or four times daily. 
Drug-induced extrapyramidal dis- 
orders:'1 tablet, 2 mg, one to three 
‘times daily. 

How Supplied: : 

Akineton hydrochloride tablets, 
2 mg. éach, bisected — bottles 
of 100 and 1000. 

Akineton lactate ampules, 1 ml. 
each containing 5 mg./ml. in 
an aqueous 1.4 percent so- 
dium lactate solution. No 
aaned preservative. Boxes of 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 
|9 Toronto, Canada 





Li 


EXTRAPVRAMIDAL 
SYMPTOMS 


When drug-induced extra- 
pyramidal symptoms begin, 
start Akineton® Tablets. 
Akineton can provide early 
control of extrapyramidal 
reactions, often without 
reduction in dosage or 
discontinuance of the 
psychotropic agent. 

The efficacy of Akineton, 
usually at low daily dosages, 
has been demonstrated in 
more than a decade of clinical 
experience. With Akineton, 
anticholinergic side effects are 
minimal. 


| THE 
STABILIZER 
AKINETON 


(biperiden) 





lodayshe —^* 
managed == 
asmile jv | 


(Not long ago, she couldn’t stop sobbing) 





Before he sees that first positive response — mood, usually within the third or fourth week 
however hesitant and tentative—the of treatment. 

physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Psychotherapy, family and community Dosage of VIVACTIL must be individualized, 
support, occupational and social counseling, and patients should be under close medical 
and drug therapy may all have to be enlisted. supervision. For many adult patients with 
The characteristically rapid energizing action clinically significant depression, 10 mg t.i.d. 
of VIVACTIL may help establish early may provide control of symptoms. Others 
therapeutic rapport by lessening the may require as little as 15 mg or as much as 
patient's lethargy —often during the first 60 mg a day. In elderly patients and adoles- 
week of medication. VIVACTIL helps elevate cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 
(Protriptyline HC] | MSD) 


helps establish early 
therapeutic rapport 
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Contraindications: Known hypersensitivity; acute giro phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HC! for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCl should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established; therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated; likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCI or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures; alteration in EEG 
patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; leukopenia; eosinophilia; purpura; 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling; elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken an over- 
dose. Treatment is symptomatic and supportive. In addition, the intravenous administration of 
1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of other tricyclic 
antidepressant poisoning. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., wc., West Point, Pa. 19486. 


5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 
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Home 


Home...with 


Prolixin 
Decanoate 
(Fluphenazine 
Decanoate 
Injection) 


When you control the schizophrenic's medication, he has 
a better chance of staying home. Prolixin Decanoate* 
(Fluphenazine Decanoate Injection) puts drug control in 
your hands with injections at one to three week intervals.* 


Homecoming for a schizophrenic patient may well be the 
beginning of one of the most critical times in his illness. Readapt- 
ing himself to the community, to family and friends, may impose 
a strain unlike anything experienced in the protective environ- 
ment of the hospital. 


Yet, this is a time when too many such patients abandon the 
very drug therapy that brought them to the point of discharge. 
“Approximately 50% of all discharged psychotic patients fail to 
take even the first dose of their outpatient medication?" 
Prolixin Decanoate, a long-acting drug, enables you to monitor 
the patient's medication to a degree not possible with oral 
therapy. 


Moreover, you can be assured of good absorption with Prolixin 
Decanoate ( Fluphenazine Decanoate Injection). Contrast 

this with the findings of Adamson, et al.; who determined that 
39 of 97 patients who were considered non-responders to oral 
chlorpromazine had significantly lower plasma levels of un- 
metabolized chlorpromazine following oral administration of 
the drug, compared with the levels obtained on the day of a 
single i.m. dose of the same drug. 


Should Prolixin Decanoate (Fluphenazine Decanoate Injection) 
replace oral chlorpromazine routinely? Obviously, your own 
experience and judgment will dictate the answer. But it may 
prove very worthwhile to consider the way in which Prolixin 
Decanoate can eliminate two critical variables of therapy: the 
unreliability of many patients with respect to daily dose-taking, 
and the unpredictability of absorption patterns in patients 
taking chlorpromazine and similar compounds by the oral route. 


Home is where they want to be. Help them get there, help 
them stay there with Prolixin Decanoate. 


*The interval between doses ranges from one to three 
weeks or longer, with an average duration of effect of 
about two weeks. 


1. Goldberg. H.L.. et al.: Psychosomatics 11:173, May-June, 1970. 
2. Adamson. L.. et al.: Diseases of the Nervous System. April-May 1973. p. ISL. 


For brief summary, see following page. 


SQUIBB 
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PROLIXIN DECANOATE® 
Fluphenazine Decanoate Injection 


Prolixin Decanoate (Fluphenazine Decanoate injection) pro- 
vides 25 mg. fluphenazine decanoate per cc. in a sesame oil 
vehicle with 1.296 (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or estab- 
lished subcortical brain damage. In patients who have a blood 
dyscrasia, liver damage or renal insufficiency, or who are re- 
ceiving large doses of hypnotics, or who are comatose or se- 
verely depressed. In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to phenothiazine derivatives 
may occur, 
Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving 
a car or operating heavy machinery may be impaired by use of 
this drug. Physicians should be alert to the possibility that se- 
vere adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. 
Safety for use during pregnancy has not been established; 
weigh possible hazards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy in children have 
not been established because of inadequate experience in use 
in children. 


PRECAUTIONS: Caution must be exercised if another pheno- 
thiazine compound caused cholestatic jaundice, dermatoses 
or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or central nervous sys- 
tem depressants may be required, Because of added anti- 
cholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed 
to extreme heat or phosphorus insecticides; in patients with 
ulcer disease history since aggravation of peptic ulcer has oc- 
curred; in patients with history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with 
special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind 
that with prolonged therapy there is the possibility of liver dam- 
age, pigmentary retinopathy, lenticular and corneal deposits, 
and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the 

direction of a physician experienced in the clinical use of psy- 
chotropic drugs. Periodic checking of hepatic and renal func- 
tions and blood picture should be done. Renal function of 
patients on long-term therapy should be monitored; if BUN be- 
comes abnormal, treatment should be discontinued. "Silent 
pneumonias" are possible. 
ADVERSE REACTIONS; Central Nervous System—Extrapyra- 
midal symptoms are most frequently reported. These include 
pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogy- 
ric crises, opisthotonos, and hyperreflexia; most often these are 
reversible, but they may be persistent. One can expect a higher 
incidence of such reactions with fluphenazine decanoate than 
with less potent piperazine derivatives or straight-chain pheno- 
thiazines. The incidence and severity will depend more on indi- 
vidual patient sensitivity, but dosage level and patient age are 
also determinants. As these reactions may be alarming, the pa- 
tient should be forewarned and reassured. These reactions can 
usually be controlled by administration of antiparkinsonian 
drugs such as benztropine mesylate or intravenous Caffeine 
and Sodium Benzoate injection U.S.P., and by subsequent re- 
duction in dosage. : 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents, persistent and sometimes irreversible tardive dyskine- 
sia may appear in some patients on long-term therapy or may 
occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females, on high dosages. The syn- 
drome is characterized by rhythmical involuntary movements 
of tongue, face, mouth, or jaw (e.g., protrusion of tongue, puff- 
ing of cheeks, puckering of mouth, chewing movements) and 
may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usu- 
ally the symptoms are not alleviated by antiparkinsonism 
agents. if the symptoms appear, discontinuation of ail antipsy- 
chotic agents is suggested. The syndrome may be masked if 
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treatment is reinstituted, or drug dosage increased, or a differ- 
ent antipsychotic agent used. Reports are that fine vermicular 
movements of the tongue may be an early sign of the syndrome 
which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause rest- 
lessness, excitement, or bizarre dreams and reactivation or ag- 
gravation of psychoiic processes may be encountered. If drow- 
siness or lethargy occur, the dosage may have to be reduced. 
Dosages, far in excess of the recommended amounts, may in- 
duce a catatonic-like state. . 

Autonomic Nervous System—Hypertension and fluctuations 
in blood pressure have been reported. Although hypotension is 
rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve de- 
ficiency such as mitral insufficiency appear to be particularly 
prone to this reaction and should be observed carefully. Sup- 
portive measures including intravenous vasopressor drugs 
should be instituted immediately should severe hypotension 
occur; Levarterenol Bitartrate Injection U.S.P. is the most suit- 
able drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea, loss 
of appetite, salivation, polyuria, perspiration, dry mouth, head- 
ache and constipation may occur. Reducing or temporarily dis- 
continuing the dosage will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal impaction, paralytic 
ileus, tachycardia, or nasal congestion have occurred in some 
patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, 
abnormal lactation, gynecomastia, menstrual irregularities, false 
results on pregnancy tests, impotency in men and increased 
libido in women have occurred in some patients on phenothia- 
zine therapy. 

Allergic Reactions—\tching, erythema, urticaria, seborrhea, 
photosensitivity, eczema and exfoliative dermatitis have been 
reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agran- 
ulocytosis, thrombocytopenic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been observed with phe- 
nothiazines. If soreness of the mouth, gums or throat or any 
symptoms of upper respiratory infection occur and confirmatory 
leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, 
particularly during the first months of therapy, may occur; treat- 
ment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no clinical 
evidence of liver damage. 

Others—-Sudden deaths have been reported in hospitalized 
patients on phenothiazines. Previous brain damage or seizures 
may be predisposing factors. High doses should be avoided in 
known seizure patients. Shortly before death, several patients 
showed flare-ups of psychotic behavior patterns. Autopsy find- 
ings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial 
lesions. Although not a general feature of fluphenazine, poten- 
tiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension 
severe enough to cause fatal cardiac arrest, altered electrocar- 
diographic and electroencephalographic tracings, altered cere- 
brospinal fluid proteins, cerebral edema, asthma, laryngeal 
edema, and angioneurotic edema; with long-term use, skin pig- 
mentation and lenticular and corneal opacities have occurred 
with phenothiazines. Local tissue reactions occur only rarely 
with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 
HOW SUPPLIED: 1 cc. Unimatic® single dose preassembled 
syringes and cartridge-needle units, and 5 cc. vials. 


S UIBB? The Priceless Ingredient of every product 
is the honor and integrity of its maker,'™ 


© 1974 E.R. Squibb & Sons, Inc. H424-019 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore's Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy. the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 


An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children 

James N. Sussex, M.D. 

President, American Association of 

Psvchiatric Services for Children 


Please send me. copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies. $5.75 each). 

Send coupon to: 
Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., 

Washington, D.C. 20009 Address 


O bill me O remittance enclosed 


Name 











Zip 
1174 AJP 
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(USV) DEPRESSION WORKSHOP 


The trouble with 


The development of 
tranquilizers marked 
a milestone in medical 
research. However, in 
certain emotional ill- 
nesses, tranquilizers — 
major or minor —are 
not advised. More 
specific therapy is 
recommended. 


DEPRESSION: 
HIGH INCIDENCE AND 
PREVALENCE 


You've seen it. But how often is it clearly 
recognized? Depression—a distinct syndrome 
—presents with a variety of physical and psy- 
chological complaints. It is a diagnostic chal- 
lenge just as common, and certainly just as 
inevitable in your daily practice, as diabetes 
and hypertension. And depression is develop- 
ing its own share of ominous statistics: 

€ 15% of adults affected yearly! 

e clinical expression in all age groups? 

€ rising suicide statistics—now claiming 
20,000 to 25,000 lives annually in the U.S.? 


ETIOLOGY OF DEPRESSION 


All patients experiencing a depressive illness 
are bound by a single etiologic thread—a 
sense of loss.* Regardless of the patient's age, 
severity of illness, duration, or symptomatol- 
ogy, the depressive episode seems consis- 
tently related to this precipitating factor. Rec- 
ognizing the patient's feeling of loss is critical 
to understanding his abnormal reaction. And 
the depressed patient may be trying to tell 
you, quite simply, that he needs your help. 


THE TROUBLE WITH 
TRANQUILIZERS 


The clinically depressed patient, whose po- 
tentially lethal disorder can culminate in sui- 
cide, is not a candidate for indiscriminate use 
of major or minor tranquilizers. That's the 
trouble with tranquilizers. They are too non- 
specific for a specific disorder—depression. 
Depression is a distinct clinical entity de- 
manding specific antidepressant therapy. 


THE BIOGENIC 
AMINE THEORY 


“It’s all in your head" is a phrase that per- 
haps reflects more medical truth than sim- 
plistic logic. 


tranquilizers 


The mechanism of action of Pertofrane 
(desipramine hydrochloride) in depression is 
unknown. There are several biochemical 
theories of depression. One based on clinical 
studies and research involving psychotropic 
drugs and neurobiochemistry indicates that 
depression is the final result of a biochemical 
dysfunction in the brain. 


It is hypothesized that in depression there 
exists a deficit of specific CNS neurotrans- 
mitters known as biogenic amines (e.g. norepi- 
nephrine and serotonin). In brief, the tricyclic 
antidepressants are believed to enhance 
neuronal transmission by reducing the deficit 
in catecholamines by blocking their reuptake 
and permitting these neurotransmitters to ac- 
cumulate in the synaptic clefts. Result: Ame- 
lioration of depression. This is the essence of 
the pathophysiology of the “biogenic amine 
theory.’’ 


A SPECIFIC FOR 
DEPRESSION 


To treat depression scientifically, use an 
agent that is specific for depression—Perto- 
frane. Consider the advantages of Pertofrane 
for your depressed patients: 

è asingle-entity drug, specific for depression 
€ depressive symptoms and related psycho- 
somatic complaints usually fade as the de- 
pression lifts 

€ optimal response in most patients with 50 
mg. t.i.d. 

€ adolescent and elderly patients often do 
well on lower dosage 


References: 1. Kline, N.S.: Antidepressant medications, 
J.A.M.A. 227:1158, March 11, 1974. 2. Fawcett, J.: Clini- 
cal assessment of suicidal risk, Postgrad. Med. 55:85, 
March 1974. 3. Soloman, P. and Patch, V.D.: Handbook 
of Psychiatry, ed. 2, Los Altos, Lange Medical Publica- 
tions, 1971, p. 220. 4. Axelrod, J.: Biogenic amines and 
their impact in psychiatry, Seminars in Psychiatry 4:199, 
1972. 





Pertofrane 


(desipramine 
hydrochloride NF) 


Specifically 
for depression 


USV PHARMACEUTICAL CORP. 
Tuckahoe, N. Y. 10707 


PHARMACEUTICALS 





Please see next page for brief summary. 


Pertofrane® (desipramine hydrochloride NF) 

BRIEF SUMMARY. indication: For relief of mental depression. Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or severe convulsive seizures may occur with such combina- 
tions; potentiation of adverse reactions can be serious or even fatal. When substituting Pertofrane in patients receiving an 
MAO inhibitor, allow an interval of at least 14 days. Initial dosage in such patients should be low and increases should 
be gradual and cautiously prescribed. The drug is contraindicated following recent myocardial infarction and in patients 
with a known hypersensitivity to tricyclic antidepressants. Warnings: Activation of psychosis may occasionally be 
observed in schizophrenic patients. Due to atropine-like effects and sympathomimetic potentiation, use only with the 
greatest care in patients with narrow-angle glaucoma or urethral or ureteral spasm. Do not use in patients with the 
following conditions unless the need outweighs the risk: severe coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and active seizure disorder (may lower seizure threshold). This 
drug may block the action of the antihypertensive, guanethidine, and related adrenergic neuron-blocking agents. Hyper- 
tensive episodes have been observed during surgery. The concurrent use of other central nervous system drugs or 
alcohol may potentiate adverse effects. Since many such drugs may be used during surgery, desipramine should be 
discontinued prior to elective procedures. Caution patients on the possibility of impaired ability to operate a motor 
vehicle or dangerous machinery. Do not use in women who are or may become pregnant, or in children under 12 years 
of age, unless the clinical situation warrants the potential risk. Because of increased sensitivity to the drug, use lower 
than normal dosage in adolescent and geriatric patients. Precautions: Potentially suicidal patients require careful 
supervision and protective measures during therapy. Prescriptions should be limited to small quantities. Discontinuation 
of the drug may be necessary in the presence of increased agitation and anxiety shifting to hypomanic or manic excite- 
ment. Atropine-like effects may be more pronounced (e.g. paralytic ileus) in susceptible patients and in those receiving 
anticholinergic drugs (including antiparkinsonism agents). Prescribe cautiously in hyperthyroid patients and in those 
receiving thyroid medications; transient cardiac arrhythmias have occurred in rare instances. Periodic blood and liver 
studies should supplement careful clinical observations in all patients undergoing extended courses of therapy. Adverse 
Reactions: The following have been reported: Nervous System: dizziness, drowsiness, insomnia, headache, disturbed 
visual accommodation, tremor, unsteadiness, tinnitus, paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoordination. A confusional state (with such symptoms as 
hallucinations and disorientation), particularly in older patients and at higher dosage, may require discontinuation of the 
drug. Gastrointestinal Tract: anorexia, dryness of the mouth, nausea, epigastric distress, constipation and diarrhea. Skin: 
skin rashes (including photosensitization), perspiration and flushing sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone-marrow depression, agranulocytosis, thrombocytopenia and 
purpura. If these occur, discontinue the drug. Transient eosinophilia has been observed. Cardiovascular System: ortho- 
static hypotension and tachycardia. Carefully supervise patients requiring concomitant vasodilating therapy, particularly 
during initial phases. Genitourinary System: urinary frequency or retention and impotence. Endocrine System: occasional 
hormonal effects, including gynecomastia, galactorrhea and breast enlargement, and decreased libido and estrogenic 
effect. Sensitivity: urticaria and rare instances of drug fever and cross-sensitivity with imipramine. Dosage: All patients 
except geriatric and adolescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. daily. Geriatric and 
adolescent patients should usually be started with lower dosage (25 to 50 mg. daily) and may tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower maintenance dosages should be continued for at least 2 months 
after obtaining a satisfactory response. Mild anxiety and agitation which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative or tranquilizer may be indicated. How Supplied: 25 mg. capsules 
(pink) and 50 mg. capsules (maroon and pink), bottles of 100 and 1000; single-dose blister packs, boxes of 500. 
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BALDPATE, INC. 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Án intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, RON. B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
© Social Service Departments, 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 





and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 





Five Separate Campuses 


Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. 


THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall -90 ACRES - Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


The December 1974 issue of 


Write: The Director of Admissions/ 
Department C-0/THE BROWN 
SCHOOLS/P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric 
Director 

James L. Boynton, M.D./Director, The Oaks/ 
Residential Treatment Center 

T.C. McCormick. Jr., M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Charles D. Alexander, 
M.D./Thomas F. Caldwell, D.D.S./Patrick A 
Cato, M.D./Orrie L. Forbis, Jr, M.D./Willis 
M. Thorstad, M.D. 
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The American Journal of Psychiatry 


will feature 


e The Perils of Wizardry 


by Judge David L 


Bazelon 


e Special Section: PSRO and Other 


Peer Review Mechanisms 





In the treatment of clinically significant depression... 


(AMITRIPTYLINE Hcl /MSb) 








* An important alternative in fitting the 
medication to the patient's needs 
Once-a-day dosage at bedtime is an appropriate way 
to start—and maintain—many patients on therapy. 
Of course, ELAVIL may be administered two, three, 
or four times as well as once a day. This dosage 
versatility allows prescribing precisely for the 
patient's needs. 


Once-a-day dosage schedule for adult 
outpatients 

Therapy should be initiated with 50 mg to 100 mgat 
bedtime. This may be increased by 25 or 50 mg 
added to the bedtime dose as necessary to a maxi- 
mum daily dose of 150 mg. The usual maintenance 
dose is 50 to 100 mg a day given at bedtime, 


though in some patients, 40 mg per day is sufficient. 





* Greater patient compliance 

The simplicity of once-a-day dosage at bedtime 
makes it easier for patients to adhere to a regimen— 
an especially important consideration in depressed 
patients whose self-motivation may be at a low ebb. 


ELAVIL should not be used during the acute recovery 
phase following myocardial infarction, in patients 
hypersensitive to it, or in those who have received an 
MAOI within two weeks. Since suicide is a possibility 
in any depressive illness, patients should not have 
access to large quantities of the drug. Concurrent 
electroshock therapy may increase hazards associ- 
ated with such therapy. Patients with cardiovascular 
disorders should be watched closely. The drug may 
impair mental or physical abilities required in 
hazardous tasks and may potentiate the effects 

of alcohol. 


once a day at bedtime 


Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AM 





TR 





PTYLINE HC 


For a brief summary of prescribing information, please see following page. 
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ELAVIL 


(AMITRIPTYLINE HCI} MSD) 


added dosage versatility 
in clinically significant depression 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HC] cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCl may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Mete: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CVS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/fergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as. soon as.possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

for more detailed infarmation, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486 
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ELAVIL 


(AMITRIPTYLINE HEI | MSD] 


dosage forms for differing 
patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


A Because lower doses are 
D generally recommended 
for adolescents and elderly 
patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 





THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 


. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 


. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


single copy $3.25 


Please send me _______. copy(ies) of order #233, The Nation's Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (1096 discount for 10 copies or more, and 20% for 50 or more). 


O Bill Me L] Check Enclosed 
(Please Print) 


Name 





Address 





City State 





Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 1174AJP 
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VALIUM 
(diazepam) 

IN THE CONTEXT OF 
PSYCHOTHERAPY 
FOR PSYCHONEUROTIC 
DISORDERS 





Wren predominant anxiety is associated 
with depressive symptoms in the psycho- 
neurotic patient, the effects may be incapaci- 
tating. Feelings of self-esteem seem threatened, 
and the patient is particularly vulnerable to 
psychophysiological symptoms affecting the 
heart, stomach, colon or respiratory tract. 
Her condition may even interfere with her 
response to various psychotherapeutic 
measures. Until the excessive anxiety and its 
attendant symptoms are relieved, the patient 
may feel so insecure that she is unable to 
function. 


Often, the patient can’t cope with her 
symptoms while she “works things out” 


You may decide that the psychoneurotic 


patient can benefit from group therapy sessions. 


However, many 
AEN patients are uneasy 
= about joining a 







group, and in the beginning your reassurance 
and understanding alone may not be enough 
to help the overly anxious patient face the 
group. Even though she realizes that she will 
eventually work through some of the under- 
lying problems, she is experiencing distressing 
symptomatology that requires more imme- 
diate relief. You frequently hear, “What do I 
do in the meantime, doctor?” 


Valium (diazepam) as an adjunct to group 
therapy—it may have an important role 
During psychotherapy for psychoneurotic 
disorders, Valium offers relief of predominant 
anxiety and reduces the depressive symptoms 
often associated with it. The patient generally 
starts to benefit as early as the first day of 
therapy, and significant i improvement is usually 
evident within the first few days. Valium is 
provided in sev eral dosage strengths, so you 

can precisely control the medication to suit 
your patient’ s needs and preclude oversedation 
or ataxia. If the patient remains symptomatic 
at bedtime, an þ.s. dose added to a 2- to 10-mg 
b.i.d. or t.i.d. regimen is often very effective. 

alium is generally well tolerated and in 
recommended dosages rarely produces signif- 
icant untoward reactions, but patients should 
be cautioned about potentially hazardous 
activities requiring complete mental alertness, 
such as driving. 


VALIUM 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


can reduce predominant anxiety and its associated depressive symptoms 


Please see following page for a summary of product information. 








VALIUM 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


Before prescribing, please consult complete 
product information, asummary of which 
follows: 

Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional 
factors; psychoneurotic states manifested by 
tension, anxiety, apprehension, fatigue, depres- 
sive symptoms or agitation; symptomatic relief 
of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; 
adjunctively in skeletal muscle spasm due to re- 
flex spasm to local pathology, spasticity caused 
by upper motor neuron disorders, athetosis, stiff- 
man syndrome, convulsive disorders (not for 
sole therapy). 

Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving 
appropriate therapy. 

Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations requir- 
ing complete mental alertness. When used 
adjunctively in convulsive disorders, possibility 
of increase in frequency and/ or severity of 
grand mal seizures may require increased dos- 
age of standard anticonvulsant medication; 
abrupt withdrawal may be associated with tem- 
porary increase in frequency and/or severity 

of seizures. Advise against simultaneous inges- 
tion of alcohol and other CNS depressants. With- 
drawal symptoms (similar to those with bar- 
biturates and alcohol) have occurred following 
abrupt discontinuance (convulsions, tremor, ab- 
dominal and muscle cramps, vomiting and 
sweating). Keep addiction-prone individuals 
under careful surveillance because of their pre- 
disposition to habituation and dependence. 

In pregnancy, lactation or women of child- 
bearing age, weigh potential benefit against 
possible hazard. 

Precautions: |f combined with other psycho- 
tropics or anticonvulsants, consider carefully 
pharmacology of agents employed; drugs such 


as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may po- 
tentiate its action. Usual precautions indicated 
in patients severely depressed, or with latent 
depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic 
function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude 
ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. Para- 
doxical reactions such as acute hyperexcited 
states, anxiety, hallucinations, increased muscle 
spasticity, insomnia, rage, sleep disturbances, 
stimulation have been reported; should these 
occur, discontinue drug. Isolated reports of neu- 
tropenia, jaundice; periodic blood counts and 
liver function tests advisable during long-term 
therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and psychoneu- 
rotic states, 2to 10 mg b.i.d. to q.i.d.; alcoholism, 
10 mgt.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.d. or q.i.d. as needed; adjunctively in skeletal 
muscle spasm, 2to 10 mgt.i.d. or q.i.d.; adjunc- 
tively in convulsive disorders, 2 to 10 mg b.i.d. 
to q.i.d. Geriatric or debilitated patients: 2 to 
22 mg, 1 or 2times daily initially, increasing as 
needed and tolerated. (See Precautions.) 
Children: 1 to 2V» mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use 
under 6 months). 

Supplied: Valium? (diazepam) Tablets, 2 mg, 

5 mgand 10 mg; bottles of 100 and 500. All 
strengths also available in Tel-E-Dose? packages 
of 100. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


Four books that came before their time... 


The APA JOINT INFORMATION SERVICE, trying alway to anticipate future needs and trends, expertly car- 
ries out field studies to develop information for program planning, for training—and for the practitioner who wants 
to be fully informed. The JIS saw years ago what most communities and community mental health programs are 
only now coming face to face with—that vast numbers of the mentally ill will need residential, vocational, and my- 
riad other support services in the community as they are increasingly turned away from state hospitals and back to 
the cities and towns. Four publications assessing those needs, describing successful pioneering efforts, and provid- 
ing practical hard-as-nails advice have been issued in the recent past. Unfortunately they are every bit as timely 


today as they were when they came off the press. 


You need to know what they have to say. So we'll meet you part way: list price separately, $24; combination 


price, $18.50. 


Halfway Houses 
for the 


| THE MENTAL 
Mentally w | 


HEALTH CENTER 


Raymond M. Glasscote 
Jon E. Gudeman 
RAYMOND SLASSCOTE 
ALAN M RATT 
SINIY GLASSMAN 
MALAM EPSON 


| 
i 
| 
| 
t 
| 





. concise. well-written, a model . conveys its history, essential Once again, the Joint Information 
of medical reportorial writing, in- characteristics, its problems Service has published a useful doc- 
dispensable. goals for the future. . . . Defini- of organization within any psychi- umentary report that is readable 

—AMERICAN JOURNAL live... . airic unit. and informative. 
OF PSYCHIATRY —PSYCHIATRY —BRITISH JOURNAL —HOSPITAL & COMMUNITY 
OF PSYCHIATRY PSYCHIATRY 


E EEE EEE EEE 


Publications Services Division 
American Psychiatric Association 
1700 18th St, N.W., Washington, D.C. 20009 


. deserves close study by those 
and who are concerned with problems 


Please send me copies of the special four-book package at $18.50 and/or 


_ copies of Halfway Houses for the Mentally Ill. at $6 each, 
— . copies of Partial Hospitalization for the Mentally Ill, at $6 cach, 
copies of The Staff of the Mental Health Center, at $6 each, 
— . — copies of Rehabilitating the Mentally Ill, at $6 each. 
for a total of $ ^] remittance enclosed please bill me 
Name 








Address 
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to sleep, perchance to dream 





normally 
























TRICLOS 


(triclofos sodium) 


POSSIBLY THE CLOSEST THING TO NORMAL SLEEP 

Triclos? (triclofos sodium) is the newest member of a class 

of hypnotics with over a 100 year record of safety and usefulness. 
Recent clinical studies show that patients on Triclos fall asleep 

rapidly and that sleep is well-maintained.' Because sleep induction 

is rapid and of moderate duration there is little hangover. 

Side effects are minimal. In these studies it was observed that tolerance 
did not develop. Triclos is not a barbiturate or methaqualone. 


DOES NOT SUPPRESS NORMAL SLEEP STAGES 


Normal periods of dreaming sleep (REM) and deep sleep (Stage 4), 

as measured by electroencephalographic studies, are altered 

by many drugs.” The exact clinical significance of these changes is unknown. 
However, it is thought that REM sleep and Stage 4 deep sleep are 

of special importance to sleep’s restorative value — since REM sleep 

has been related to restorative functions in the brain and Stage 4 

deep sleep to processes of tissue renewal and repair.? 


MANY HYPNOTICS REDUCE THE DURATION OF 
DREAMING AND/OR DEEP SLEEP:* 

flurazepam reduces Deep Sleep 

methyprylon reduces REM sleep 

glutethimide reduces REM and Deep Sleep 
barbiturates reduce REM and/or Deep Sleep 
methaqualone reduces REM sleep 

oe ER 


R CLOS DOES NOT SUPPRESS THESE STAGES OF SLEEP 
1 discontinuance of Triclos, dream-time increases; withdrawal 
does not occur.! 
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First day in the hospital and 
all efforts will be directed toward 


returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 
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thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
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torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
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Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of 
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Psychopolitics 


BY MILTON GREENBLATT, M.D. 





Power, money, and the welfare of millions of Americans 
are today entrusted to a handful of psychiatric adminis- 
trators, many of whom are inadequately trained for their 
jobs and often become entangled in political contro-: 
versies that limit their effectiveness, if not their term in 
office. In many respects the philosophy and ideology of 
the psychiatric professional and the politician are 
opposites; yet it is the task of the psychiatric executive 
to reconcile these trends if the masses of patients 
dependent on governmental care are to benefit. Today, 
state systems of care are extraordinarily vulnerable to 
political and news media attacks, and the citizens are 
aroused as never before. Drawing on his many years of 
experience in executive roles, the author describes what 
it is like to live in the center of the “psychopolitical”’ 
arena, working to advance the goals of a mental health 
system within a complex political framework. 





ALTHOUGH ADMINISTRATIVE PSYCHIATRY has been the 
subject of books and articles (1-8), much too little has 
been written by psychiatrists who have had the privilege 
of serving in powerful positions in the psychopolitical 
arena. These psychiatrists have had the opportunity to 
observe how decisions that affect the expenditure of bil- 
lions of dollars and the lives and welfare of thousands of 
individuals are made, yet they have given us no picture of 
what it is like to live in the center of action (and con- 
troversy) and to play a decisive role in the arena of 
power. I wish these professionals would come forth with 
their stories, analyze their experiences, and teach us how 
to behave when fate thrusts such critical roles upon us. 
The young man interested in an executive career in men- 
tal health needs to know what it will be like and how he 
can prepare himself if, indeed, he is of a mind to accept 
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the challenges and bear the stresses of great responsi- 
bility, visibility, vulnerability, and accountability to 
multiple constituencies. 

I refer specifically to the job of commissioner of men- 
tal health in a vital state, which was my peculiar vantage 
point for six years. It is a mind-expanding job and a head- 
shrinking job—both at once. Mind-expanding because of 
the large responsibilities, the vast budgets, the complex 
systems, the new intellectual areas to be mastered, the 
unusual power of the office, and the numerous honorific 
activities that attend the role. Head-shrinking because of 
the many constraints, rules, regulations, and com- 
plications of a sticky system, the personal and profes- 
sional vulnerability at all times, the vast potential for 
criticism from patients, families, staff, legislators, and 
citizen groups, the extraordinary demands made on men- 
tal and physical energy, the relatively brief tenure and 
lack of security, and the likelihood that for the duration 
of service in such a post one is likely to lose touch with di- 
rect care of individual patients, be cut adrift from the 
centers of academic life, and grow rusty in the intellectual 
command of one's chosen field. 

Yet it is exciting and even exhilarating at times—at 
least until the veneer of glory fades into a smog of day-to- 
day trials. There are often marvelous opportunities to do 
good on a grand scale—for patients and families and for 
the political organization one serves, which, if it is func- 
tioning effectively, may someday succeed in raising the 
individual above the tangles of bureaucracy. I would 
commend this life, for all its drawbacks, to the right 
youth with the right ambitions, staying power, love of ac- 
tion, and ability to achieve executive mastery over com- 
plex systems. 


THE POLITICAL SYSTEM 


The political system is an adversary system. The in- 
tensity of “‘adversariness”’ varies, but it is almost always 
high. It is a system where the selfish needs of the partici- 
pants compete actively and even viciously with public 
needs. 
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Goals and Tactics . 


A basic and destructive contradiction between goals 
and tactics underlies the system. Superficially, the goal 
is to bring more benefits to the people—e.g., housing, 
jobs, and health for the poor; a more enjoyable life for 
the elderly; a good start in life for children. Our politi- 
cians favor reducing crime, clearing the streets of ad- 
dicts, providing a better deal for the mentally ill and 
mentally retarded, and, often, rehabilitating rather than 
incarcerating criminals. 

The tactics of the political system, however, leave 
much to be desired. Tactics are determined by the inher- 
ent nature of the adversary system. In order to get one 
person elected, someone else must be defeated. Once in 
office, the incumbent is swept into the everlasting struggle 
between political parties. In order to stay in office he 
must produce a program of reform, advocate something 
worthy of notice, and demonstrate that he is more ag- 
gressive than any competitor. He must be noticed, he 
must find opportunities to speak, to be heard; he covets 
newspaper, radio, and television space; he must convince 
his constituents that he cares deeply and can do more for 
them than anyone else. He tries to be infinitely charming 
to all potential voters, but he snarls if his opponent does 
anything that gains favorable notice. We hardly need to 
be reminded today that “destroy the enemy” is the law of 
the political jungle and that this must be done “by any 
means," provided it will not lose votes. 


Power 


Power is voter strength and reputation as an able 
fighter for the right. Power is getting publicity and ex- 
posure. Power is making pals of the party leaders and 
getting appointed to important committees, getting close 
to where the money is and having a decisive say in its al- 
location. Power is having friends in high places. It re- 
quires the brains and cunning to learn how to manipulate 
the system to advantage and seize every opportunity to 
climb while presenting a believable front of charm, good- 
will, and big-hearted generosity. ` 

Aggravating this state of affairs are the conditions un- 
der which men achieve and hold office. By belittling one's 
opponent, his program, and his assets, by promising with 
utmost sincerity more than one can usually deliver, and 
by mobilizing friends and money to support a campaign, 
one may get into office. This leaves the politician be- 
holden to a group of supporters, which constrains him 
sharply from the type of freedom a true representative of 
the people should have. He is forever in the position of 
narrow partisanship, making serious compromises with 
the ideal of a true statesman. Since consciously or uncon- 
sciously he knows this, he takes the course of loud denial 
of self-interest and repetitive avowal of his role as honest 
advocate of what is right. Indeed, the duplicity practiced 
by many politicians and their flagrant disregard of the 
public trust is sometimes frightening to behold. 

The conditions in office further complicate matters. 
The pace of life in the political arena is swift; the amount 
of information that must be processed to become knowl- 
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edgeable about all the bills up for decision is over- 
whelming. Time in office is all too brief and the future 
holds many uncertainties. At any moment a charismatic 
figure may be building a base of strength that will be 
hurled against one in the next election. All of the moves - 
of a politician are subject to scrutiny and criticism. An 
important constituent disaffected, a newspaper editor ag- 
grieved, or a party leader slighted could each lead to po- 
litical downfall. 

Under these conditions the average politician falls 
back on a number of well-known defenses. Abandoning 
much or all of his initial claim to be a conscientious and 
free voice of the people, he starts immediately to run for 
reelection by catering to important people, currying favor 
with the party organization, and pushing as hard as he 
can for the limelight. If his anxiety about his future in of- 
fice is great and if his moral fiber is weak, he quickly 
knuckles under the partisan system and its game of 
power and patronage. 

In such a system the strength, depth, and permanence 
of any alliances or commitments can depend only on 
their relationship to personal gain. Friendships are 
ephemeral and tergiversations common. All political ac- 
tion is analyzed by the basic measuring stick of “What’s 
in it for me?" This fundamentally degrading state of af- 
fairs is mitigated only by the occasional willingness of an 
individual to do something truly generous and responsi- 
ble. The seriousness of the situation is minimized if one 
looks at it as a game—a game played with justice, truth, 
vast amounts of money, and the lives and welfare of peo- 
ple, but a game nevertheless. 


THE CLIMATE OF GOVERNMENT 


The climate in which the business of government is ac- 
complished, on which the fate of such programs as men- 
tal health, mental retardation, alcoholism, and drug ad- 
diction depends, is, to a considerable extent, paranoid. 
What strikes one immediately on first contact with the 
political system is the atmosphere of suspiciousness, the 
assumption that everyone is motivated by base personal 
desires. Most suspect are those who now or at any time in 
the future may be running for office, but anyone belong- 
ing to any subsystem or subgroup within the ‘“‘psycho- 
political" organization is expected to put that group 
above all others (after he has served himself first). Thus a 
member of the department of mental health is expected 
to put mental health above all other considerations, a 
member of the department of public works is expected to 
put public works first, and so on. 

It is true that the professional in the mental health field 
poses relatively little threat to the average elected official 
because competition for office rarely comes from that di- 
rection. Professionals such as doctors, nurses, and social 
workers are often granted an extra degree of respect for 
their professional expertise. However, the average legis- 
lator or elected official is inclined to think professionals 
are to some extent impractical dreamers, impressed with 
their importance because of their professional training 


and the fact that they are dedicated to human welfare. 
After all, within the political morass, dedication to hu- 
man welfare is the politician’s job, too. 

Lower on the scale of paranoid suspiciousness are the 
career bureaucrats, the heads of executive departments 
such as chief controller, head of personnel, budget direc- 
tor, or the executive secretary types who look after the af- 
fairs of important committees like ways and means. 
These people have tenure, or relative permanency; they 
are stable in the midst of change; they have the luxury of 
being more or less unaffected by the ups and downs of po- 
litical fortunes of the office seekers; they have the gratifi- 
cation of holding the controls of government while their 
elected chiefs come and go. Many of these second-level 
bureaucrats have held elective office and retired from that 
scene to work as middle managers and stay close to the 
action. 

The climate of suspiciousness is coupled with an am- 
biance of materialism, which is even more pervasive. 
Money, a better job, a job with civil service tenure, and, 
perhaps, a soft job comprise the game for so many gov- 
ernmental workers. It is important on the job to learn 
one’s rights, take coffee breaks, and use up sick time, va- 
cation time, and holiday credits. Shave a little bit off the 
first part of the day if the boss does not require a check- 
in, and leave a few minutes early if the boss is away. Slow 
down. The theory is that if one shows too much efficiency 
more work will be dumped on one’s shoulders. 

We may well ask how this suspicious, materialistic sys- 
tem happened to come about and why of all places it pre- 
vails at the top levels of government, where even the best 
of human virtues is not enough for the task. This is a mat- 
ter of historic complexity. It is related to the primeval ha- 
tred of the ruler, the knowledge that power corrupts, the 
impersonality of the bureaucrat, the progressively widen- 
ing distance between the citizen and his representative in 
government, the lack of inside knowledge by the average 
person, the intricacy of the issues involved, the con- 
sciousness that multimillions are being spent by mere 
mortals, and the play given by the media to stories that 
feed upon the anxiety of the masses and their suspicions 
of wrongdoing. 

Watchdogs make money and reputations by finding 
and exposing the evildoers. The real tragedy is that they 
do now and again find a victim, track him down, and get 
him defrocked or jailed, thus heightening suspicions of 
wrongdoing and destroying that climate of trust and open 
exchange in which men and women working together do 
their business best. 

In a complex management system, one agency may 
suffer from the sins of another. Mental health, for ex- 
ample, is not notorious for scandals of corruption. Its no- 
toriety arises usually from instances of poor care and 
treatment of its clients that break into the press as the 
loss of accreditation by a particular hospital, a death or 
suicide that might have been prevented, callous treatment 
of a dependent patient by an overburdened staff, in- 
adequacies of a physical plant, or neglect of safety regu- 
lations. Public works is more usually the culprit in cor- 
ruption scandals, as when contractors fail to deliver up to 
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specifications. Welfare is subjected to recurrent scandals 
where it is often claimed that clients (or employees) have 
attempted to defraud the government by false claims. 

Although the mental health agency escapes more seri- 
ous charges cf corruption by and large, the climate of 
suspiciousness and mistrust arising by association sur- 
rounds it as well. The pity is that so much of the strength 
and effectiveness of a human service organization de- 
pends upon establishing an opposite ambiance—that of 
trust and freedom. 


THE POLITICIAN AS AN INDIVIDUAL 


My colleagues frequently ask: “What is it like to work 
with them? Do they give you a hard time?" 

The fact is that politicians as individuals are about as 
easy to get along with as one's professional colleagues. 
They are generally more open about their feelings, more 
extroverted, more anxious to do a favor and earn grat- 
itude, more interested in grabbing power, and more open 
about enjoying the limelight than are our professional 
colleagues. Their likes and dislikes are more obvious and 
explicit. If they are out to stab you in the back, they may 
tell you so to your face. Medical colleagues are more 
subtle, working their will through the fine politics of the 
hospital and academic community, where promotions, 
rank, and honors are the ultimate prizes instead of votes. 

The medical mind is more intellectual and objective; 
the political mind is more emotional. Direct personal ag- 
grandizement is shunned in our profession, but it is toler- 
ated and even sanctioned by the politician and is accepted 
as a rule of conduct by a remarkable number of his con- 
stituents. — 

The first avowed goal of a professional is to serve his 
client well and thereby win the acclaim of his colleagues 
and perhaps advance himself professionally and finan- 
cially. The first avowed goal of a politician is to serve his 
constituents, win their acclaim, and get reelected. Life is 
more raw and primitive for the politician; it is more re- 
strained and refined for the professional. 

The politician is a gambler; the professional wants 
security. The politician likes camaraderie, drinking in a 
group, living like a soldier of fortune. The professional is 
more serious-minded and his conduct and actions are 
guarded, especially in the social sphere. The politician, on 
the other hand, is on his Sunday behavior mainly when 
on the speaker's platform or before the television cam- 
eras. 

In many ways the politician and the mental health pro- 
fessional are opposites. To many professionals, work in 
the field of psychopolitics is equivalent to lowering one's 
standards of ethics and morality, getting one's hands into 
dirty business, and besmirching one's reputation. 

The professional and the political systems have to live 
side by side; the head of the professional agency carries 
the brunt of responsibility that the two systems mesh 
properly. It is impossible for him to adopt completely the 
values, strategies, and tactics of the political system with- 
out sacrificing some professional values. On the other 
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hand, there is no immediate possibility of satisfactory 
professionalization of the political system. My experi- 
ence has been that one must maintain a certain distance: 
if one moves too close to the politician, the pressures for 
politicalization are overwhelming; if one stays far away, 
one may fail to represent his cause adequately and lose 
out in the everlasting competition for scarce resources. 

Although in some basic and fundamental respects the 
two systems are irreconcilable, the job of the commis- 
sioner of a large agency is to “reconcile the irreconcil- 
able." 


POLITICIANS AND MENTAL HEALTH 


The amount of knowledge among politicians about 
mental health is very variable, but the politician probably 
knows more about mental health than the average mental 
health professional knows about politics. The average 
legislator knows that mental illness is a terrible scourge. 
He knows friends, relatives, or families who have suffered 
from alcoholism, mental illness, or mental retardation. 
He is, of course, deeply concerned about the rapidly 
changing youth culture and about drug dependency. He is 
disturbed about rising rates of delinquency and criminal- 
ity. He knows that old folks present a special and trou- 
bling problem. He may not understand the fine points of 
distinction between criminality and mental illness and he 
is suspicious when professionals use psychodynamic jar- 
gon, but he can use the subjects of youth going to pot and 
the serious neglect of mentally ill children in speeches to 
achieve rapport quickly with his audience. 

The politician generally sees the problems of mental 
illness as long-term and well-nigh insoluble without an 
extraordinary expenditure of taxes. He wavers between 
wanting to give more and wanting to get the problem of 
mental health out of his sight. He has often been beseiged 
by members of the area board of the mental health or 
menta] retardation association to push this or that legis- 
lation, but responding to this type of pressure is much 
more difficult for him than, for example, when a constit- 
uent complains that he has not been paid his wages for 
three months. The politician goes to work immediately 
on the latter problem. 

A few politicians serve on area boards and all too few 
visit their local facility once or twice. Usually they do not 
visit more often unless they have made a special political 
issue out of mental health or unless they are serving on 
state investigating committees or commissions. 

As Superintendent of Boston State Hospital, I once in- 
vited a large number of representatives of my region to 
visit the hospital. Forty representatives indicated they 
would attend and we set up lunch and touring arrange- 
ments for this number. Four showed up, two of whom 
were in a hurry to get away as soon as possible. 

On another occasion, as Commissioner of the Massa- 
chusetts Department of Mental Health, I raised $500 pri- 
vately to hold a cocktail hour for about 60 freshman rep- 
resentatives at a restaurant near them, one of the better 
rendezvous for legislators. The president of the state sen- 
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ate and speaker of the house cooperated by ending their 
sessions early and advising their members to “get down 
there and get your therapy." We got almost a full turn- 
out. The consumption of hors d'oeuvres and liquor was 
steady and adequate by any legislative standard. How- 
ever, my attempt to give an orienting picture of the Mas- 
sachusetts Department of Mental Health and its func- 
tions, taking great care to ask for no specific program or 
money but only to deal with general trends and philoso- 
phy, was greeted at the end by the question, “What do 
you really want, Commissioner?" It is outside the politi- 
cal frame of reference to throw a cocktail party, even for 
a group of freshman legislators, without a specific agenda 
or program request. 

There are several principles one can usually rely on in 
the political arena. First, the politician is seriously con- 
cerned about the clinic, mental health center, or hospital 
in his district. He is concerned that it receives its fair 
share of staff and material or better. Second, the politi- 
cian will join in a cause or program if he is convinced he 
can gain visibility and make a name for himself through 
it. Third, if he is a member of the opposite party than 
that represented by the governor, he will raise his voice 
against “inhumanity” in the treatment of patients and 
“bad administration" whenever the opportunity presents 
itself. Whoever is caught in the rhetoric should expect no 
mercy. 


THE VULNERABILITY OF HUMAN SERVICE AGENCIES 


Although the mental health agency is less vulnerable 
than some other agencies to charges of such malevolence 
as fraud and theft, it is extraordinarily vulnerable to 
charges of less than adequate care and treatment given to 
the unfortunate sick entrusted to its charge. 

The mental health systems of the states are usually di- 
vided into two sets of services. One, the large state hospi- 
tals with their back wards, poor physical plants, in- 
adequate staff, and relative overload of patients, is the 
legacy of the past. The other set of services are the rela- 
tively new programs, especially those which have evolved 
following the stimulus of the report of the Joint Commis- 
sion on Mental Illness and Health (9) and the Commu- 
nity Mental Health Centers Act of 1963 and its amend- 
ments. 

The great vulnerability of the mental health agency de- 
rives from the continuing unsatisfactory nature of the 
first group of services together with the odious contrast 
between these services and the new community-type de- 
velopments. The hard fact is that quality care cannot be 
provided today for $15 to $18 a day; in 1971, $40 a day in 
Massachusetts gave the patient and family a nearer to 
fair deal. [n private mental institutions, $100 to $150 a 
day gives the patient plush surroundings and detailed in- 
dividual attention. 

Although it is an indelible blot on the escutcheon, we 
must admit poverty and deprivation still prevail in most 
of the large mental institutions in the United States. Pov- 
erty is not new in America, but the mentally ili and men- 


tally retarded are poor many times over. They come from 
poor backgrounds, they are poor in mental and often 
physical health, we treat them in poverty-stricken institu- 
tions, and then we return them to their poverty-ridden 
surroundings—often, inevitably, to begin the cycle again. 

The discontent resulting from the poor level of care in 
our institutions is growing because so often now citizens 
are partners in mental health and mental retardation pro- 
grams. They are more knowledgeable, they sit on local 
citizen boards, they belong to state and national citizen 
organizations, they serve as trustees, and they volunteer 
for direct care to patients by the hundreds of thousands. 
Families, committees, legislators, and the press are 
alerted as never before. 

Their discontent is a pressing force seeking discharge 
in some channel. Complaints about poverty conditions, 
lack of personnel, and alleged mismanagement are le- 
gion. Rumors are rife and misinterpretations or false in- 
formation are eagerly seized upon to force action toward 
improvement. Legislators and families are frustrated 
when they cannot immediately get their friends, support- 
ers, and relatives into their favorite state mental hospital 
or into Building X, a good building, rather than Building 
Y, a poor building. They may be incensed when the 
patient is discharged with a less than perfect plan for his 
return to the community. 

Parenthetically, many a citizen volunteer believes ei- 
ther that he knows more than the professional (for has he 
not had great experience of life, has he not prospered in 
his world, and is he not visibly successful in his human 
relationships?) or that he can do a better job, can 
straighten out the mess, and rescue the mental health op- 
eration for professional bunglers with their heads in the 
clouds. Many such well-meaning individuals have been 
headaches to program administrators. A hospital super- 
intendent, for example, would sometimes rather have 
more schizophrenics under his care than supervise this 
type of volunteer. Nevertheless, the greatest asset we 
have today, in my opinion, is the enthusiasm of our citi- 
zen partners and their determination to do the job now. 

Because our mental institutions are so vulnerable, leg- 
islative investigations are frequent. These investigations 
are politically potent weapons and a source of great an- 
guish to responsible professionals and administrators. 

When a visitor or relative tells a harrowing tale of how 
a helpless patient was beaten, or the auditor accuses 
someone of misuse of funds, or the miserable conditions 
in a given hospital have reached such a level that the 
press beats unrelentingly upon the public consciousness, 
the legislature usually responds with a special investiga- 
tory committee or commission. These are formed as a 
rule by members appointed from both houses of the legis- 
lature, with a generous sprinkling of representatives or 
senators from the area in which the trouble arose. 

Much depends upon the speaker of the house and the 
president of the senate. If they wanted to they could pack 
the committee with sworn enemies of the mental health 
system. These enemies could easily construe all the trou- 
bles as being due to inefficient management and then call 
for the head of the superintendent, the commissioner, or 
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whomever else they chose. 

Political considerations in an election year could prej- 
udice an investigation seriously and make it highly un- 
likely that the truth would be found out. In an election 
year, a multiplication of such investigations may take 
place, placing the department of mental health in such a 
state of siege that hardly any other business gets done. 


Examples of Vulnerability 


In one election year, my department of mental health 
was attacked, so to speak, from the north, the south, and 
the west. 

In the north, the heat was on about months of delay in 
opening up a section of a new regional facility for the 
mentally retarded and about the fact that patients were 
being admitted with only informal certification from the 
public safety inspector. I will not comment further on this 
northern threat except to say that the newspapers played 
up the angle that helpless patients were being hospitalized 
under conditions of risk. They criticized both the bureau 
of building construction and the department of mental 
health. 

To the south, the problem was of a different order. In 
one of our state hospitals, under a newly appointed super- 
intendent, an auditor’s report charged that patient Med- 
icaid funds were being mishandled. Our own investiga- 
tors indicated that procedures for handling money at that 
institution were sloppy and that there might possibly be 
collusion between staff members assigned to make pur- 
chases on behalf of elderly patients and certain favored 
suppliers. Our investigation was followed by the volun- 
tary resignation of two staff members. We introduced 
new personnel and new accounting procedures to ensure 
greater security and were eventually grateful to both the 
auditor and the legislative committee for bearing down 
on this problem. 

This particular investigation also included a charge of 
cruelty to patients based on a series of letters written by a 
social worker who alleged he had evidence that mishan- 
dling of patients had occurred repeatedly. The only prob- 
lem was that his evidence was mostly hearsay; those who 
supposedly had directly observed the abuse failed to 
come forth, knowing that a formal investigation was in 
process and that they might have to state their charges in 
open court. One more employee resigned under heat. Al- 
though many others were interviewed, it was not possible 
to establish a solid case of patient abuse against anyone. 

Still another unhappy event at the same hospital was 
the fact that a young patient attacked and fatally beat an 
elderly man. The patient was known to be schizophrenic 
and epileptic but his epilepsy was under control. The leg- 
islative committee investigating the incident tried hard to 
establish responsibility. They searched for evidence of ne- 
glect in not keeping the assaultive patient under close 
guard; they criticized the medical care of the victim be- 
cause he died after the development of a subdural hema- 
toma not recognized until autopsy; they charged poor ad- 
ministration because the relatives of the victim had not 
been notified soon enough and transfer to a general hos- 
pital had been delayed. 
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I personally went over the case in critical detail. At 
length I defended the medical-psychiatric management of 
this case before the committee, not on the basis that this 
management was all that could have been provided in a 
first-class hospital but on the basis that it was all that the 
physicians and staff could reasonably be expected to do 
given the shortage of personnel, the extraordinarily thin 
ward coverage at critical hours of the day, the unantici- 
pated clinical course of the assaulted man, and the level 
of medical-neurologic judgment necessary for a case of 
this complexity. 

Then there was the threat from the west. Two hospitals 
about 100 miles from Boston, one a school for the men- 
tally retarded and one an epileptic colony being con- 
verted to a school for the retarded, were under heavy fire 
from the press because of charges of outmoded buildings, 
neglected patients, unprogressive administration, and al- 
leged punitive practices. It was the familiar story of staff 
members in the regional office understandably distressed 
by the slow progress and back-ward conditions for which 
they in their new jobs were now responsible. It was also 
the familiar story of appeal to the citizens, the legislators, 
and the press in an attempt to stir up positive action. Fi- 
nally, the citizens and the press responded with outrage to 
the intolerable conditions, which, in truth, had prevailed 
for decades and were then actually getting better. 

The school for the mentally retarded came under sav- 
age attack. The local newspaper presented a story drip- 
ping with negatives that attacked the legislature for not 
appropriating enough money and charged the superinten- 
dent with administrative negligence. Some of the ac- 
counts angered the parents’ organization, which had been 
working long and hard with the superintendent to up- 
grade the hospital's program. The legislature, not eager 
to take such direct and heavy blame, landed on the com- 
missioner. Personnel in the department's central office 
who studied the newspaper series were in towering in- 
dignation over alleged lack of factuality, exaggerations, 
and distortions in many parts of the articles. These were 
rough days. 

A public agency is under surveillance from many direc- 
tions at once: legislative investigations, mental health as- 
sociation visits to hospitals, inspections by boards of 
trustees, surveys by national accreditation groups setting 
standards for care of patients and training of profes- 
sionals, federal reviews relative to state plans and ap- 
proval of funds for construction and staffing of mental 
health centers, public safety inspection, public health in- 
spection relative to food services, water supplies, and 
standards for Medicare and Medicaid, and regular audits 
by state and federal auditors. 


The Role of the Press 


Two characteristics of the press that strike one after 
years of living and working in the psychopolitical arena 
are its great power—for good or evil—and its relative 
unaccountability to any specific individual or group in the 
public arena. 

The power of the press is formidable and frightening. 
It can make or break. It can elevate a politician or other 
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public figure to the skies or crash him to the earth. It can 
be the vital force in the passage of laws or in their defeat. 
It can concentrate attention on any issue of its choosing 
and ignore others. It can stimulate and enhance or it can 
harass and irritate. It can be a great respecter ofthe truth 
or it can be sloppy with the facts. It can probe and un- 
cover or it can gloss things over. 

Much depends on the policy of the owners and editors, 
the type of readership that sustains them, and the nature 
of the competition. Many newspapers, especially in sub- 
urban settings, are good money makers and relatively se- 
cure so far as competition is concerned. Perhaps this 
makes them less dependent on sensationalism in report- 
ing and on beating the opposition to the punch than are 
some newspapers in the urban setting. However, nothing 
renders the newspapers free of the profit motive and 
therefore of the necessity to maintain and augment the 
size of their reading public and to please their advertisers. 
Unfortunately, the reading public will respond much 
more to the negative aspects of human activities— stories 
of violence, destructiveness, fracture of social mores, and 
personal catastrophes—than to stories of public service 
and of man's humanity to man. The justification for this 
is familiar. “We do not make the news, we only print it," 
say the publishers. 

Let no one in public life underestimate the power of the 
press—the power of a series of articles hammering at a 
theme followed up by repetitive editorials and by car- 
toons that caricature, render absurd, and make ridiculous 
whatever the newspaper wants pictured in this way. 

Accountability is far too limited. Unless the victim of a 
newspaper article calls in to the editor explaining the er- 
rors made by the reporter who interviewed him and the 
editor cares to search out the truth and do something cor- 
rective, nothing will happen. A reputation may be be- 
smirched or a worthy cause weakened. Many reporters 
try to do justice to a difficult problem through careful in- 
quiry and checking of the facts; others have little sense of 
responsibility and their reports are garbled misinterpre- 
tations of the truth. Letters to the editor clarifying a situ- 
ation or pointing out a serious error may or may not be 
printed. Lawsuits rarely succeed, for newspapermen 
know well the subtle game of allegation, innuendo, and 
distortion. It is good advice never to take on a newspaper 
as an adversary. Newspapers have long memories and 
can always put in the last word. 

I do not wish to cast any reflection upon the vast ma- 
jority of conscientious editors, reporters, columnists, and 
cartoonists who have a high sense of professional ethics 
and social responsibility. I call attention to a condition of 
relative nonaccountability of the fourth estate that is so 
often contrary to the public interest. Any group wielding 
so mighty an influence in the public domain and governed 
so largely by the profit motive requires in the long run 
some type of effective regulation, if only for its own self- 
ish ends. 

Two types of regulation are possible. One is the self- 
regulation that is appropriate for a professional group. 
Journalism has not evolved to the high level of profes- 
sionalism that medicine has. The question is: Does jour- 


nalism have the motivation for greater professionaliza- 
tion? Some have suggested setting standards of experi- 
ence and/or academic training before a person is given a 
permanent post on a reputable newspaper. Borrowing 
again from medicine, perhaps even the concept of an “‘in- 
ternship" in an approved training situation under the 
supervision of a senior colleague might be considered. 
Then, possibly, licensure might follow presentation of 
credentials or even examinations before an approved 
accrediting body. Finally, some sort of continuous in- 
service checkup of both the candidate and the newspaper 
he represents might be in order. Medicine as a profes- 
sion has traveled this long road; could not the profession 
of journalism do the same? I recognize, however, that 
the matter would require a great deal of study and 
thought before such procedures could be put into effect. 

Should the field of journalism be unable or unwilling 
to professionalize itself, then what? One fears that 
sooner or later statutory regulation of their activities 
may be demanded by the public. We would hope that 
self-regulation and the higher professionalization it im- 
plies would be preferred by journalists to any restraints 
imposed by law. 


CONCLUSIONS 


I have tried to convey some of the spirit and essence of 
the subculture in which the political psychiatrist must 
function. The psychiatrist works to promote the welfare 
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of the mentally ill and the mentally retarded as well as 
the health of his profession. Many of the topics touched 
upon are exceedingly controversial—in fact, controversy 
is the name of the game at the top. Unfortunately, in this 
heady arena, experience has been limited, biographies are 
few, and training programs for these important jobs are 
almost nonexistent. Yet hardly anything today is more 
important than curing the problems that beset our great 
health bureaucracies in their efforts to serve the individ- 
ual man. 
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Taste Aversions in Man 


BY JANE L. GARB AND ALBERT J. STUNKARD, M.D. 





A survey of 696 subjects revealed that taste aversions 
may be acquired by a special kind of learning that has 
previously been demonstrated clearly only in animals. 
Gastrointestinal illness was associated with acquisition of 
aversions in 87 percent of the subjects. One pairing of 
food and illness was sufficient to produce aversions that 
lasted for many years. Onset of aversions was most 
common between ages 6 and 12, when the prevalence 
rate reached 30 percent, it then fell steadily to a low of 
6 percent after age 60. The authors believe that a better 
understanding of taste aversions may help improve 
conditioned aversion procedures in the treatment of 
alcoholism and obesity. 





TASTE AVERSIONS ARE ATTRACTING increased attention 
for at least two reasons. One is the renewed interest in 
conditioned aversion therapy for alcoholism and the pos- 
sibility of a similar approach to obesity. The second is the 
discovery of what appears to be a special kind of learning 
that is readily acquired and extraordinarily difficult to ex- 
tinguish. This kind of learning mediates naturally occur- 
ring bait shyness (1) and specific hungers (2, 3) in the rat. 
Rats that recover from one episode of poisoning sub- 
sequently show exquisite sensitivity to the taste of the 
poison, which they avoid for the rest of their lives, while 
not even temporarily avoiding the visual and auditory 
qualities of the place where they were poisoned. Sim- 
ilarly, the acquisition of long-lived specific hungers can 
follow one ingestion of a nutrient in which the rat has 
been made deficient. 

This special kind of learning has been extensively in- 
vestigated in laboratory animals but thus far only in- 
cidentally in man. Although there is a sizable literature 
on taste aversions in man, it appeared before the special 
kind of learning was elucidated and thus is not addressed 
to many of the relevant issues. We believe that the 
present study presents the first systematic evidence of the 
occurrence of this kind of learning in man. 


Revised version of a paper read at the 127th annual meeting of the 
American Psychiatric Association, Detroit, Mich., May 6-10, 1974, 
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METHOD 


We studied 696 subjects from six different populations, 
ranging in age from early childhood to old age. Of the to- 
tal, 476 were males and 220 females. The subjects were 
drawn from populations selected for intelligence and po- 
tential interest in the phenomenon, to enable us to maxi- 
mize information about taste aversions. They included 
129 elementary school children, 72 secondary school stu- 
dents, 216 university undergraduates, 143 first-year medi- 
cal students, 73 members of an adult education program, 
and 63 university professors emeriti. Subjects in four of 
the six groups were tested in their classrooms. No one 
refused to participate. 

A two-page self-report questionnaire was administered 
to all groups except the elementary school children, 
whose age necessitated a shortened oral form. The ques- 
tionnaire covered five major topics: 1) demographic in- 
formation such as age, sex, height, and weight; 2) eating 
behavior, such as number and size of meals per day and 
attitudes toward eating; 3) presence of taste aversions; 4) 
conditions surrounding acquisition of the aversion such 
as age of onset, prior experience with the food, and events 
that may have precipitated it; and 5) persistence of the 
aversion. 

Aversions were described in the questionnaire as fol- 
lows: 


If a person becomes sick after eating a specific food, he 
may develop an intense dislike, called an "aversion," for 
that food, whether or not it was responsible for the illness. 
For example, a four-year-old came down with the flu several 
hours after eating prunes in milk. He avoided this combina- 
tion of foods for several years, even though he knew that the 
prunes and milk were not the cause of his illness. 


For the purposes of the present study, we counted as 
aversions only those responses which met the following 
criteria: 1) a specific food (rather than a general food cat- 
egory) was mentioned as being aversive; 2) a specific 
event was identified as precipitating the aversion; and 3) 
the food was avoided for at least several weeks. 


RESULTS 


Our subjects showed six characteristics of the special 
kind of learning that had previously been demonstrated 
in lower animals. They showed, in addition, four charac- 
teristics of taste aversion that had not been reported in 
animal studies. 


Findings Similar to Those Reported for Animals 


I. Taste aversions are present in a large percentage of 
the population; 38 percent of all subjects (265 of 696) re- 
ported having had at least one aversion at some time in 
their lives. One-third of these (12 percent of all subjects) 
had, or had had, more than one aversion (usually two); 24 
percent reported having at least one aversion at the time 
of the survey; 14 percent no longer had an aversion. 

2. The learning was highly selective. To an over- 
whelming degree, taste was the conditioned stimulus and 
gastrointestinal upset the unconditioned stimulus. A total 
of 87 percent of the subjects with aversions associated 
their onset with a prior gastrointestinal upset. Only 8 per- 
cent implicated a somatic disturbance other than gas- 
trointestinal upset (headache, fever, etc.); 5 percent 
blamed nonsomatic events (“Mother forced me to eat it 
and I made a scene"; “The food was rotten and tasted 
bad, although it didn't make me sick"). To investigate 
the specificity of gastrointestinal upsets in producing 
food aversions, we inquired into the frequency with which 
subjects suffered such upsets without developing an aver- 
sion. Of the subjects with aversions, 31 percent were ill at 
least three times after eating without developing an aver- 
sion. 

Visual and auditory events apparently do not serve as 


conditioned stimuli in this special kind of learning. Ac-. 


cordingly, we asked subjects whether they had developed 
an aversion or dislike to anything else during the meal af- 
ter which the aversion was established (e.g., an unusual 
odor or the color of the tablecloth). Six percent of the 
subjects had also developed an aversion to an odor that 
was present; 4 percent developed an aversion or dislike to 
objects, including the restaurant itself. 

3. The aversions were acquired by one-trial learning— 
by one pairing of taste and its aversive consequences. 

4. Acquisition of the aversion involved delays of as 
long as six hours between exposure to the taste and the 
subsequent unconditioned stimulus of illness. 

5. Some aversions showed remarkable robustness or 
persistence. A few that had developed in childhood still 
persisted 50 years later! 

6. Special characteristics of the food influenced the ac- 
quisition and loss of taste aversions. The novelty of the 
food had previously been shown to facilitate acquisition 
of aversions in lower animals; we discovered a similar in- 
fluence of previous dislike of the food among our sub- 
jects. Table | shows the relevant data. It is based on the 
199 subjects (of the 265 reporting aversions) who an- 
swered both questionnaire items on the novelty of the 
food and the subject's prior attitude toward it. "Novel" 
foods—those eaten "never" or only “once or twice" be- 
fore—accounted for 45 percent of the aversions (88 sub- 
jects). Although we did not ascertain it, the base rate of 
consumption of such foods must be extremely low. If 
nearly half of all aversions were to foods the subjects 
rarely ate, such foods must be particularly effective in the 
formation of taste aversions. This conclusion is strongly 
supported by the associated finding that when both novel 
and familiar foods were eaten at the meal following 
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TABLE 1 


Subjects Reporting Aversions, by Novelty, Familiarity, and Prior Atti- 
tude Toward the Food (N — 199) 





Prior Attitude 








Nature Liked Neutral Disliked 

of Food (N «92) (N «66) (N«41) Total 
Novel 16 35 37 88 
Familiar 76 3l 4 111 





which the aversion developed, the novel food was the ob- 
ject of the aversion in every case except one. 

Prior attitude toward a food also influenced acquisi- 
tion of aversions: 46 percent of the subjects (N = 92) 
liked the food before the onset of the aversion; 32 per- 
cent (N = 66) were indifferent to it; and 21 percent (N 
= 41) disliked it. We did not ascertain the corresponding 
distribution of the subjects’ attitudes toward all foods. 
But, once again, foods eaten infrequently—disliked 
foods—contributed disproportionately to the total of 
foods to which aversions developed. 

The strong effects of novelty and prior dislike com- 
bined are shown by the remarkably high frequency with 
which these uncommon characteristics were linked to the 
acquisition of aversions. Fully 18 percent of the aversions 
were due to this combination (37 subjects), compared 
with only 38 percent of the far more frequent com- 
bination of familiarity and prior liking (76 subjects). 

Novelty and prior attitude affected /oss as well as ac- 
quisition of aversions. A multiple correlation of novelty 
and prior attitude with loss of aversions was highly signif- 
icant (r = .51, F = 11.66, d.f. = 6/201, p < .001). Novelty 
was the greater contributor to the variance (r = .18, F = 
6.59, d.f. = 3/201, p « .001). The more novel a food, the 
more likely was the aversion to persist. Prior attitude 
contributed a somewhat smaller amount of the variance 
(r = .12, F = 3.05, d.f. = 3/201, p < .001). Aversions to 
previously liked foods were lost much more readily than 
were aversions to previously disliked foods. 


New Findings for Humans 


In addition to the six features that were similar to 
those previously reported in animals, we found four as- 
pects of human taste aversions that had not been reported 
in the animal studies. 

l. Age exerts a powerful influence upon the prevalence 
of taste aversions, presumably through its effects upon 
their acquisition and loss. Among the demographic char- 
acteristics we studied, age alone showed such effects. 

Extant taste aversions were most common among the 
youngest subjects; 30 percent of the children reported 
them. Figure 1 shows that the percentage of persons re- 
porting extant aversions fell linearly with age, from a 
high of 30 percent in children aged 6 to 12 to a low of 6 
percent in subjects over age 60. A point-biserial correla- 
tion was significant (r = .15, d.f. = 689, p < .001). 

2. There appears to be a “critical period” for the for- 
mation of taste aversions in man. Figure 2 shows the age 
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TASTE AVERSIONS IN MAN 


FIGURE 1 
Percent of Subjects in Each Age Group Reporting at Least One Food 
Aversion 
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Percent of Subjects Reporting Aversions, by Age of Onset* 
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*The two older groups are not represented because of the small number of mem- 
bers who reported aversions. 


of onset of aversions among the subjects who reported 
ever having had an aversion. We have considered sepa- 
rately each of the six age groups studied. Aversions are 
acquired most frequently during the period from 6 to 12 
years. This finding is not surprising in the youngest age 
group. The persistence of this period as the most fre- 
quent age of onset in each of the four age groups shown, 
however, was quite unexpected and is worthy of special 
attention. 

The loss of taste aversions is also highly correlated 
with age. Considering again only subjects who reported 
ever having had an aversion, we found only 7 percent of 
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children 12 and younger reporting the loss of an aversion. 
Figure 3 shows a peak loss of aversions of 50 percent 
among persons 46 and older (r = .19, d.f. = 259, p < 
.001, using a point-biserial correlation). 

3. The data provide strong evidence of cognitive me- 
diation of taste aversions. Research on animals has sug- 
gested that the acquisition of taste aversions occurs with- 
out cognitive mediation, essentially “irrationally.” By 
contrast, 84 percent of our subjects reported that at the 
time, they had believed the food was responsible for the 
illness which gave rise to the aversion. It is more difficult 
to interpret the significance of an associated finding—a 
failure to generalize beyond the offending food. A modal 
experience was that of a 50-year-old man with an aver- 
sion to pickled tomatoes, developed at age 20. He still 
eats with gusto both unpickled tomatoes and non-tomato 
pickles. Generalization can occur, however; one man de- 
veloped an aversion to watermelon and now will not eat 
any kind of melon. But only 6 percent of the subjects re- 
ported such generalization. 

4. Prior dislike of a food, as noted earlier, facilitated 
both the acquisition and persistence of aversions. 


Negative Findings 


Gender was not related to aversions, and for this rea- 
son we pooled the data for male and female subjects. 

We examined the relationship between body weight 
and aversions in the 216 university students, the largest 
homogeneous group in our sample. Although both over- 
weight and underweight subjects tended to report taste 
aversions more frequently than those of normal weight, 
this trend did not reach statistical significance. 


DISCUSSION 


Although the kind of learning that mediates taste aver- 
sions appears to be a form of Pavlovian (respondent) con- 
ditioning, it differs dramatically from classic Pavlovian 
conditioning. The latter requires several pairings of con- 
ditioned and unconditioned stimuli (CS and US) to pro- 
duce conditioned responses. Despite these several pair- 
ings, the conditioned responses are relatively weak and 
easily extinguished. Furthermore, the optimal interval 
between CS and US is half a second, and conditioning 
will not occur if this interval exceeds a few seconds. By 
contrast, the special kind of learning: 1) occurs with few 
trials, frequently after one or two pairings of CS and 
US (4, 5); 2) occurs with CS-US intervals as long as 12 
hours (4, 6); 3) is unusually resistant to extinction (I, 7); 
and 4) is highly selective: Only taste and odor of food can 
become CS, not visual or auditory stimuli, and only gen- 
eral body states such as nausea or euphoria can serve as 
US (8, 9). 

The striking features of this special kind of learning 
have profound implications fer theory. They have 
brought into serious question the generality of such “laws 
of learning" as the arbitrary nature of the stimuli that 
may serve as CS and US (10). And they have provided 
support for the notion of "prepared learning"—behavior 
of particular biologic importance to the organism may be 


FIGURE 3 
Percent of Subjects in Each Age Group Reporting Loss of Aversions 
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learned with extraordinary facility, in contrast to the 
trial-and-error training usually required by traditional 
laboratory learning paradigms (11). Much of the learning 
described by ethologists, especially imprinting, appears 
to follow this pattern. It may play a major role in the 
learning of satiety (12). It may even account for the re- 
markable resistance to extinction of phobias in man (13). 
We thought it important to determine whether this kind 
of learning, with such potentially far-reaching implica- 
tions, could occur in man. We believe we have demon- 
strated that it can. 

What are the implications for treatment? The recent 
history of conditioned aversion treatment of alcoholism 
is particularly relevant. Traditional treatment used the 
taste of alcohol as the CS and drug-induced nausea as the 
US, and strong aversions were produced (14). More re- 
cently, a painful electric shock has been substituted for 
nausea as the US, and, as might be predicted, no aver- 
sion to alcohol was produced (15). The significance of 
this finding is enhanced by the fact that the same investi- 
gators found electric shocks to be effective in the dif- 
ferent goal of producing conditioned aversion to homo- 
sexual pictures and behavior (16). 

Initial attempts to condition obese persons to dislike 
certain high-calorie foods by using foul odors (17, 18) 
and cigarette smoke (19) as the US have produced en- 
couraging results. The present study points toward more 
efforts along this line. Since such a large proportion of 
persons develop taste aversions in the ordinary course of 
living, surely more focused efforts could harness this phe- 
nomenon. Children's particular susceptibility to aver- 
sions and the influence of novelty and prior dislike of a 
taste might be especially useful in these efforts. It is even 
possible that preexisting aversions could be used to de- 
velop second-order aversions, the acquisition and ex- 
tinction of which could further elucidate the mechanism 
of this type of learning. 

Finally, if taste aversions constitute models of the spe- 
cial kind of learning that leads to phobias, they might 
serve as models for the treatment of phobias. Systematic 


JANE L. GARB AND ALBERT J. STUNKARD 


desensitization, currently a standard method for treating 
phobias, uses methods that are compatible with the ex- 
tinction of a particularly resistant kind of learning (20). 
The study of the acquisition and extinction of the biologi- 
cally rooted learning involved in taste aversions could put 
the treatment of phobias and associated states on a more 
rational basis. 


ADDENDUM 


A thorough consideration of the processes involved in 
the development of food aversions recently appeared in 
the Sept. 6, 1974, issue of Science under the title “Be- 
havioral Regulation of the Milieu Interne in Man and 
Rat" (21). 
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Microanalysis of Working Through in Psychotherapy 


BY MARDI J. HOROWITZ, M.D. 





This journal has published few papers on psychodynamic 
psychotherapy recently—not because of prejudice but be- 
cause only a few such papers have been submitted. One of 
the reasons for the paucity of psychodynamic papers is 
that they usually require lengthy case reports to illustrate 
theoretical assertions, and their preparation is thus very 
time-consuming. The author contends that selection of 
small segments of therapy for analysis is possible and 
Should be encouraged because it focuses attention on low- 
level clinical inferences rather than on metapsychology. 
He presents a method of microanalysis that details the 
ideational structure of a conflict, views emotions as re- 
sponses to incongruent ideas, describes the controlling 
operations motivated by these emotional responses, and 
indicates the sequential changes in conscious experience 
during a treatment episode. 


WITH AN EVENTUAL GOAL of an improved rationale for 
therapy, it is desirable to clarify the cognitive processes 
involved in the ‘theoretical construct of ‘‘working 
through.” A detailed microanalysis of episodes in ther- 
apy is one step toward this goal. 

I will analyze herein a single episode, the composition 
of a poem during a session of psychoanalytically oriented 
psychotherapy. As it happened, many classical psycho- 
dynamic principles were illustrated in this episode, but 
the microanalytic approach provides the details of only 
one. For example, the poem formation helped the patient 
to master a conflict, and the degree of anxiety experi- 
enced was titrated by a series of defensive operations, 
particularly a temporary denial that allowed a gradual 
integration of warded-off ideas. The microanalysis fo- 
cuses on this gradual integration. 

The compulsive repetition of stress-related ideas, the 
emotional valence attached to recent experience because 
of childhood experiences, and the reproduction of these 
experiences in the dimensions of transference and resis- 
tance are also relevant themes but are not the focus for 
the present microanalysis. 

The detailed focus on the gradual expression in con- 
sciousness of threatening ideas will mean a discussion of 
the regulation of which ideas gain mental representation, 
the organization and shifts of organization of thought, 
changes from a concrete personal instance to an abstract 
concept, and fluctuations in self and object awareness. 


Dr. Horowitz is Professor of Psychiatry, School of Medicine, Uni- 
versity of California, San Francisco, Calif. 94143. 
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BACKGROUND 


In the early period of psychoanalysis, working through 
was discussed in terms of pathogenic traumatic experi- 
ences and instinctual demands. After interpretation and 
preliminary insights, working through entailed further 
recollection and repetition. This resulted in abreaction of 
emotional responses previously “‘strangulated’’ by re- 
pression. Included in the concept was progressive con- 
frontation, as well as modification of the power of uncon- 
scious instinctual demands (1). 

With the rise of ego psychology, working through 
came to mean a repetitive overcoming of unconscious de- 
fensive patterns as they appeared in current experiences 
and were recognized in the patient’s memories of the 
past (2). In contemporary psychoanalysis, a cognitive 
point of view adds further details to the concept of work- 
ing through. Included in the elaboration of associative 
meanings of current and past memories and fantasies is 
the revision of attitudes, as well as the modification of 
self and object representations. I will focus on only a sec- 
tor of working through, concerned with the extension of 
meanings of a current life event, especially the relation- 
ship between the current ideas and past ideas, emotional 
responses, and reactive defenses. 


CASE FRAGMENT 


The patient, a student in his late 20s, lived as an in- 
tellectua] hermit. Although he was brilliant, he was so- 
cially immature and professionally unsuccessful. *Nar- 
cissistic personality disorder" would be the closest 
diagnosis. The episode of interest occurred during the 
second year of psychoanalytic psychotherapy. 

A comment on the patient's style of working in therapy 
at this stage of treatment will clarify the context of the vi- 
gnette. He characteristically brought in an emotionally 
toned current experience. He would not know clearly 
what the emotions were or why the experience bothered 
him: we were to find that out together. We would then 
“find out" that the experience gave rise to ideas that 
wounded his self-esteem and caused sadness, fear, humili- 
ation, anger, or self-disgust. He would then parade the 
negative emotion in an exhibitionistic way, enjoying this 
activity as a sign of his successful work in treatment and 
as evidence of my attention and "gifts of insight" (a nar- 
cissistic transference gratification) (3, 4). As will be seen, 
this form of interpersonal relationship paralleled the con- 
tent of the warded-off ideas and feelings. 

In previous hours he had worked sporadically—to a 


degree that was tolerable for him—on his fear of the vari- 
ous rituals of sexual courtship. When he was forward in 
caresses, he felt in danger of a humiliating rejection; 
when he was backward, he felt in danger of being labeled 
as nonvirile. An arrogant nonchalance was a common 
pose to maintain poise and self-esteen. 

He began the hour I shall describe by talking about the 
previous evening, spent with a girl friend. He was charac- 
teristically nonchalant as he mentioned, almost as an 
aside, that he had engaged in intercourse with her for the 
first time. The incident he brought in for this hour was 
that he had noticed that “something haunted him about 
the occasion." This incident occurred a moment prior to 
intercourse. They had undressed themselves some feet 
apart from each other and he had seen her glancing at 
him. He recalled thinking of himself, “I have a handsome 
and tanned head but my body must look old because it is 
white and soft." 

After telling me of the haunting quality of the memory, 
of the glance, and his idea of a young head on an old 
body, he then entered a reverie state, which was his nar- 
cissistic version of free association. I call his reverie state 
“narcissistic” because I had reason to believe that he ex- 
perienced it as if he were a child asleep and dreaming 
while I, the parent, watched and guarded him. This was in 
fact an idealizing quasi-transference (4). During the ex- 
perience he had no sense of me as a cohesive person 
other than as a kind of two-dimensional “guardian”; 
also, in this state he seemed to have little or no sense of 
reflective self-awareness (5). 

In this reverie state, which will be called the ‘‘ex- 
periential mode" in what follows, he reexperienced the 
event through a revisualization of the scene. He described 
again the idea of his body being old and his head young. 
He made the association of “old” as “unattractive”; he 
supposed the girl might find his white body old and unat- 
tractive. 


Warded-off Contents 


Now I will deviate from chronology to describe the 
warded-off mental contents in order that the reader may 
know the ideas and feelings that the patient was pre- 
disposed to have at this point. These emergent contents 
were warded off because they threatened to cause exces- 
sive emotional pain if they were directly and clearly expe- 
rienced. The contents emerged only gradually through 
the progressive integration of defense and threatening 
contents (6, 7). I hope the reader will bear with a dense 
statement of the entire warded-off cluster, since this will 
clarify the functions of the construction of the poem. 

The conscious idea! “My body is white" and the im- 
plied “She may find it unattractive” tended to evoke the 
respondent idea "My body will really age" (as outlined 
at the top of figure 1). This idea was warded off first 
through repression and then through denial (as dia- 


"The italicized phrases refer to areas printed in capital letters in figure 
1. This figure is best used as a flow chart read piecemeal while the 
reader is following the text. 
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FIGURE I 
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RELEVANT MEMORIES AND FANTASIES 


grammed by the broken lines in figure 1 and described 
later in terms of specific cognitive maneuvers). 

Why was the idea “My body will really age" warded 
off? Because it matched associatively with an enduring 
attitude, “Only the young get attention"—an attitude 
based in turn on oedipal memories (how he succeeded in 
diverting his mother's attention from his father, who was 
old) and fantasies (according to the talion principle, his 
punishment for replacing his father will be to age as he 
has). There is also a plausible preoedipal configuration, 
although I do not have sufficient evidence to be sure of 
this: his mother did stop treating him as “his majesty the 
baby" as he grew from infancy to childhood, and she 
later indulged (as the patient experienced it) a younger 
sibling. 

The associational match led to the “conclusion” that 
he would not get attention. This respondent idea “He will 
not get attention" is a narcissistic blow in that it does not 
mesh well with an appraised (although warded-off) need 
for continuous attention from others. The threat of ex- 
periencing such thoughts in conscious form generates sig- 
nal anxiety related to a fear of the loss of the object's love 
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or the loss of the object. The composite emotional experi- 
ence would be potentially intolerable if inhibitory con- 
trols (for the moment crudely summarized as denial and 
repression) did not prevent a clear conscious representa- 
tion of the respondent ideas. In the model diagramed in 
figure 1, emotions are responses to ideational matches 
and in turn motivate control of ideation. 


Cognitive Maneuvers 


Now let us return to the stream of experience described 
by the patient in the hour with me. He was in a state of 
thinking the conscious ideas and warding off the respon- 
dent ideas diagramed in figure 1. His repressive capac- 
ity—the ability to totally inhibit the “My body will really 
age" idea—was not adequate to the emergent power of 
this associative idea. He experienced this idea consciously 
but then denied its import in a series of cognitive maneu- 
vers. The composite of these maneuvers, which were 
spoken of summarily above as "denial," accomplished 
two aims. They titrated his conscious emotional experi- 
ence to within tolerable limits, and they also led even- 
tually to a clear and conscious expression of the once 
warded-off ideas. 

The first noticeable maneuver was to change the con- 
crete personal image of the girl looking at him, and even 
the less object-oriented idea of his body aging, to an ab- 
stract principle—not "My body will age" or "My body is 
older," but ‘‘Bodies age." Concomitantly, he shifted 
modes or plans of thought organization from an ex- 
periential mode (experiencing his associational re- 
sponses) to a problem-solving mode (thinking of the im- 
plications and possible recombination of the associations 
with reference to a particular goal) (8). In particular, he 
switched to a problem-solving mode of formulating a 
poem. Poetic organization of a certain type was familiar 
.to him--he liked to compose three-line haiku. The orga- 
nizing format or “goal” of these poems was to juxtapose 
two seemingly contrasting ideas to arrive at a third line 
that synthesized the two contrasting ideas. 

In this problem-solving mode he therefore had a pre- 
determined and automatized plan: take the idea “Bodies 
age," find a potentially related but opposite idea to juxta- 
pose, and then show the relatedness of the two ideas. This 
switch from responding in an experiential mode to oper- 
ating in a problem-solving mode temporarily halted the 
ideational cycle of linear associations that would lead to 
representation of the warded-off contents (9, 10). Instead, 
he now “knew” what else to think: if “Bodies age" repre- 
sents a loss, he had to think of a relevant gain. He se- 
lected sensibility, a kind of wisdom of the body, as the 
gain with aging. The loss (attractiveness) and gain (sensi- 
bility-wisdom) juxtaposed well with a poignant, bitter- 
sweet, evocative quality in the short poem. (The three 
ideas were “Bodies age,” “One gains sensibility-wisdom 
with time," and “The second compensates for the first.) 
The poem "read" well and he felt a thrill imagining an 
audience's response. There was, again, a narcissistic gain 
to compensate for a narcissistic loss. 

While I am constrained not to report the actual poem, 
a similar substitute has been contrived. Although it is not 
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as aesthetically pleasing as the original, it conveys the 
ideational movement. 


Old hawk wings droop with time yet hover still 
Sharply sudden the deft swoop through needles’ eyes 
How expertly this ancient warrior pierces his 
target prey 


As he imagined the audience or reader response, he 
switched from the problem-solving mode—filling ideas 
into the plan for a haiku—to the experiential mode. This 
experiential mode consisted of the contemplation in fan- 
tasy of how someone else would respond emotionally to 
his poem. In the context of this return to the experiential 
mode, he then experienced anxiety and sadness in an at- 
tenuated form—as poignancy that was tolerable because 
something was gained as well as something lost. This 
emotional experience was not clearly located; it was nei- 
ther in his self nor in his imagined audience but somehow 
partook of both. There was, however, a relative reversal 
of roles from passive to active. Next, he again switched 
modes away from the experiential organization of 
thought sequence. He went from the experiential mode, 
his reverie of associational responses, to the analytic 
mode. That is, he became aware of me and himself again 
(reflective self-awareness). He then reflected on my re- 
sponses to the poem, which will be described after a brief 
summary of matters thus far. 

To recapitulate, this patient titrated a gradual emer- 
gence and experience of warded-off mental contents*by a 
series of cognitive maneuvers. These maneuvers involved: 
1) inhibition of representation of the warded-off contents; 
2) change from a personal, concrete instance to an ab- 
stract concept; 3) change from an experiential mode (al- 
lowing responsive associations) to a problem-solving 
mode (composing a poem); 4) decrease in reflective self- 
awareness and awareness of my presence; and (as aware- 
ness of me returned) 5) associations of my possible re- 
sponses to the haiku and to ideas of my aging. 


Assimilation 


As he thought of my response, he decided that I was 
old and therefore “whiter” and "softer" than he, but that 
maybe I could take it because I had accumulated wis- 
dom. This externalization allowed him continued partial 
immunity from the emotional threat, but it also allowed 
him to contemplate the warded-off ideas and feelings and 
appraise the degree of threat through identification with 
me: Could I stand it?, etc. From this point of view, the 
construction of aesthetic symbols or “names” serves con- 
templation of emotion rather than intense and direct ex- 
periencing of emotional states (11). 

Deciding that I was all right (that is, not too threatened 
by either the thrust of his powerful creative achievement 
or my comparative age), he switched modes from the 
analytic mode (thinking of what went on between us) to 
the experiential mode (associative reverie). He developed 
associations clustered around his enduring attitude that 
only the young can get attention, and getting older pushes 
you “off stage." There was then a brief negation of the 


topic—he was not old but young—and another return to 
the hard-to-accept idea that he too would really age. 
There were then switches between modes. These went 
from his associative reveries to the analytic mode (“What 
would I think of his associations” —his version at this 
point of an observing autointerpretive ego) and back to 
further associations that led eventually to his conscious 
experience of the warded-off contents. 

Toward the end of the hour, then, he had the capacity 
to think and feel contents that had been warded off ear- 
lier in the hour. His shift to poetry writing allowed a pe- 
riod of what could summarily be called denial, although 
there was actually a composite of defensive maneuvers. 
During this period he progressively assimilated threat- 
ening ideas and feelings. The poetry writing, in particu- 
lar, entailed a switch away from the experiential mode, 
an alteration in self-object attitudes, and a wishful, nar- 
cissistic compensation for a threatened blow to his self- 
esteem. 

At the end of the hour he stood up and announced he 
would write down the poem and that he had “really got- 
ten something" from this hour. This savoring of “‘get- 
ting" and his capacity to make the poem reassured him: 
he had a safe retreat. In a way, he could tolerate the 
threat of the warded-off contents only in the real relation- 
ship and the narcissistic transference (me as guardian an- 
gel and receptor of bad things, like age). Wrapped in a 
package, the poem, the warded-off ideas, and our rela- 
tionship could be reviewed and yet denied, a way station 
on the path to integration and acceptance. 

What was worked through? Some previously warded- 
off ideas and feelings about a particular life event and re- 
lated past experiences were allowed representation. This 
permitted the event to be assimilated or worked through. 
His style of avoiding threatening ideas and feelings by de- 
nial and repression was not altered by the one hour, but 
repetition of such work gradually increased his tolerance 
for painful ideas, cut down generalizations based on 
childhood experience, and reduced the extensiveness and 
intensiveness of his unconscious defensive operations. His 
defensive style, narcissistic vulnerability, and enduring 
attitudes were chipped away at, not worked through. As 
for the transference situation, this hour was a repetition. 
Once again he paraded a “discovered” negative emotion 
in an exhibitionistic way. The transference perhaps 
evolved a little and, together with realistic goals of self- 
awareness, motivated the working through of the stress- 
ful life event. But the patient gained no insight into the 
transference aspects of this hour, and they were not inter- 
preted at this time in the treatment. 


THE CASE FRAGMENT IN THE LARGER CONTEXT OF 
THE THERAPEUTIC PROCESS 


This paper has focused on cognitive maneuvers in a 
single hour. If it were a fully developed case report, the 
focus would have been on longer order patterns, such as 
the patient's use of an idealizing transference to bolster 
an impairment in maintaining a cohesive self-concept. 
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The psychoanalytically oriented reader may tend to en- 
large on the small-order patterns in order to imagine the 
large-order patterns involved in the patient's character 
pathology and may wonder what interpretations were in- 
volved in the treatment. As it happened, no inter- 
pretations were made by the therapist in this particular 
hour. The therapist operated as a presence—only par- 
tially experienced by the patient, but nonetheless a pres- 
ence—who occasionally (like a rudder) made quite minor 
deflections that kept the patient safely on a course. These 
few comments on the treatment are made only to clarify 
what is not under discussion here: transference, resistance 
to transference, interpretation of transference, genesis, 
and resistance. 

Interpretive activity did precede and follow the hour. 
Alone, the patient would not have extended the meanings 
of the stressful event because the emotional threat (anx- 
iety and/or humiliation) was too great. In the therapeutic 
relationship, the emotional threat was reduced, and the 
anticipation of transference gratification motivated an 
elaboration of ideas and feelings that were usually 
warded off. Interpretations of resistance and fears about 
intimacy, trust, and self-exposure had preceded this mo- 
ment in therapy. Such work led to the existing alliance, 
the protective umbrella of relationship that allowed the 
patient to work out his ideas without immediate inter- 
pretation. 

During the hour reported I felt it advisable not to inter- 
pret those meanings of the material that were too threat- 
ening. The patient's sense of self-esteem and safety was 
enhanced by his own capacity to work out the event and 
its significance, once confidence was present. In sub- 
sequent hours it was possible to return to the memorable 
product, the poem, and elaborate further meanings. 

For example, the episode of intercourse was a major 
stress as well as an accomplishment. The patient's anx- 
ieties about sex and performance were as important as, or 
more important than, his worries about his appearance. 
He was afraid of being judged inferior, and the hawk and 
prey diad of the poem was symbolic of a particular self 
and object schema. One role was that of a strong, sadistic 
aggressor, the other of a helpless, faceless, or amorphous 
object. 

The poem was a wish fulfillment. It posited him as the 
hawk, the woman as “prey.” He was capable of "pierc- 
ing" fully and was not in danger of impotence. The self- 
object diad was a reversal of the most fearful version of 
the same schema, in which he was the characterless prey. 
The clarification of this aspect of the episode, as well as 
certain sadistic aspects of his sexuality, required sub- 
sequent interpretation and much more extended working 
through. 


CONCLUSIONS 


Microanalysis focuses on the small-order patterns of 
the interrelationship among ideational structure, emo- 
tional responses, and reactive control responses. Several 
tools for microanalysis can be abstracted from the 
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method used in this single case. The feedback system be- 
tween ideas, emotions, and defenses involved a particular 
format in which the discrepancy between current ideas 
and enduring attitudes generated affect. The threat of 
painful emotions motivated control systems, which inhib- 
ited or distorted the ideational structure, leading to a de- 
crease in responsive affect. A reduced threat of affect, re- 
sulting from controls, alterations in the mode of thought 
organization, or safety in the relationship, allows the am- 
plified consciousness of usually warded-off ideas. 

This format suggests a diagrammatic structure that 
can be used for other types of microanalysis. Minute 
clarifications, if multiplied, can lead to a theory of the 
processes of change in psychotherapy. In turn, such 
knowledge would lead to improvements in technique. 
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The Combined Accelerated Program in Psychiatry: A Progress Report 


BY WALTER WEINTRAUB, M.D., GEORGE BALIS, M.D., AND JAMES MACKIE, PH.D. 





The authors report on the nature and progress of the 
Combined Accelerated Program in Psychiatry (CA PP), 
now in its fourth year of operation. The program involves 
three and a half years of undergraduate and two and a 
half of postgraduate training. Participants begin clinical 
training in the freshman year and supervised psychother- 
apy in the sophomore year. Test results comparing 
CAPP students with their non-CAPP fellow students and 
with psychiatric residents indicate that CAPP students in 
the middle of their junior year score higher than residents 
after one and a half to two years of training. The authors 
present and respond to criticisms of the program, observ- 
ing that the true test will lie in the careers of CAPP grad- 
uates and in the program's impact on psychiatric educa- 
tion. 





ALTHOUGH THERE HAS BEEN some talk among psychiat- 
ric educators of early specialization and tracking in medi- 
cal school, few attempts have been made to integrate un- 
dergraduate education and residency training. Of those 
programs known to us, most simply permit medical stu- 
dents to begin conventional residency training in the se- 
nior year (1). Such projects are combined in name only— 
the undergraduate and graduate curricula remain distinct 
and unaltered. 

We wish to describe what we believe to be the largest 
and most radical combined program in psychiatry in the 
country, the Combined Accelerated Program in Psychia- 
try (CAPP) of the University of Maryland School of 
Medicine, Baltimore, Md., now in its fourth year of oper- 
ation. Since a number of our colleagues have raised ques- 
tions about the goals and strategies of the program, we 
will herein describe the CAPP and present a progress re- 
port on its first three and a half years. 

The CAPP gives selected students who have a special 
interest in and aptitude for psychiatry the opportunity to 
progress through a series of sequentially arranged 
courses and clinical experiences beginning in the fresh- 
man year of medical school. The program includes three 
and a half years of undergraduate and two and a half 
years of postgraduate training. It is expected that upon 
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graduation from medical school, CAPP residents will be 
able to assume clinical and teaching responsibilities not 
ordinarily undertaken by psychiatric residents. 

It was also the faculty's intention in establishing the 
CAPP to create a laboratory in which the process of be- 
coming a physician and a psychiatrist could be studied, 
more effective teaching techniques could be tested, and 
methods of evaluating acquired knowledge and clinical 
skills could be developed. 


DESCRIPTION OF THE PROGRAM! 


For purposes of description, the program can be di- 
vided into three parts: 1) assimilation of basic psychiatric 
concepts, 2) acquisition of clinical skills, and 3) devel- 
opment of a critical sense. 


Assimilation of Basic Concepts 


We expect students to be familiar with the general cul- 
ture of the psychiatric profession by the middle of the ju- 
nior year of medical school. Reading seminars are sched- 
uled through the first two and a half years of the 
program, and all major areas are covered in some depth. 


Clinical Skills 


The clinical part of the CAPP is highly structured; it 
consists of a sequentially arranged series of experiences 
that all participants must pass through. During the first 
semester of the freshman year, students learn the art of 
interviewing, using first each other and then ward 
patients as subjects. The use of closed-circuit television 
enables students to study their interviewing styles and 
those of their fellow students in minute detail. During the 
second freshman semester, students learn to elicit and de- 
scribe the signs and symptoms of psychiatric illness. They 
become familiar with diagnostic nomenclature and learn 
to make psychodynamic formulations. In addition to the 
interviewing seminar, CAPP students spend a block of 
four hours a week on one of the psychiatric inpatient 
units. They become familiar with a ward community and 
submit five mental status reports and three complete 
work-ups as part of the first-year requirements. These re- 
ports are corrected by a faculty member and returned to 
the students within 24 hours. 

CAPP students are offered free individual psychother- 
apy during their first year in order to help them develop 


‘A brochure describing the CAPP in greater detail is available from Dr. 
Weintraub on request. 
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clinical sensitivity. Although this part of the program is 
optional, almost all students take advantage of it. 

During the summer following the freshman year, 
CAPP students must spend at least eight weeks working 
with emotionally ill patients. Contact with patients is 
stressed, and the role of the student may be defined in a 
variety of ways. Students may choose any psychiatric set- 
ting they wish; some have gone as far as London or San 
Francisco. For financial reasons, the majority of CAPP 
students choose to work in one of the state or VA hospi- 
tals in the Baltimore area. 

At the beginning of the sophomore year, CAPP stu- 
dents begin to conduct supervised individual psychother- 
apy with adult outpatients. They are expected to have one 
adult man and one adult woman in treatment as long as 
they are in the program. Therefore, students who com- 
plete.the six-year program will have had five years’ expe- 
rience in supervised individual psychotherapy with adult 
outpatients. Patients in psychotherapy who terminate or 
drop out are replaced as soon as possible. Each CAPP 
student receives one hour of individual supervision 
weekly, and the sophomore clinical program also in- 
cludes a weekly continuous case seminar. 

Non-CAPP junior medical students begin their clinical 
clerkship in September; CAPP students start their rota- 
tions in the summer. A five-month rotation on pediatrics 
and child psychiatry begins on July 1; this joint rotation 
is available only to CAPP students. As part of the pediat- 
rics and child psychiatry block, students treat two chil- 
dren and one family in supervised longitudinal psycho- 
therapy. After completion of this assignment, they are 
expected to continue seeing one child and one family as 
long as they are in the program. Patients are replaced as 
they terminate or drop out of treatment. Students who 
complete the six-year program will have had four years’ 
experience in supervised psychotherapy with children and 
families. 

Since CAPP students receive elective credit for their 
summer work, they can graduate from medical school in 
three and a half years. Those students going into psychi- 
atric residency training are expected to take six months 
of medical internship at a local community hospital. 
Those who plan to enter nonpsychiatric specialties or 
who wish to combine psychiatry with another clinical dis- 
cipline are expected to do psychiatric work during this 
six-month period. 


Critical Sense 


In addition to the scheduled psychiatric concepts semi- 
nars, CAPP students attend research dinner meetings 
monthly at the homes of the faculty. Investigators in the 
behavioral sciences are invited to discuss their work with 
the students in settings that encourage informality and 
intimacy. 

At the beginning of the junior year students choose a 
research project and a faculty adviser. They are expected 
to complete their projects before graduating from medi- 
cal school. 

Since we are focusing on the progress of the program 
during its first three and a half years, we will omit a thor- 
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ough description of the postgraduate part of the CAPP. 
(This description is included in the brochure referred to in 
footnote 1.) We will simply note that students who have 
completed all requirements of the first four years are au- 
tomatically invited to stay on as residents for two addi- 
tional years. Because of the CAPP’s intensive medical 
school training in psychiatry certain modifications have 
been introduced into the residency program to meet the 
special needs of CAPP residents. 

Several additional facts should be noted in our descrip- 
tion of the CAPP. Students in the program must take all 
courses and clerkships required of other medical stu- 
dents, with the exception of the regular psychiatry offer- 
ings. They are required to take two months of senior elec- 
tive medicine in addition to junior clerkships and the 
large block of pediatrics and child psychiatry at the be- 
ginning of the junior vear. 

Commitment to the program is on a year-by-year 
basis, and any student who is dissatisfied for any reason is 
free to resign and resume regular psychiatry courses. The 
faculty, through its CAPP executive committee, reviews 
each student's progress at the end of the year and may 
drop participants for either insufficient effort in psychia- 
try or poor performance in nonpsychiatric disciplines. 

Through an arrangement with the Baltimore-Washing- 
ton, D.C., Psychoanalytic Institute, CAPP students may 
apply for formal psychoanalytic training as early as the 
sophomore year of medical school. Two CAPP seniors 
are currently enrolled as candidates in this institute. 


RESULTS 


Considerable data have been systematically collected 
on various aspects of the CAPP. We have been interested 
in the student's background, his total experience in the 
program, those factors that influence the choice of medi- 
cal specialty, and the more narrow issue of the program's 
effect on the student's competence in psychiatry. This re- 
port will deal briefly with attempts to measure and com- 
pare CAPP students’ competence with that of their fel- 
low non-CAPP students and of psychiatric residents at 
various levels of training. 

There are currently 38 CAPP students, who were se- 
lected from approximately twice that number of appli- 
cants. In the most advanced group, the seniors, 8 of the 
original 12 students are still in the program at the end of 
three and a half years. One student in this group quit 
halfway through the freshman year, another was dropped 
from the program during the sophomore year because of 
academic difficulties, and 2 others quit in the junior year 
because they felt that the academic load was too heavy. 
The junior group retains 8 of the original 12 candidates: 
| quit after the freshman year and | at the end of the 
sophomore year; | was dropped because of an inade- 
quate effort in psychiatry; and a 4th quit in the junior 
year. In the sophomore group, 9 of the original 13 stu- 
dents remain: | quit after several months in the fresh- 
man year; | took a leave of absence from medical 
school after the first freshman semester and was dropped 


from the program; | was dropped because of poor aca- 
demic performance; and 2 resigned after being put on 
probation for insufficient effort. (The reason that a total 
‘of 13 original students is given for the sophomore group 
is that a replacement was found for the student who quit 
during the first semester.) The 12 original students in the 
freshman group are still in the program. 

The following is a brief summary of results of exam- 
inations given to CAPP students, fellow students not in 
the CAPP, and psychiatric residents. (A detailed analysis 
and discussion of these results will be published sepa- 
rately.) 

Departmental tests given to the entire freshman medi- 
cal school class indicate that CAPP students possessed 
no greater knowledge of the subject matter taught than 
the other students. This would appear to suggest that the 
CAPP students as a group did not enter medical school 
witb significantly more psychiatric knowledge than their 
fellow students. 

Midway through the junior year, the 10 students re- 
maining in the most advanced group were given the 1969 
APA Self-Assessment Program (now referred to as 
PKSAP-I) and a comprehensive departmental exam- 
ination. The results of these tests permit certain com- 
parisons between this group and three others: randomly 
chosen junior students tested following their psychiatry 
clerkship, University of Maryland psychiatric residents 
in all three years of training, and a representative na- 
tional group of psychiatric residents after one or two 
years of training. 

On the departmental examination CAPP students in 
the middle of their junior year scored higher than Univer- 
sity of Maryland residents with one and a half years of 
training. Only third-year residents, who had finished two 
and a half years of training, scored higher than CAPP ju- 
niors. 

Results of the PKSAP-I, which contains both basic 
science and clinical sections, indicate that CAPP students 
in the middle of the junior year scored slightly higher 
than a representative national sample of psychiatric resi- 
dents with two years of training. The CAPP juniors also 
scored significantly higher than a randomly selected 
group of non-CAPP juniors on the departmental exam- 
ination, the PKSAP-I, and the psychiatry subtest of part 
2 ofthe National Board Examinations taken at the end of 
the junior year. 


DISCUSSION 


In summary, results of a departmental test and the 
PKSAP-I indicate that although CAPP students had no 
greater knowledge of psychiatry than their fellow stu- 
dents at the end of their freshman year, their scores at the 
end of two and a half years of medical school were signif- 
icantly higher. These tests also show that CAPP students 
in the middle of their junior year did better than both 
University of Maryland psychiatric residents with one 
and a half years of training and a representative sample 
of American psychiatric residents who had completed 
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two years of training. The question of whether or not the 
evaluative instruments we used adequately measure psy- 
chiatric knowledge and clinical judgment is an important 
one and will be considered in a future publication. We 
would note, however, that both our data and those gath- 
ered by the APA Office of Continuing Education for Psy- 
chiatrists show improved resident performance on the 
tests as a function of increased length of training (2). 


Criticisms of the Program 


A number of criticisms of the CAPP have been made 
by psychiatric educators who are familiar with the pro- 
gram. One is that the CAPP unwisely encourages pre- 
mature choice of specialty, in that the enormous invest- 
ment of time and energy required makes it difficult for 
students to seriously consider other choices. The opposite 
criticism has also been made—that the CAPP's main 
appeal to students is the chance it gives them to work 
with patients from the very beginning of medical school 
and that students will lose interest and drop out when 
regular clinical rotations begin in the junior year (3). 

Other criticisms include the following: 

l. Tracks like the CAPP prevent students from 
achieving competence in nonpsychiatric medical dis- 
ciplines. 

2. The CAPP rushes students through psychiatric 
training, to their ultimate disadvantage. 

3. Psychiatry tracks run the risk of diverting faculty 
from students who do not intend to become psychia- 
trists (4). 

4, The program will lead to very serious morale prob- 
lems at the residency level. Those who pose this criticism 
feel that non-CAPP residents will be considered “‘second- 
class citizens," and resentment will inevitably follow. 
They also point out that unhealthy inbreeding will result 
if the entire resident staff is recruited from the CAPP. 

Finally, several critics have contended that whatever 
results are achieved in terms of increased competence can 
be attributed to the effects of novelty and the increased 
attention students receive rather than to any inherent vir- 
tues of the CAPP. Any new program offering a great deal 
of individual attention attracts superior students who will 
perform well. These crities suggest that when the novelty 
wears off, faculty and students will Jose interest and no 
lasting contribution will have been made (5, 6). 


Comments 


These criticisms come from thoughtful educators and 
must be given serious consideration, The program is too 
young for us to answer them-definitively. We will simply 
make a few comments based upon our experience so far. 

With respect to premature choice of specialty, we are 
collecting data that will shed light on the impact of the 
medical school experience, including the CAPP, on stu- 
dents’ interests and career decisions. Since the first 
CAPP group has just graduated from medical school, it 
is obviously too early to draw any firm conclusions. Our 
impression is that students who have decided to become 
psychiatrists before entering medical school are rein- 
forced in their decision by participation in the program. 
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It is possible that some students who did not originally 
intend to specialize in psychiatry might do so as a result 
of participation in the CAPP. Whether this is good or 
bad depends upon one’s point of view. The program at- 
tempts to give the student a taste of what it is like to bea 
psychiatrist. If he then decides to enter the profession, he 
is less likely to be surprised or disappointed by sub- 
sequent experiences. Since CAPP students must take all 
courses and rotations required of regular medical stu- 
dents, they have ample opportunity to acquaint them- 
selves with other career possibilities. 

So far there has been no mass exodus from the pro- 
gram as a result of clinical experience in other disciplines. 
Even though treating psychiatric patients often presents 
difficulties for CAPP participants when they are assigned 
to other clinical services, only two students have quit dur- 
ing their junior year. 

Because the CAPP has a very strong medical orienta- 
tion, there is no danger that its participants will not 
achieve clinical competence in medicine. CAPP students 
must meet all requirements of a four-year medical school 
before they graduate. They must also take two months of 
senior elective medicine and one month of senior elective 
pediatrics. After graduation CAPP students take a six- 
month straight medical internship, which is more experi- 
ence in medicine than most rotating interns get. Many 
applicants to current conventional residency programs 
have had no internship at all. 

A close inspection of the CAPP curriculum should put 
to rest any fears that we are compromising the quality of 
psychiatric education our students receive. A six-year 
track strikes us as an ideal rather than a convenient pe- 
riod of time. CAPP residents who complete the six-year 
program will have had five years of longitudinal experi- 
ence with adults, four years with children and families, 
and two years with groups. They will also have had a full 
year of inpatient psychiatry, three months of psychiatric 
emergency room work, four months of liaison work, and 
six months of community psychiatry. This is much more 
than is required in any existing three-year program. The 
completion of a research project is another requirement 
of the CAPP that is not part of conventional residency 
training programs. 

Has the CAPP diverted faculty from regular under- 
graduate medical school teaching? There is no question 
that the program is very popular among the faculty; it is 
absorbing approximately 40 percent of all teaching time 


devoted to medical students. Nevertheless, there are in- _ 


dications that the quality of undergraduate education in 
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general has improved since the creation of the CAPP. In 
1973, University of Maryland junior medical students 
scored much higher on the psychiatric subtest of part 2 of 
the National Board Examinations than in any previous 
year. 

We agree with our critics that the dangers of in- 
breeding and of creating two classes of residents are very 
real. We plan to take no more than half of our future resi- 
dent staff from the CAPP. The degree of possible future 
tension between CAPP and non-CAPP residents is im- 
possible to predict. Some irritation has already been ex- 
pressed by certain residents concerning the special status 
of CAPP students. Since the director of the CAPP is also 
in charge of residency training, we are in a position to 
monitor developments in this area and to take corrective 
action if things begin to get out of hand. 

With respect to the effect of individual attention, the 
development of a mystique—the promotion of a feeling 
of *specialness" in CAPP students as a way of motivat- 
ing them to superior performance and achievement—is 
an important part of the program’s strategy. In addition 
to the educational benefits derived from the CAPP, stu- 
dents can develop close relationships with the faculty. 
They are invited into the faculty’s homes and are offered 
fellowships and jobs—in short, they are privileged in ev- 
ery way. These favors naturally cease when students quit 
or are asked to leave the program. 

Is this mystique simply a temporary result of novelty? 
Can the desire of faculty and students to work hard in a 
voluntary program be indefinitely stimulated? We can 
only state that in the middle of its fourth year the pro- 
gram does not appear to have lost its appeal. Our task 
has been facilitated by a recent curriculum reform that 
sets aside generous amounts of time for tracking. Ulti- 
mately, the true test of whether or not the CAPP should 
be continued will be in the careers of our graduates and in 
the impact of the program on psychiatric education. 
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A Comparison of Patients Discharged Against Medical Advice 


with a Matched Control Group 


BY NANCY SCHEER AND GAIL M. BARTON, M.D., M.P.H. 





This study examines prospective admission and follow-up 
variables by comparing 21 psychiatric patients leaving an 
institutional facility against medical advice (AMA ) with 
21 control patients. The authors conclude that leaving 
AMA is not necessarily detrimental to patients three or 
six months after discharge, that the patient may actually 
be running toward health rather than away from treat- 
ment, that the AMA patients have a different relation- 
ship with the staff than non-A MA patients, and that ef- 
fort might be spent in educating the staff and milieu that 
an AMA discharge may be beneficial therapeutically 
rather than a negative occurrence. 





THE PSYCHIATRIC PATIENT leaving an institutional facil- 
ity against medical advice (AMA) has been analyzed 
from many different perspectives in the literature. The 
majority of studies dealing with AMA patients have 
taken a retrospective, patient-focused approach, with the 
investigators trying to identify variables that distinguish 
AMA patients from non-AMA patients (1-8). The in- 
consistency in the results of these patient-focused ap- 
proaches has led some researchers to investigate other as- 
pects of an AMA discharge, such as the role of the 
therapist (5, 9, 10), the patient's family (3), and the ward 
atmosphere (7). Together these studies leave the impres- 
sion that a great diversity of influences are at play when 
an AMA discharge occurs. 

Follow-up studies of AMA patients have been fewer in 
number than the etiological ones and almost uniformly 
described the posthospital adjustment for AMA patients 
as being the same as for control (non-AMA) patients. 
These studies indicated that readmission rates (8) and 
improvement after discharge (10) were the same for 
AMA and control patients. In only one study AMA 
patients did more poorly than control patients (4). In 
contrast with the other studies, this latter one used mailed 
questionnaires rather than personal interviews, which 
might account for the difference in results. Meyer and as- 
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sociates (11) found that the majority of AMA patients 
had no regrets about their AMA discharge, feeling that it 
was the best thing for them to have done at the time. 

We compared AMA patients with a carefully selected 
control group, focusing specially on admission and fol- 
low-up variables. The primary difference between this 
study and the ones discussed thus far is its use of a 
matched control group. Only in the follow-up study by 
Schorer (10) was a matched control group used, and it 
was not specified what variables were matched. After 
presenting and discussing the data, we will present some 
recommendations for dealing with the AMA discharge. 


METHOD 
Data Collection 


This paper presents part of a research project eval- 
uating the continuity of care of patients admitted to the 
adult inpatient service of the Neuropsychiatric Institute 
at the University of Michigan Medical Center. All 
patients admitted and/or discharged over a six-month 
period (between February | and July 31, 1972) were in- 
cluded in the study. Data from questionnaires filled out 
by the admitting physician and by the primary therapist 
on admission and discharge were used, as well as data 
from questionnaires filled out by a trained interviewer 
seeing the patients at three months and six months after 
discharge.’ 

Discharge summaries written by the primary therapist 
containing a brief description of the patient’s history, 
present illness, and hospital course were reviewed by one 
of the authors (N.S.) for further explanation as to why 
the therapist thought the patient left AMA. 


Population 


The AMA patients were identified by the primary ther- 
apist on the discharge questionnaire. Of the 24 AMA 
patients identified, 3 were not used in the study because 
they could not be located for a follow-up interview. 

The control population was chosen from patients in the 
study and matched with the AMA group on the basis of 
the following 10 variables: sex, race, age, marital status, 
occupation, previous psychiatric hospitalization history, 
the primary therapist's treatment recommendations at 
discharge, diagnosis, time of follow-up interview, and ad- 
justment to daily life. 


"The questions used are available from Dr. Barton on request. 
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The AMA and control groups were compared on the 
following admission variables: admission status, source 
of referral, patient’s attitude toward hospitalization, fam- 
ily’s attitude toward hospitalization, and chief complaint. 
The length of stay was also compared. The follow-up 
variables compared were as follows: assessment of the 
patient’s emotional health, the psychiatric treatment re- 
ceived, medication, his adjustment to daily life, his capac- 
- ity to work, his social adjustment, and his complaints 
about his hospitalization. 

When the means of two independent samples on vari- 
ables such as length of stay were compared, t tests were 
used (12). Chi-square tests were used for other variables. 
Fisher’s exact probability test was applied in cases of in- 
sufficient cell frequency. (In all analyses, the level of sig- 
nificance was set at p=.05.) 


Hypotheses 


Since this study included a matched control group, it 
was not possible to examine the demographic variables 
for significance, but these have been discussed in previous 
studies (1-8). However, having a matched control pro- 
vided an excellent opportunity to look at admission and 
follow-up variables. Investigating admission variables, 
Fabrick and associates (4) found that AMA patients re- 
ported more coercion to enter psychiatric treatment than 
did other patients. Daniels and associates (3) found that 
there were significantly more emergency admissions 
among AMA patients. 

Using these findings, we hypothesized that a significant 
number of patients who later were discharged AMA had 
been taken to the hospital by friends or relatives because 
of an emergency situation such as a suicide attempt. The 
friends or relatives were anxious to have the patient 
safely hospitalized, although the patient might not agree 
with this. The admitting physician, recognizing the poten- 
tial seriousness of the situation, would admit the patient 
after obtaining an involuntary hold (authorized by the 
hospital administrator for a 24-hour period) if the patient 
resisted admission. Thus, the AMA group compared 
with the control group would be expected to have a sig- 
nificantly greater number of cases where the chief com- 
plaint was a suicide attempt, where there was an outside 
source of referral rather than the patient coming on his 
own, where the family had a favorable attitude toward 
hospitalization, where the patient had an unfavorable 
attitude, and where the admission status was an in- 
voluntary hold. 

A second hypothesis was that the length of stay would 
be shorter for AMA patients since the patient would 
probably decide to leave before the therapist felt that dis- 
charge was indicated. 

It was also hypothesized that patients who left AMA 
and did not receive follow-up treatment would have dif- 
ferent motivations for leaving AMA than those who did 
receive follow-up treatment. Patients not receiving fol- 
low-up treatment would leave AMA because they were 
rejecting further psychiatric help. They might have been 
frightened by the hospital environment or have felt that 
they had received maximum psychiatric benefit from 


1218 Am J Psychiatry 131:11, November 1974 


their hospitalization, thus feeling no need to remain. Or 
they might have been poorly motivated for psychiatric 
treatment in the first place. It was hypothesized that 
patients who did receive follow-up treatment would leave 
AMA because they wished to seek an alternative form of 
treatment. They might have been dissatisfied with the 
hospital, choosing to go to another inpatient service, or 
there could have been circumstances in their current life 
situation that made inpatient treatment impractical or 
impossible at that time. Thus they were not rejecting psy- 
chiatric treatment per se but only the treatment modality. 

Regarding the follow-up interviews, it was hypothe- 
sized that there would be a qualitative difference between 
the complaints of the AMA and control group about hos- 
pitalization. It was not anticipated exactly what this dif- 
ference would be. On the basis of earlier studies, it was 
further hypothesized that there would be no difference 
between AMA and control patients on the other follow- 
up variables listed previously. 


RESULTS 


There was no significant difference found between 
AMA and control patients on any of the admission vari- 
ables. Length of stay was shorter for AMA than for con- 
trol patients as hypothesized: The mean length of stay for 
AMA patients was 16.3 days; for control patients it was 
54.7 days (p=.05). 

The hypothesis concerning patient motivation for leav- 
ing AMA was supported by the data. One of the authors, 
who had no prior knowledge of which patients sub- 
sequently received treatment, reviewed the discharge 
summaries for insight into why the therapist felt the 
patient had left AMA. There were six cases in which the 
discharge summaries indicated that the patient left AMA 
due to circumstances making inpatient treatment im- 
practical at that time (i.e., the patient's husband was hos- 
pitalized and she was needed to care for the children) or 
inpatient treatment at the particular facility impractical 
(Le., the patient's family lived in California and the 
patient was just visiting Michigan when psychiatric help 
was needed). These were distinguishable from the rest of 
the cases in which no such impracticality could be ascer- 
tained. Of the six, five received follow-up treatment 
(p=.03).. 

The complaints about hospitalization were ascertained 
during the follow-up interview, and as hypothesized, 
there was a qualitative difference between the complaints 
of the AMA patients and the control group (see table 1). 

There was no difference in the number of AMA and 
control patients offering complaints, nor was there a sig- 
nificant difference in the average number of complaints 
per person; however, there was an apparent difference in 
content. The AMA patients’ complaints tended to be 
more relationship-oriented and subjective, while those of 
the control patients tended to be more observational and 
objective. For instance, whereas the AMA patients com- 
plained of poor interpersonal staff interactions, ex- 
emplified by authoritarianism, deception, and inadequate 
attention, control patients complained instead about 


staff problems of a more observational quality, such as 
lack of staff training and lack of clear communication 
between staff members. The AMA patients’ complaints 
appear to have a charged, negatively purposeful quality 
as compared with control complaints. Concerning the 
overall effects of the ward, AMA patients complained 
about the institutionalized, dehumanizing atmosphere, 
while control patients complained about the physical 
inadequacies of the ward. In regard to treatment re- 
ceived on the ward, AMA patients complained about the 
psychological treatment approach, while control patients 
complained about inadequate treatment for physical 
illnesses. 

Thus, although the data on patient complaints do not 
lend themselves easily to statistical testing, there appears 
to be face validity to the hypothesis that a difference was 
found in the content of the complaints of the two 
groups—specifically that the AMA patients’ complaints 
were more subjective and relationship-focused while the 
control patients’ complaints were more observational 
and objective. 

On the follow-up variables, results were as anticipated. 
There was no significant difference between AMA and 
control patients, except that the number of AMA 
patients obtaining follow-up treatment was somewhat 
smaller than the number of control patients obtaining it, 
although not significantly so (p=.10). 


DISCUSSION 


The hypothesized differences between AMA and con- 
trol patients on admission variables were not supported 
by the data. Thus, using the variables of this study, AMA 
patients cannot be distinguished from control patients at 
admission. This is an unfortunate and disappointing find- 
ing since we had hoped originally to be able to prognosti- 
cate AMA patients with identified significant variables. 

The hypothesis concerning different motivations for 
AMA patients who do not seek further treatment versus 
those who do was found to be significant. Although moti- 
vations for leaving AMA are probably a good deal more 
complex than the two classifications used (rejection of 
psychiatric treatment or inappropriateness of treatment 
facility), the results do suggest an area for further re- 
search. 

The data on AMA patients having more relationship- 
oriented complaints could be explained in a variety of 
ways. AMA patients may be more sensitive to inter- 
personal cues than controls due to personality differ- 
ences. On the other hand, AMA patients may interact 
with the staff in such a way as to distance the staff from 
them, discouraging communication. Still another possi- 
bility is that, in the time period before a patient left 
AMA, the ward milieu actually alienated the patient be- 
cause of intrastaff problems such as staff disagreements, 
staff turnover, administrative policy conflicts, etc. Quite 
possibly all of these factors, as well as others, contributed 
to the tenor of the AMA patients’ complaints. It may 
prove difficult to sort them out in future research study- 
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TABLE ! 
Complaints About Hospitalization 


Control 
Group 
(N-21) 


AMA 
Patients 


Complaint (N=21) 





Authoritative attitude of staff 
Too little staff attention 

Staff deceiving patients 
Institutionalized atmosphere 
Lack of freedom 

Poor treatment approach 

Age group on ward 
Medication 

Lack of individuality 
Inadequate patient rights 
Poor physical setting 
Inadequate treatment for physical illness 
Poor staff communication 
Poor staff training 
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ing milieu factors of an AMA discharge, but this is a fu- 
ture goal for the investigators. 

Although it is significant that AMA and control 
patients were no different with respect to follow-up vari- 
ables (adjustment to daily life, capacity to work, social 
adjustment, subsequent psychiatric therapy and medica- 
tion, and the patient's assessment of his emotional 
health), these results are not surprising in light of other 
follow-up studies (8, 10, 11). 

This study did not attempt to elucidate how the control 
patients might have differentially benefited from hospi- 
talization by virtue of having stayed for the prescribed 
length of time. It is possible to suppose that the control 
patients might have been more capable of bettering their 
interpersonal relationships than the AMA patients due 
to the differences in length of hospitalization. Also, with 
the lengthier stay by the control patients, the staff would 
have a greater opportunity to understand the patient's 
dynamics, be encouraged by the patient's improvement 
and cooperation, and be more willing to relate positively 
to the patient than is usually possible if the patient stays 
only briefly. 

While recognizing the possibility that there may be 
treatment benefits for an AMA patient had he remained 
in the hospital, one should also recognize that the data 
thus far suggest that there is no difference. It is fairly 
clear that an AMA discharge is detrimental to the milieu 
and to the therapist's morale; however, whether or not it 
is detrimental to the patient himself is far less certain. 
This raises the question of management of a patient plan- 
ning to leave AMA. Should he be committed, as Stuen 
and Solberg (7) suggest, or is an AMA discharge a flight 
toward society (6) rather than an escape from therapy? 
The current study provides no concrete evidence that an 
AMA discharge contributes to a poor outcome for the 
patient at follow-up. Commitment therefore would be 
difficult to justify. If anything, the data suggest that the 
length of stay for hospitalized patients could be shortened 
without adverse results, as Tuckman and Lavell (8) also 
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concluded in their AMA study. The shorter hospital- 
ization has implications for reducing overall costs of psy- 
chiatric treatment, an important factor in today’s cost- 
benefit-minded society. 

The only difference in follow-up variables found be- 
tween the AMA and control patients was that the AMA 
patients were somewhat less likely to receive follow-up 
treatment (although not significantly so); therefore, this 
study suggests that a helpful way to handle a patient con- 
sidering an AMA discharge is to offer follow-up treat- 
ment choices rather than trying to convince him that he is 
making a mistake by leaving the hospital. 

The fact that AMA discharges have not been shown to 
be detrimental to the patient himself suggests that more 
emphasis might be placed on changing the staff’s negative 
reaction to an AMA discharge, especially since there is 
evidence of therapeutic effects resulting from AMA dis- 
charges. Schorer (10) has suggested that although healing 
is usually produced through a patient’s trust in his thera- 
pist, in the case of an AMA discharge, healing may be 
produced through the patient’s defiance of his therapist, 
forcing the patient to trust his own strength for recovery. 
Another study (11) found that some AMA patients attri- 
buted their recovery to the fact that they were discharged 
AMA. Because of the AMA discharge, these patients felt 
they had to prove they were well by “making it" outside 
of the hospital. Thus it seems quite plausible that for 
some patients an AMA discharge is a potent form of 
therapy. For this reason we suggest that the staff should 
be educated that an AMA discharge may have beneficial, 
therapeutic aspects. In this way, perhaps, the guilt and re- 
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 sentment toward the patient that the staff usually experi- 


ences following an AMA discharge could be lessened. 


‘Discussions about an AMA discharge in the milieu could 


also be geared away from guilt and resentment and more 
toward understanding the leaving in the context of a 
flight toward health, choice of a different therapy modal- 
ity, or self-determination. 
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Depersonalization 


BY LAURENT S. LEHMANN, M.D. 


The author presents three cases that demonstrate the 
phenomenon of depersonalization as a psychological de- 
fense in both neurotic and psychotic clinical situations. 
Organic, general psychiatric, and psychoanalytic theories 
of the etiology of depersonalization are discussed, along 
with suggestions for treatment and future research. The 
author sees depersonalization as an indicator of intra- 
personal processes in a variety of clinical situdtions 
rather than being pathognomic for a particular diagnosis. 





DEPERSONALIZATION, FIRST DESCRIBED by Krishaber in 
1872 and named by Dugas in 1899, has been found in 
patients with a variety of psychiatric and neurological 
disorders and even in "normal" patients under certain 
conditions (1, 2). The study of depersonalization by psy- 
chiatrists, psychoanalysts, and neurologists provides an 
opportunity for comparison and correlation of the obser- 
vations and explanations developed by each discipline. 

Depersonalization is a state that involves feelings of 
unreality, estrangement, and separateness from one's self 
and one's actions. Although some, including Mayer- 
Gross (3), consider feelings of estrangement from or un- 
reality of the environment as part of depersonalization, 
this experience is usually called derealization. Although 
these two states often occur together, they need not: 
Shorvon (2) stated that he had “not found derealization 
without depersonalization, but the reverse occurred in a 
few cases." These definitions appear to be generally used 
despite the varying theoretical outlooks of workers study- 
ing these states. 

I will describe the phenomenon of depersonalization 
found in three differing clinical situations and comment 
on the theories of depersonalization as they relate to 
these cases. Finally, there will be some discussion of the 
treatment of depersonalization and suggestions for future 
research. 


CASE REPORTS 


Case 1. Ms H., a 22-year-old woman graduate student, ap- 
plied to the clinic with a complaint of episodes of depersonali- 
zation during the previous year. Her problem began in her last 
semester of college, when academic difficulties lowered her 
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sense of self-esteem. When her closest girl friend became en- 
gaged, Ms H. felt angry and rejected. She then noted the on- 
set of depersonalization, i.e., feeling that she had "no sense 
of self," was “‘not in control of her speech," and was "acting by 
habit." These symptoms continued into her second year of 
graduate school when she described feeling “spaced-out” and 
having “gritty” visual sensations. 

Ms H. has two brothers, one older and the other younger. Al- 
though her father ostensibly made all the decisions, her mother 
apparently ran the family covertly. The patient did well scho- 
lastically and socially and had no previous psychiatric diffi- 
culties. 

At the time she entered treatment, Ms H. described her de- 
personalization experiences as frightening and anxiety-provok- 
ing; she was also depressed over her persisting symptoms. Al- 
though her mental status examination revealed constricted 
affect and obsessive ruminations about her interpersonal rela- 
tions, it was otherwise normal. 

The patient, who was diagnosed as borderline schizophrenic, 
was seen in twice-weekly psychotherapy, and improvement in 
the form of diminished depersonalization experiences was 
noted. Trifluoperazine hydrochloride (Stelazine), started ini- 
tially, was discontinued because it decreased anxiety only 
slightly. This patient appeared to demonstrate depersonaliza- 
tion as a neurotic defense against feelings of anger and anxiety 
at rejection. 


Case 2. Mr. S., a 22-year-old male graduate student, entered 
therapy at the clinic after several months of treatment at his 
school's health service. His presenting problem was a fear that 
he was “‘losing his mind" after smoking marijuana for the first 
time and experiencing a “‘bad trip." His depersonalization was 
described as “‘seeing his mind as separate from his body—not 
being able to control his feelings." In addition he questioned the 
reality of his surroundings and had "paranoid fears" that his 
companions, a group of dormitory students, were “evil.” These 
sensations lasted only several hours, but he continued to have 
frightening recurrences of the symptoms. Mr. S. became de- 
pressed over his “loss of control"; this, along with long-standing 
feelings of inferiority, caused him to contemplate suicide, at 
which point he sought psychiatric help. 

Mr. S. is the youngest of four male children, his next brother 
being eight years older; he felt that his mother was the domi- 
nant, authoritarian parent. He reported that he was bullied by 
his siblings and that his parents often humiliated him. He had 
doubts about his masculinity and had never had sexual inter- 
course. 

On psychiatric examination Mr. S. displayed constricted af- 
fect and claimed to be depressed and anxious. He in- 
tellectualized and was grandiose, with rigid, obsessional think- 
ing and isolated affect. He tried to control all aspects of a 
situation. 

He was diagnosed as a borderline schizophrenic with obses- 
sive-compulsive defenses who had experienced repeated psy- 
chotic episodes following the ingestion of marijuana. These psy- 
chotic episodes were characterized by depersonalization, 
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' derealization, and ideas of reference. The patient was placed on 
a low dose of trifluoperazine hydrochloride and was seen in 
weekly psychotherapy sessions. Episodes of depersonalization 
continued to occur, chiefly at times when he became aware of 
his hostility toward his parents. After a short period of treat- 
ment he transferred to a private therapist. 


Case 3. Ms K., a 56-year-old woman, was seen in psychiatric 
consultation while she was on the medical service of the hospi- 
tal, where she was being treated for pituitary tumor with secon- 
dary adrenal insufficiency. When her illness was first diagnosed, 
she was treated with irradiation and thyroid replacement medi- 
cation. She was readmitted to the hospital three months later 
after developing progressive weakness, hypotension, and vomit- 
ing and was placed on hydrocortisone therapy. Four days after 
readmission psychiatric consultation was requested because of 
her hyperactivity, insomnia, and feelings of depersonalization. 
On the day of consultation her dose of steroids was decreased 
because of her bizarre behavior. 

Ms K. is married and has several married children. Her pre- 
vious hospitalizations had been for uncomplicated minor sur- 
gery, and she had no previous psychiatric history. 

When the patient was examined, her speech was rapid, pres- 
sured, rambling, and at times incoherent. Her affect was labile: 
she was anxious but denied elation or sadness. She displayed 
loose associations, flight of ideas, and grandiosity. Her episodes 
of depersonalization lasted two to three minutes, accompanied 
by rigid posturing of her hands and facial grimaces. She de- 
scribed herself as feeling “as if I’m two people—split in two— 
one a little lighter and one darker.” She also felt that there were 
“electric forces churning in her body” which prevented her 
from sleeping. She noted an excessive brightness in colors and 
intense anxiety during these episodes. Ms K. was alert, oriented 
to place and person but only generally to time. She showed re- 
cent memory impairment (e.g., for names) and could not do se- 
rial sevens. Proverb interpretation showed excessively elaborate 
abstraction. 

It seemed that Ms K. had responded to the unexpected com- 
plications of her illness with panic and an acute psychotic reac- 
tion, including symptoms of depersonalization and derealiza- 
tion as well as signs of organic impairment. The role of steroids 
in the etiology of her reaction was unclear. She received chlor- 
promazine (Thorazine), with resolution of her psychotic symp- 
toms, and was discharged on thyroid medication and steroids. 


THEORETICAL CONSIDERATIONS 


Explanations of depersonalization may be categorized 
as organic, general psychiatric, and psychoanalytic. In 
1935 Mayer-Gross (3) considered depersonalization a 
“preformed functional response of the brain”: a physi- 
ological disturbance that could be triggered by a variety 
of factors. He stated that this would explain the presence 
of depersonalization in the early stages of schizophrenia, 
in obsessional, hysterical, and other neuroses, and in nor- 
mal patients under such conditions as fatigue. Other 
studies revealed “illusions of strangeness and unreality” 
in temporal lobe epilepsy, suggesting a locus in the brain 
cortex for depersonalization (4). Shorvon's paper in 
1946 (2) included EEG studies of depersonalized patients 

.that showed increased but nonspecific abnormalities not 
“directly related to the mechanism of depersonaliza- 
tion." Similarly no specific relationship between deper- 
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sonalization and clouding of consciousness has been 
found (5). Studies have indicated that between one-third 
and one-half of all people, including those without known 
psychiatric or organic disorders, have had depersonaliza- 
tion experiences (5, 6). 

Among the many psychological explorations of deper- 
sonalization is a lengthy study by Tucker, Harrow, and 
associates, resulting in a number of papers relating deper- 
sonalization to feelings of anxiety, dysphoric affect, and 
disorganized thinking (1, 7). 

Kelly and Walter (8), in a study attempting to quantify 
anxiety, found that depersonalized patients had the low- 
est physiological indices for anxiety of any patient group, 
although these patients subjectively reported one of the 
highest anxiety levels. The “phobic anxiety-depersonali- 
zation syndrome," described first by Roth and then by 
Ambrosino, involves patients who react with depersonali- 
zation at times of psychosocial crisis, often involving sep- 
aration from significant figures (9). 

Freud was the first psychoanalyst to comment on de- 
personalization. In his paper “A Disturbance of Memory 
on the Acropolis," he noted its use as a defense against 
guilt feelings (10). Analytic studies have generally ac- 
cepted the idea of depersonalization as a defense against 
painful affects and have focused on the questions of 
where (in terms of structural theory) and how (in terms of 
dynamic mechanisms) depersonalization takes place. 

Oberndorf (11) felt that depersonalization depended 
upon the superego being “inharmonious with the physi- 
ologic ego structure"—as in a male who has a basically 
feminine superego. Most other workers have agreed that 
depersonalization involves disordered ego functioning; 
for example, Jacobson (12) considered depersonalization 
to be based on a struggle between conflicting identifica- 
tions and self-images, some of which become unaccept- 
able to the individual because of their contamination by 
aggressive and libidinal strivings. 

The situation may be envisioned in the following way. 
The individual is faced with an overwhelming narcissistic 
blow (such as abandonment by a highly valued person as 
in the case of Ms H.). The ego's normal defenses cannot 
cope with this situation and regression takes place to 
avoid feelings of anxiety or rage at abandonment. 
Stamm (13) considered the goal of regression to be ‘‘a 
primitive undifferentiated oral state... of symbiotic 
union with the mother." Such a union could be seen to in- 
volve both libidinal and aggressive components. The indi- 
vidual reacts to the dangers of this regressed state with a 
feeling of depersonalization, i.e., the ego being split into 
participating and observing parts (14-16). The “‘partici- 
pant" can be involved with primitive libidinal fusion or 
oral devouring aggression, but the “observer” is not. By 
regarding the archaic urges as something separate from 
at least part of the self, the individual can both gratify his 
needs and at the same time deny responsibility for such 
dangerous acts. The awareness of archaic impulses and 
the splitting of the ego with partial loss of the ego's syn- 
thetic function create the secondary affects that cause de- 
personalized patients to describe feelings of discomfort 
or anxiety (12, 13, 17). This could be seen in the fear of 


insanity experienced by both Ms H. and Mr. S. The plea- 
sure reported by some depersonalized patients may be 
due to their relief at overcoming the primary anxiety or 
to a hypomanic defense against secondary anxiety (15). 

Questions remain about the psychodynamics of deper- 
sonalization, although many workers imply that a 
trduma in the separation-individuation phase of devel- 
opment (when there is a hypercathexis of perception and 
when self and object representations are vague) may be a 
common factor in the etiology. Stamm (13) described 
those who respond with depersonalization as “oral, pas- 
sive, dependent"—the males passive and the females 
masochistic. Sarlin (18) saw them as people whose repre- 
sentations of self and object are unclear because neither 
parent was a suitable object for identification. Lower (17) 
considered sadomasochistic oedipal wishes as being sig- 
nificant, citing childhood humiliation by parents—remi- 
niscent of Mr. S.' situation. Blank (19), describing a de- 
personalized patient, stated that "swallowing or being 
swallowed seemed to her the only real possibilities in a 
relationship." Although not described in the zase presen- 
tation, this oral sadomasochistic attitude was seen in Ms 
H. 

Schilder (20) was one of the first to relate depersonali- 
zation to perceptual changes, particularly in the visual 
sphere that is vital to early ego development. This aspect 
has been discussed recently by Stein (cited in Stewart 
[15], Arlow (16), and Roscho (21), all of whom sug- 
gested that depersonalization involves denial of both 
actual and fantasied perceptions. The “gritty” visual 
sensation reported by Ms H. and some of Shorvon's 
patients indicates the connections between depersonali- 
zation and derealization (2). 


TREATMENT AND RESEARCH 


The basic mode of treatment for depersonalization is 
the exploration and working through of the psycho- 
dynamics underlying its development. Using this method, 
Lower (17) suggested that depersonalization will resolve 
when “more active forms of mastery" are engaged in by 
the patient, with the development of more active self-im- 
ages. Some of Shorvon's patients were able to come out 
of a depersonalized state by concentrating, a method also 
used by Ms H.; emphasizing the importance of assertion 
and activity, he also noted some success in treatment with 
ether abreaction "as a means of excitation" for deper- 
sonalized patients (2). 

Attempts to treat depersonalization by relieving anx- 
iety with tranquilizers have not been fruitful, and it has 
been suggested that in some cases phenothiazines might 
increase feelings of depersonalization (1, 9). Phenothia- 
zines decreased anxiety in two of the cases presented in 
this paper, but depersonalization was not affected; how- 
ever, Ms K., whose condition differed in etiology, time 
course, and organic factors from the others, was helped 
by chlorpromazine. Similarly, attempts to treat deper- 
sonalization with antidepressants or ECT have relieved 
associated depression but not depersonalization (2, 9). 

It would be interesting, in view of the apparent positive 
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effect of assertiveness on depersonalization, to see what 
effect behavioral “assertive training" might have: Would 
it help generate a more assertive self-image and so re- 
move the need for depersonalization, or would deper- 
sonalization persist as it does with attempts to relieve the 
associated anxiety or depression? 

Many questions remain about the treatment and etiol- 
ogy of depersonalization. Although Oberndorf (11) 
stated that depersonalization masked anxiety which 
could be monitored physically, Kelly and Walter (8) 
showed that physiological concomitants of anxiety were 
minimal in the depersonalized patient despite strong psy- 
chological anxiety. Further research into the relationship 
of perception and cognition to depersonalization is also 
needed. In all these cases, studies must involve the coor- 
dination of psychodynamics and organic physiology. 


CONCLUSIONS 


The clinical cases presented demonstrate the devel- 
opment of depersonalization in several different situ- 
ations, including both neurotic and psychotic. The 
psychoanalytic literature describes the etiology of 
depersonalization as a defense against overwhelming af- 
fects based on developmental defects that may center on 
the separation-individuation phase. Physiological studies 
have suggested origins for depersonalization in the tem- 
poral lobe of the brain cortex and have explored the rela- 
tions of this symptom to the autonomic nervous system 
in the expression of affects. Since attempts to treat deper- 
sonalization by relieving the anxiety or depression asso- 
ciated with it have generally been fruitless, it appears that 
the best method of treatment may be to develop a more 
assertive self-image and behavior by whatever techniques 
the therapist can best employ with a given patient. 

The most solid conclusion one can reach at this time is 
that depersonalization is an end product, an observable 
behavior that is probably multidetermined, having both 
psychological and biological roots of differing com- 
parative significance. The term "depersonalization," 
rather than being synonymous with a particular diag- 
nosis, suggests some of the processes that may be going 
on in the patient. 
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Corticotropin Release During ECT in Man 


BY MAJ. JOHN P. ALLEN, MC, USAF, DUANE DENNEY, M.D., JOHN W. KENDALL, M.D., 


AND PAUL H. BLACHLY, M.D. 





The authors studied patterns of corticotropin (ACTH) 
secretion following single and multiple electrically in- 
duced convulsions in the course of treating seven psychi- 
atric patients. All seven patients improved clinically after 
administration of ECT along with other rehabilitative 
and therapeutic measures. The pattern of ACTH release 
during ECT was found to be similar to the pattern during 
other known physiological stresses. Serial seizures pro- 
duced sustained high ACTH levels that fell to basal levels 
at the same rate as the fall after a single convulsion. One 
patient who had been receiving supraphysiological doses 
of steroids showed no rise in ACTH during five serial 
seizures. The authors discuss the clinical and heuristic 
implications of these results. 


ECT Is STILL a prominent form of treatment in psychia- 
try, although its specific mode of action remains un- 
known (1). Blachly and Gowing (2) described a technique 
in which multiple seizures at intervals of several minutes 
are induced in curarized, anesthetized patients. The 
method appears to be safe and at least as effective as 
treatments separated by longer intervals of time. 

The question of detrimental physiological alterations 
following induction of multiple convulsions has led to re- 
newed interest in the actual physiological changes asso- 
ciated with artificially induced seizures in man. Patterns 
of corticotropin (ACTH) secretion following single and 
multiple electrically induced convulsions in the course of 
treatment of a group of psychiatric patients are described 
in the following report. 


Read at the 125th annual meeting of the American Psychiatric Associa- 
tion, Honolulu, Hawaii, May 7-11, 1973. 
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METHOD 


Patients 


We studied four male and three female patients with 
severe depressive illness during 16 treatment sessions. 
Their ages ranged from 28 to 62 years. None had clinical 
evidence of endocrine dysfunction. Decisions regarding 
the timing, the number of treatments, and other details of 
clinical management were in the hands of the attending 
staff exclusively. Five patients were receiving psycho- 
tropic drugs, which may influence the release of hypo- 
thalamic releasing factors regulating hypophyseal secre- 
tion (3). These included imipramine, trifluoperazine, and 
lithium carbonate. One patient had taken 20 mg. of pred- 
nisone daily for the previous six years for chronic ulcer- 
ative colitis. This patient was also addicted to oxycodone. 
All patients were clinically improved after ECT. (Other 
rehabilitative and therapeutic measures were employed in 
addition to ECT.) 


ECT Technique 


Patients were anesthetized initially with a short-acting 
barbiturate; total immobilization was maintained with 
succinylcholine chloride given intravenously. The 
patients were ventilated with 100 percent oxygen until 
they were awake. Three patients undergoing elective car- 
dioversion served as controls. ECT and cardioversion 
were conducted between the hours of 8 and 10 in the 
morning in order to separate the influence of diurnal vari- 
ations in the release of ACTH from the stress-stimulated 
secretions. Either single or up to eight multiple seizures 
were induced during a single treatment session. Seizures 
lasted from 45 seconds to 3.5 minutes, with an inter- 
seizure interval of 3 to 4 minutes. 

Serial heparinized venous blood samples totaling less 
than 150 ml. were obtained at various intervals before 
and up to two hours after the first stimulus. The speci- 
mens were chilled in ice and rapidly centrifuged; the 
plasma was frozen for later assay of immunoreactive 
ACTH (4). Plasma cortisol concentrations were esti- 
mated on the same specimens using a fluorometric tech- 
nique (5). Samples obtained during some treatment ses- 
sions were also analyzed for immunoreactive thyrotropin 
(TSH) (6) and growth hormone (GH) (7). 
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FIGURE | 

Average {Mean + S.D.) Plasma Corticotropin (ACTH) Concentrations 
in Three Patients Given ECT Compared with Three Patients Given 
Cardioversion* 
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* The values for the ECT group show the effect of a single electrically induced 
seizure, A prompt rise in plasma ACTH concentration occurred in the ECT 
group, reaching a peak 2.5 minutes after the stimulus. In the cardioversion 
group, significant ACTH secretion was not stimulated. The normal plasma 
ACTH range is shown by the stippled background. In this figure and in figure 
2, only half of the standard deviation is shown at the peak (2.5 minutes). Note 
also the breaks in the abscissas: no determinations were made between one 
and two hours following the first seizure. 


RESULTS 
ACTH Release During ECT 


Basal resting plasma ACTH concentrations before the 
first stimulus were within the normal range for our labo- 
ratory (20-100 pg./ml.). There was no difference between 
ACTH levels obtained before anesthesia and those ob- 
tained after anesthesia prior to the first stimulus. 

The effects of a single electrically induced seizure on 
the mean plasma ACTH concentration in three patients 
are shown in figure 1. A peak in ACTH occurred 2.5 min- 
utes after the stimulus, which was followed by a rapid fall 
in plasma ACTH to basal levels within 60 minutes. The 
mean half-time disappearance of ACTH in the plasma 
was 15 minutes. The magnitude of the increment rise dur- 
ing ECT is approximately that observed during insulin- 
induced hypoglycemia, following pneumoencephalogra- 
phy, and after vasopressin infusion (8) Two of the 
patients were taking 150 and 200 mg. of imipramine a 
day and one was taking 15 mg. of trifluoperazine a day, 
suggesting that these agents did not influence the absolute 
concentration of ACTH during ECT. No changes in 
ACTH concentration following elective cardioversion 
were noted. 

Figure 2 contains data from multiple-seizure treatment 
sessions in the six patients who were not receiving ex- 
ogenous steroids. The peak in ACTH concentration oc- 
curred 2.5 minutes after the first stimulus. Subsequent 
ACTH levels remained elevated as long as additional 
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seizures were induced. Following the last seizure, ACTH 
fell to pretreatment levels at the same rate as it fell after 
single seizures. There was remarkably little variation in 
the pattern of secretion from patient to patient and no 
differences were noted between the curves of the two 
drug-free patients and the four receiving psychotropic 
agents. 

Growth hormone (GH) and thyrotropin (TSH) con- 
centrations were not clearly related to multiple-seizure 
treatments. 

In the patient who was taking supraphysiological 
amounts of glucocorticoids on a prolonged basis, no in- 
crease in plasma ACTH occurred after a multiple-seizure 
treatment. During the two-hour observation period a to- 
tal of 19 samples were obtained. These ranged between 
less than 4 pg./ml. and 43 pg./ml., with a mean value of 
14.8 + 2.6 pg./ ml. 

Representative plasma cortisol responses following 
ECT are shown in table I. The basal pretreatment 
plasma cortisol concentrations were elevated compared 
with normal morning control values (8-22 yg./100 ml.) 
and increased following ECT. In the patient taking 
glucocorticoids (patient 3) the mean plasma cortisol con- 
centration was 19.6 + 0.1 4g./100 ml. during ECT. 
There was no evidence in this patient of a treatment-in- 
duced cortisol rise following multiple ECT. Despite mod- 
est elevations of cortisol in the other patients, a signifi- 
cant amount of ACTH was still released after ECT. 


DISCUSSION 


The hypothalamic-pituitary-adrenal axis responds to 
diverse, seemingly unrelated stimuli that lead to release 
of ACTH and cortisol. One such stress is ECT (9-13). 
The precise onset of the stimulus in ECT simplifies the 
study of endocrine responses, in contrast to other ACTH- 
releasing stressors such as insulin-induced hypoglycemia, 
injection of vasopressin or histamine, or administration 
of metyrapone. 

ACTH is released into the general circulation and 
reaches a peak within 10 minutes following the first or 
only stimulus. The peak ACTH concentration in our 
patients ranged between 203 and 1488 pg./ml. This 
agrees with the values reported by Berson, Yalow, and 
associates (10,11). Our results clarify the actual temporal 
pattern of release following such stimulation. The rapid 
rise in plasma ACTH concentration within the first few 
minutes following single stimulation and the absolute lev- 
els attained during a treatment session make ECT an ap- 
propriate model for studying the pattern of ACTH re- 
lease. If one assumes that the half-life of ACTH is 
greater than 10 minutes (10) and that released ACTH is 
distributed initially only in the plasma, the amount of 
ACTH liberated from the pituitary can be estimated. As- 
suming a plasma volume of 3000 ml. and a total pitui- 
tary ACTH content of 250 ug. (14, p. 36), the amount of 
ACTH released by the ECT procedure represents less 
than 2 percent of the total pituitary ACTH content of 
man (12). 


FIGURE 2 


The Effects of Multiple Seizures on Corticotropin (ACTH), Thyrotropin 
(TSH). and Growth Hormone {GH ) Concentrations* 
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* Curves represent the average values (mean + S.D.) from 15 treatment sessions. 
The number of seizures in each treatment session varied from three to eight. 
ACTH peaks 2.5 minutes after the first seizure and is maintained by subsequent 
convulsions at a high level. Multiple-seizure treatment does not influence TSH 
(normal range, 0—15 uU. /ml.} or GH (normal range, 0—5 ng./ml.). 


Successive electrical stimuli during a single treatment | 


session resulted in the release of new but smaller in- 
crements of ACTH. Following cessation of the last seiz- 
ure, plasma ACTH levels fell to the pretreatment range. 
These data demonstrate the physiological capacity to re- 
spond to repeated stimuli over a short time interval with 
continued release of ACTH. 

ACTH remained low during ECT in the corticoster- 
oid-treated patient, i.e., the stimulus failed to break 
through the suppressive influence of the steroid. This may 
indicate that ECT is a relatively weak stimulus, or, in 
Y ates's terms (15, p. 133), that it is a corticosteroid-sensi- 
tive stimulus. We believe it is more likely that the long 
duration of steroid treatment, in this case six years, had 
rendered the pituitary refractory to ECT. Sirett and 
Gibbs (16) showed that the duration of steroid adminis- 
tration is an important factor in preventing the break- 
through effect. Some ACTH-releasing stimuli that can- 
not be suppressed acutely by steroids become 
suppressible if steroid administration is prolonged. 
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TABLE 1 
Plasma Cortisol Response After Bilateral ECT 





Plasma Cortisol Response (ug./100 ml.) 





Minutes After Onset of First Seizure 
0 2.5 10 15 30 60 120 





Item (Basal) 
Patient 1* 27 27 2328 42 44 — — 
Patient 2 
First treatment* 23 26 26 28 38 —  — 
Second treatment 31 35 44 — 4 4l 33 
Third treatment 25 26 36 39 36 —  — 
Fourth treatment 34 37 43 45 -— 234 25 
Patient 3* 14 18 20 22 19 — — 





* Measurements refer to multiple-seizure ECT treatment. 


Since the steroid-treated patient had an excellent clini- 
cal response, it appears unlikely that release of ACTH 
and cortisol after seizures is primarily responsible for im- 
provement in the depressive syndrome. 

Elevated basal plasma cortisol concentrations before 
treatment in some depressed patients is well 
known (17, 18). Recently, more frequent sampling has 
shown episodic cortisol secretion throughout a 24-hour 
day in normal subjects and a disturbance in this pattern 
in severely depressed patients (19, 20). Three patients re- 
ported by Butler and Besser (17) had elevated plasma and 
urinary corticosteroid concentrations and adrenocorticol 
resistance to dexamethasone suppression. In addition, 
our data show that a significant release of ACTH can oc- 
cur following ECT, while the basal plasma cortisol con- 
centrations are abnormally elevated. The magnitude of 
this ACTH change is nearly identical to the response ob- 
served following insulin-induced hypoglycemia in other 
patients studied in our laboratory who had no evidence of 
hypothalamic-pituitary dysfunction (8). 

The release of ACTH with little change in GH and 
TSH is consistent with other reports showing selective re- 
lease of a variety of pituitary hormones in response to 
various stresses, including ECT (11, 21, 22). 

The data suggest that the pituitary of man contains a 
readily dischargeable pool of ACTH that can be secreted 
promptly in response to a stressful] stimulus. Further- 
more, the pituitary has the capacity to respond to 
multiple successive seizures by maintaining elevated 
plasma ACTH concentrations as new but smaller boluses 
of ACTH are secreted following the first stimulus. The 
rise in plasma ACTH induced by ECT occurs despite 
mild elevations of plasma cortisol! in the basal pre- 
treatment period. 


REFERENCES 


1. Kalinowsky LB: Electric convulsive therapy after ten years of phar- 
macotherapy. Am J Psychiatry 120:944-949, 1964 

2. Blachly PH, Gowing D: Multiple monitored electroconvulsive 
treatment. Compr Psychiatry 7:100-109, 1966 

3. Frohman LA: Clinical neuropharmacology of hypothalamic releas- 


Am J Psychiatry 131:11, November 1974 1227 


CORTICOTROPIN RELEASE DURING ECT 


1228 


ing factors. N Engl J Med 289: 1391-1397, 1972 


. Rees LH, Cook DM, Kendall JW, et al: A radioimmunoassay for 


rat plasma ACTH. Endocrinology 89:254-261, 1971 


. Kendall JW, Egans ML, Stott AK: Fluorometric determination of 


corticosteroids: an interfering substance in impure dichlorometh- 
ane which fluoresces with benzyl alcohol preservative in heparin. J 
Clin Endocrinol Metab 28:1373-1376, 1968 


. Mayberry WE, Gharib H, Bilstad JM, et al: Radioimmunoassay 


for human thyrotropin: clinical value in patients with normal and 
abnormal thyroid function. Ann Intern Med 74:471-480, 1971 


. Morgan CR: Human growth hormone immunoassay: two antibody 


method using ^I tracer. Proc Soc Exp Biol Med 121:62-64, 1966 


. Allen JP, Cook DM, Olsen J: Temporal patterns of stress-induced 


ACTH release in man. Read at the 22nd annual meeting of the 
Northwest Society for Clinical Research, Portland, Ore, 1973 
(available from the University of Oregon Department of Endocri- 
nology) 


. Matsukura S: Clinical studies on adrenocorticotropic hormone 


(ACTH) in human plasma, part I: plasma ACTH levels in normal 
subjects and patients with various endocrine disorders, and the ef- 
fect of various steroids in plasma ACTH. Folia Endocrinol Jap 
43:516-526, 1967 


. Berson SA, Yalow RS: Radioimmunoassay of ACTH in plasma. J 


Clin Invest 47:2725-2751, 1968 


. Yalow RS, Versano-Aharon N, Echemendia E, et al: HGH and 


ACTH secretory responses to stress. Horm Metab Res 1:3-8, 1969 


. Kendall JW, Allen JP, Jacobs BA, et al: Assays of ACTH: radio- 


immunoassay, in Symposium on Brain-Pituitary-Adrenal Inter- 
relations. Edited by Knigge KM, Scott DE, Weindi A. Basel, S 


Am J Psychiatry 131:11, November 1974 


13. 


14. 


15. 


16. 


22. 


Karger, 1972, pp 1-15 

Hodges JR, Jones M, Elithorn A, et al: Effect of electroconvulsive 
therapy on plasma cortisol levels. Nature 204:754-756, 1964 
Daughaday WH: The adenohypophysis, in Textbook of Endocri- 
nology, 4th ed. Edited by Williams RH. Philadelphia, WB Saun- 
ders Co, 1968, pp 27-82 

Yates FE: Physiological control of adrenal cortical hormone secre- 
tion, in The Adrenal Cortex. Edited by Eisenstein AB. Boston, 
Little, Brown and Co, 1967, pp 133-184 

Sirett NE, Gibbs FP: Dexamethasone suppression of ACTH re- 
lease: effect of the interval between steroid administration and the 
application of stimuli known to release ACTH. Endocrinology 
85:355-359, 1969 


. Butler PW, Besser GM: Pituitary-adrenal function in severe de~ 


pressive illness. Lancet 1:1234-1236, 1968 


. Carroll BJ, Martin FI, Davies B: Resistance to suppression by 


dexamethasone of plasma 11-O.H.C.S. levels in severe depressive 
illness. Br Med J 3:285-287, 1968 


. Hellman L, Nakada F, Curti J, et al: Cortisol is secreted episodi- 


cally by normal man. J Clin Endocrinol Metab 30:41 1-422, 1970 


. Sachar EJ, Hellman L, Roffwarg H, et al: Disrupted 24-hour pat- 


terns of cortisol secretion in psychotic depression. Arch Gen Psy- 
chiatry 28:19-24, 1973 


. Ryan RJ, Swanson DW, Faiman C, et al: Effects of convulsive elec- 


troshock on serum concentrations of follicle stimulating hormone, 
luteinizing hormone, thyroid stimulating hormone and growth hor- 
mone in man. J Clin Endocrinol Metab 30:51-58, 1970 

Hershman JM, Pittman JA Jr: Utility of the radioimmunoassay of 
serum thyrotropin in men. Ann Intern Med 74:48 1-490, 1971 


The American Community in Bangkok, Thailand: A Model of Social Disintegration 


BY GEORGE KOJAK, JR., M.D. 








The author suggests that the high prevalence of psycho- 
pathology (as measured by the number of marital prob- 
lems and emotional problems of adolescents requiring 
professional care) noted in the American community in 
Bangkok, Thailand, during 1971—1972 was related to so- 
cial disintegration. Comparison with a relatively in- 
tegrated American community in Japan reveals a strik- 
ingly lower prevalence of psychopathology. The author 
notes that this observation substantiates the theory of 
Leighton and associates that the state of social in- 
tegration of an environment affects the mental health of 
the population. 





IN THE FALL OF 1971, when I joined the staff of the De- 
partment of Psychiatry of the U.S. Army Hospital in 
Bangkok, Thailand, it was apparent that we were work- 
ing in a troubled community. We found ourselves deluged 
with requests for help and advice when we gave any in- 
dication of our interest and expertise, whether to families, 
schools, young people, or administrators of official orga- 
nizations. Heroin abuse was common among adolescents 
in the American population, and there was a high preva- 
lence of disorders requiring professional and administra- 
tive attention. Several deaths due to overdoses of heroin 
precipitated considerable administrative and public inter- 
est. 

It seemed that this apparently high prevalence of psy- 
chopathology could be explained by certain factors 
present in the American community in Bangkok. Al- 
though this community is unique in several ways, most of 
its outstanding characteristics can be seen as exagger- 
ations of factors that are present in many communities in 
the United States. These characteristics have to do with 
social disintegration, as defined by Alexander Leigh- 
ton (1) in his studies of psychiatric disorder and socio- 
cultural environment. Leighton hypothesized that the 
state of social integration of an environment affects the 
mental health of the population. Dorothea Leighton and 


At the time this work was done Dr. Kojak was Chief, Department of 
Psychiatry, U.S. Army Hospital, Bangkok, Thailand. He is now Chief, 
Group and Individual Treatment Section, Harborview Community 
Mental Health Center, 326 Ninth Ave., Seattle, Wash. 98104, and In- 
structor, Department of Psychiatry and Behavioral Sciences, Univer- 
sity of Washington School of Medicine, Seattle, Wash. 


Opinions expressed herein are those of the author and do not necessar- 
ily reflect the views of the Department of the Army, the Department of 
Defense, or the Department of State. 


The author wishes to thank Col. John P. Canby, MC, USA, for his sup- 
port and assistance. 


associates (2) found a positive relationship between the 
following social disintegration factors and the prevalence 
of psychopathology: broken homes, few and weak associ- 
ations, inadequate leadership, few recreational activities, 
hostility versus supportiveness in interpersonal relation- 
ships, inadequate communication, poverty, seculariza- 
tion, and cultural confusion versus cultural coherence. 

My discussion will focus on three aspects of the Ameri- 
can community in Bangkok: the prevalence of psycho- 
pathology, the characteristics of social integration /dis- 
integration, and the relationship of psychopathology to 
the extent of social disintegration. It must be emphasized 
that I am describing the community as it existed between 
the fall of 1971 and the summer of 1972. Some changes in 
the direction of greater social integration have occurred 
since that time. 


PSYCHOPATHOLOGY IN THE COMMUNITY 


The two areas of psychopathology I will examine are 
marital problems and problems of adolescence. 

Marital problems were extremely common. The three 
Army chaplains in Bangkok each saw an average of 3 
new couples a week, and a total of 546 couples a year 
were seen by the chaplains for marital problems (3). The 
staff of the Department of Psychiatry saw 138 couples for 
marital problems during 1972. This total of 684 couples 
represents 21 percent of the 3,260 “official” (i.e., affili- 
ated with the U.S. government) American couples in 
Bangkok. (These figures do not include men married to 
Thai citizens.) 

Heroin abuse called attention to the problems of ado- 
lescence. The total American adolescent population of 
Bangkok was approximately 2,000. Of these, 1,499 were 
children of official families and were therefore eligible for 
care at the U.S. Army Hospital. During the school year 
1971-1972, 105 of these adolescents evaluated at the hos- 
pital were found to be using heroin, and many of them 
were physically dependent on the drug. There was strong 
evidence of heroin use (such as being seen purchasing the 
drug or admitting use to parents) in 30 additional adoles- 
cents. The 135 adolescents using or presumed to be using 
heroin represented 9 percent of the official adolescent 
population. An additional 80 edolescents without the 
symptom of drug abuse were seen by Department of Psy- 
chiatry staff for evaluation and treatment of emotional 
problems. The total of 215 adolescents with emotional 
problems requiring professional attention represented 14 
percent of the officially sponsored adolescents, and their 
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215 families represented 6.6 percent of the official fam- 
ilies in Bangkok. 

The clinical evaluation of these adolescents often re- 
vealed severe family problems, as defined by the presence 
of alcoholism, physical brutality, severe marital prob- 
lems, or lack of support of the adolescent by either the fa- 
ther or mother. A retrospective review of the cases in- 
volving heroin abuse revealed that 80 percent of these 
adolescents were from families with such problems. 
Twenty-five percent of their fathers were stationed else- 
where than Bangkok. The majority of these adolescents 
had had disciplinary problems at home and at school, 
showed poor academic progress, and evidenced symp- 
toms of anxiety and depression. Their conflicts often cen- 
tered around issues of dependence/independence, separa- 
tion/attachment, fear of isolation, and lack of 
supervision. There were a few (less than 10) diagnoses of 
anxiety neurosis, obsessive-compulsive neurosis, or de- 
pressive neurosis, and psychotic illness (affective or schiz- 
‘ophrenic) was diagnosed in 5 cases. Thirty-five of these 
young people required hospitalization. 

These adolescents came from families representing al- 
most all of the official U.S. government organizations in 
Bangkok, with no predominance of either civilian or mili- 
tary families. They were almost equally divided among 
the ages of 13 to 20. 

Emotional problems were regarded as extremely 
threatening by many families in the community. Because 
there was so much apparent distrust of both the adminis- 
trative and social mechanisms that could provide family 
assistance, it is probable that many troubled adolescents 
and couples did not reach professional attention. 


SOCIAL FACTORS IN THE COMMUNITY 


The total American population of Bangkok was be- 
tween 25,000 and 30,000, approximately 17,000 of whom 
were official. The number of official couples was 3,260. 
These are approximate figures because there was a con- 
stant turnover of personnel and some redesign of organi- 
zational structures during this period. The part of the 
American community that was not connected with the 
U.S. government is impossible to measure accurately 
since these people were not accounted for by any office or 
agency. The U.S. Department of State and Department 
of Defense worked together at the U.S. Army Hospital in 
the care of the official families. (The families who were 
not affiliated with the U.S. government were ineligible for 
care at the hospital.) The majority of official families had 
been in Bangkok for less than 2 years, but a few had been 
there for as many as 5 to 10 years. 

I will describe the community by examining the factors 
of social integration/disintegration used by Leighton (1). 


Communication and Transportation 


The Americans in Bangkok are divided among more 
than 20 different organizations that have few or no for- 
mal or other communicational links. They are scattered 
throughout a city of 3.8 million people—there are no 
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American neighborhoods per se. Many families live on 
streets that are not lighted and many do not own or rent 
cars. It is not a simple matter to leave one's home, get a 
taxi, and visit someone else in town. The almost constant 
heat and humidity discourages activity, especially activ- 
ity outside of air-conditioned areas. There are rabid dogs 
in the streets, violent thieves, and taxi drivers who often 
drive quite dangerously. Traffic in Bangkok is chaotic. 
Appointment times are only gross approximations, 
partly because there is little use of a standard time (com- 
paring watch times is a common joke). The few street 
maps are inadequate and confusing. The street names 
and numbers (when they exist) are haphazard. The tele- 
phone system is quite undependable, especially if one 
tries to call someone who works in another organization. 
(It is not uncommon for such a call to require one or two 
days' effort.) Although there are three English-language 
newspapers, they do not reflect the activities of the Amer- 
ican community to any great extent. In accordance with a 
“low-profile” U.S. government policy, and for other dip- 
lomatic reasons, the presence and activities of the Ameri- 
can community are purposely not advertised. Thus there 
is no English-language radio, television, or publication 
that links the Americans in this city. 


Leadership 


The great diversity of organizations and the low-pro- 
file American policy apparently caused the lack of an 
easily visible community leader. There was no one to 
whom the Americans in Bangkok seemed to look for sup- 
port in time of trouble or in routine day-to-day diffi- 
culties. Ordinary matters such as obtaining a car or a 
visa, arranging for public utilities, etc., were not routine 
but rather required a great deal of effort and time. There 
appeared to be no one who articulated the Americans' 
purpose or status. 


Supportiveness of Interpersonal Relationships 


One of the most prominent attitudes expressed by 
Americans in Bangkok was that the Thai government 
and the U.S. government were not interested in the 
American community. To many people, the official 
American policy seemed to be primarily oriented toward 
keeping the Thai government satisfied—at the expense of 
much inconvenience and discomfort to the Americans. 
This perceived lack of support was exemplified by the ab- 
sence of an official agreement regarding the status of the 
Americans in Bangkok. Many Americans were therefore 
regulated by Thai law. It was commonly demonstrated 
that a Westerner involved in difficulties with Thai law 
was considered guilty. À simple traffic accident could en- 
tail many days of stressful bureaucratic inconvenience 
and its resolution might require bribes. 

This apparent lack of support seemed to extend into 
the various U.S. government organizations, manifested 
by the jealousy, suspiciousness, and hostility expressed 
among and by them. These organizations had different 
diplomatic privileges and financial benefits. Many Amer- 
icans were not given tax-free status for car purchases and 
could not afford the tremendous cost and inconvenience 


of owning a car. Many were not able to use the American 
mail system. Many were not eligible for care in the U.S. 
Army Hospital. These inequities among the different 
groups of Americans, combined with the poor communi- 
cation and lack of positive leadership, appeared to sabo- 
tage supportiveness in interpersonal relationships. 


Secularization 


The American community’s support of and attendance 
at the several Western churches in Bangkok were mini- 
mal; religion played a very small part in the life of Ameri- 
cans in Bangkok. Approximately 2,300 of the 30,000 
American population attended a total of eight churches 
weekly. People who were nominally religious in the 
United States seemed to feel that it was not necessary or 
possible for them to maintain such activity and responsi- 
bility,in Bangkok. 

A holiday atmosphere prevailed. Bangkok was known 
to foreign visitors as an amoral city, the pleasure center 
and “R & R” (rest and recreation) paradise where one 
could engage in any desired activity without being seen or 
detected by anyone in the American community. Taxi 
drivers enthusiastically offered all foreigners access to 
any kind of sexual or drug experience imaginable. There 
was little effective legal or social control over these activi- 
ties, resulting in a situation of libidinal chaos. The goals 
of the American community were oriented toward travel- 
ling and buying furniture, jewelry, and pleasure. With the 
availability of very inexpensive servants, responsibility 
toward children was easy to avoid. Since there was no 
sense of mission or meaningful purpose, responsibility to- 
ward the community was not only easy to avoid, it was 
difficult to imagine, much less accept. The serious goals 
of Americans in Southeast Asia were blurred and ques- 
tioned. 


Social Organizations and Associations 


There were a few women’s clubs that met once a 
month, a Red Cross hospital volunteers group (which had 
a waiting list of over 100 women), and some bowling 
leagues, but there were few associations other than these 
where people came together in a meaningful way and es- 
tablished friendships. Typically, families were isolated 
unless they expended a great deal of energy to form rela- 
tionships with other people. Because it was so inconve- 
nient, getting together in groups was usually done in a 
“socially obligatory’ way. For instance, higher officials 
were socially obligated to hold receptions for the many 
visitors to Bangkok, and those invited felt socially obli- 
gated to attend. Associations were therefore few and 
weak. 


Cultural Values 


Americans in Bangkok found themselves questioning 
many of their cultural values. This is perhaps character- 
istic of many Americans everywhere, but in Bangkok it 
was a prominent issue of discussion and emotional con- 
flict for many people. It would appear that such ideals as 
work, responsibility, and discipline are not stressed in the 
Thai culture. The mai-pen-rai (“it doesn't matter") atti- 
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tude of much of Thai society is apparently both enticing 
and threatening to Westerners. Smuckarn (4), a Thai an- 
thropologist who has discussed some of the Thai social 
values, writes: 


The first major cultural pattern which the Thai value 
highly is the fun-loving or pleasure seeking activity. This is 
called Sanuk. 

The Sanuk value has led to the formation of two other 
important social values among the Thai: the abhorrence of 
hard work, and the emphasis of present-time consumption. 

Here in Bangkok, you can see with your own eyes, that 
there is [sic] so many good places to eat, to drink, to dance, 
and to have yourselves [sic] satisfied sexually by various 
means. Sexual experience of any kind is no doubt one of the 
most Sanuk things that a Thai man values very highly. This 
may explain partially why the Thai practice polygamy. 

One of the most dominant social values of the Thai people 
is probably the individualistic value. 


Smuckarn quoted Embree (5): “The longer one resides 
in Thailand, the more one is struck by the almost deter- 
mined lack of regularity, discipline, and regimentation in 
Thai life. In contrast to Americans, the Thai lack respect 
for administrative regularity and have no industrial time 
sense." Embree (5) observed that the loosely structured, 
highly individualistic characteristics were apparent in 
most aspects of the Thai social relations: in the family 
structure, the village social structure, and even in the way 
people walk and work together. 

It was typical for Americans to become enraged or de- 
pressed because things were not done “dependably” and 
"efficiently." Rudyard Kipling's (6) description is accu- 
rate: 


Now it is not good for the Christian's health to hustle 
the Aryan brown, 

For the Christian riles, and the Aryan smiles and he 
weareth the Christian down; 

And the end of the fight is a tombstone white with the 
name of the late deceased, 

And the epitaph drear: “A fool lies here who tried to 
hustle the East." 


Our culture of neighborhoods, shopping centers, and 
television, with its methods of getting things done, play- 
ing, and working, was absent. The automobile could not 
be the recreational vehicle in Bangkok that it is in the 
United States. Football, baseball, and the evening news 
were almost absent. A "culture shock" expressed in 
anger or depression became a real experience for almost 
everyone at some time during his/her stay. 


Poverty and Affluence 


Most Americans in Bangkok lived an affluent life com- 
pared to their social peers in the United States. However, 
they lived and worked among a population that (except 
for a few members of its upper class) was fed and clothed 
and little more. Virtually all Americans had at least one 
servant (the exception being the several hundred enlisted 
military men who lived in hotels with maid service). 
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These full-time servants, most of whom lived on the 
premises, were paid $30 to $40 a month. This material 
disparity between “‘us” and “them” was especially no- 
ticeable when one first came to Thailand, and it created 
in many people some continuing conscious discomfort. 
The routine daily bartering with taxi drivers over a price 
differing by 10 cents focused on this material discrepancy 
in an uncomfortable way. 


Security 


A sense of danger, similar to that in certain areas of 
poverty and social disorganization in some large Ameri- 
can cities, was prevalent. This sense of danger and dis- 
order was magnified by the impression that the police 
were not a potential source of aid to Americans and that 
the American military police were unable to: be helpful 
because of a lack of jurisdiction. 

There were approximately 390 claims for stolen prop- 
erty filed with the primary government organizations 
(representing 12 percent of the official families) during 
1972. This figure does not include claims settled through 
insurance and losses during shipping, which were also 
common. Every household had a guard and most had 
large, loud, and sometimes vicious dogs. Sordid and 
seemingly meaningless crimes involving knives and guns 
were described in the daily papers in great detail. 

Tap water could not be drunk without first being 
boiled, and gastrointestinal disease was common. Rabid 
dogs and cats were a distinct reality (one study found 4 
percent of a random sample of stray dogs to be rabid [7]), 
as were the many traffic accidents and the availability of 
heroin. 

Accurate data regarding the actual number of traffic 
accidents were impossible to obtain because most acci- 
dents were settled ‘ton the spot." However, recent auto- 
mobile collisions were seen on most journeys across any 
part of town. A total of 413 people were killed in Bang- 
kok in hit-and-run accidents in 1972 (8). The Thai police 
attributed the dangerous traffic conditions to three fac- 
tors: the rapid increase in the number of cars (at least 400 
percent in 10 years), the poor street conditions, and the 
"character of the drivers" (9). Drivers are self-taught and 
have little regard for rules. The streets were crowded with 
cars, many of which had poor exhaust systems that vis- 
ibly polluted the air and that produced such intense noise 
that one had to shout to be heard inside a car. An atmo- 
sphere of desperation was apparent (see the July 1973 is- 
sue of the National Geographic [10] for an illustration of 
street conditions). Plumbing, electricity, and gas were in- 
stalled in a completely nonstandard and uncontrolled 
way that resulted in undependable functioning. Most 
houses depended on individual water pumps and bottled 
gas. There were open sewers and other offensive pollution 
near every home. 


Recreational Activities 


The list of recreational activities available to Ameri- 
cans in Bangkok was long and varied—but misleading. 
Access to these activities was made extremely difficult by 
membership and transportational impediments, and the 
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number of actual participants was small. Very few Amer- 
icans even knew of these activities. A seaside resort 85 
miles south of Bangkok was popular but visiting it in- 
volved a two-hour drive on a highway where the wreck- 
age of recent catastrophic collisions was almost always 
evident. Arranging for a room or bungalow at the resort 
required planning far ahead or the willingness to travel 
without the certainty of comfortable and safe rooms. 

The school day ended at 2 p.m. and the young people 
were left to provide their own entertainment and activi- 
ties after being bused home. For the parent, this meant a 
choice between allowing a teenager to go about on his 
own in a dangerous, chaotic city and requiring him to 
stay within a very secluded and nonactive compound of 
houses or apartments. A teen club with a swimming pool, 
tennis courts, and a juke box represented the only ap- 
proved place where teenagers could congregate relatively 
easily and often. It was dominated by careful adult super- 
vision and had a sterile atmosphere. Many parents were 
fearful for their children's safety even at this club. 


Family Stability 


A substantial percentage of the fathers of American 
families in Bangkok were actually living and working 
elsewhere, either in other parts of Thailand or in Viet 
Nam. They came home on weekends or sometimes as 
rarely as once a month. A great many other fathers were 
often away on journeys during the week. Divorce, separa- 
tion, and a wife's early return to the United States were 
common. 

There were factors in this community that strained 
marital] relationships. The wife's role as mother and 
housekeeper was challenged in this environment, with a 
resultant drop in self-esteem. With a maid to care for the 
house and children 24 hours a day, many women felt use- 
less and unhappy. Many women complained that they 
never achieved the feeling that the house was really 
theirs. At the same time, coping with the entirely new and 
complicated requirements involved in household man- 
agement in Bangkok could be overwhelming. The situ- 
ation was further complicated by the easy availability to 
American men of beautiful and agreeable Thai girls. 
Clean and attractive places for sexual experiences were 
more convenient and plentiful than service stations, and 
the cost involved rarely exceeded $10. Twenty-eight per- 
cent of the cases of venereal disease treated at the U.S. 
Army Hospital involved married men (11). Some wives 
found themselves abandoned outright with little available 
social or legal aid. 


DISCUSSION 


The social disintegration of the American community 
in Bangkok occurred in conjunction with a high preva- 
lence of psychopathology. An American community in 
Sagami-ono, Japan, was examined for the sake of com- 
parison (12). In 1971, Camp Zama was a U.S. Army base 
with a population of approximately 7,000, including 400- 
500 adolescents. During the school year 1971-1972, no 


adolescent was hospitalized for emotional problems. 
There was no known heroin use among adolescents and 
very little known abuse of over-the-counter medications. 
The outpatient census of the Department of Neuropsy- 
chiatry of the U.S. Army Hospital at Cam Zama was 
. very low. Only eight or nine students of all ages were 
seen, primarily for behavioral difficulties. In July 1972, 
no adolescents were being followed as outpatients. From 
July 1971 to July 1972, there were approximately 20 to 25 
couples seen for marital problems. 

The Americans at Camp Zama were all part of the 
same organization and they lived and worked in a well- 
defined base. There was an active youth program and 
participation was convenient and without cost. Commu- 
nication and transportation were easy, safe, and depend- 
able. The base commander was seen as the leader of the 
community, and an American culture was maintained 
within the base. Radio and newspapers of the American 
culture and community were provided. Japanese law was 
strictly enforced and provided very obvious and known 
support to the Americans. There had been no cases of 
rabies in Japan since the 1950s. Robbery was infrequent. 
Food and water were considered safe. The fathers and 
husbands lived and worked at Camp Zama. 

The contrasts between the American communities of 
Bangkok and Camp Zama are dramatic. The American 
community of Bangkok was a model of social dis- 
integration, whereas Camp Zama represented a model of 
social integration. The contrast between the two commu- 
nities in the prevalence of the two symptom complexes of 
emotional difficulties of adolescence and marital prob- 
lems was marked. This comparison appears to sub- 
stantiate the Leightons' hypotheses. 

Perhaps the experience of Americans in Bangkok 
could aid in the understanding of communities within the 
United States that suffer from greater or lesser degrees of 
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disintegration. These conditions could be changed if their 
importance were understood and stressed by people in a 
position to effect change. Social disintegration can be 
seen as a result of and concommitant occurrence with un- 
avoidable rapid cultural change and transience, but such 
communities need not remain disintegrated. In addition, 
these data strongly indicate that it is difficult for families 
to function in a healthy way without both accepting com- 
munity responsibility and being part of a responsible 
community. 
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Affective Illness in Veteran Twins: A Diagnostic Review 


BY MARTIN G. ALLEN, M.D., STEPHEN COHEN, M.D., WILLIAM POLLIN, M.D., AND STANLEY I. GREENSPAN, M.D. 





The authors systematically reviewed diagnoses in the 
Veteran Twin Registry and found 62 pairs of twins (69 in- 
dividuals) in which one or both had affective illness, a fre- 
quency of .22 percent (monozygotic [M Z] concordance = 
33 percent, dizygotic [DZ] concordance =0 percent, and 
MZ/DZ ratio > 11.5). In 40 of the 62 pairs, one or both 
twins had unipolar depression (MZ concordance =40 per- 
cent, DZ concordance «0 percent, and MZ/ DZ ra- 

tio > 8). Bipolar depression was present in 22 pairs (MZ 
concordance — 20 percent, DZ concordance —0 percent, 
MZ/DZ ratio > 3.2). The data indicate that both envi- 
ronmental and genetic factors are important in the etiol- 
ogy of affective illness and present evidence that unipolar 
and bipolar illness are separate entities. 





THE ROLE OF GENETIC and environmental factors in 
Schizophrenia has become better understood as a result 
of refinements in diagnostic and sampling techniques in 
studies of twins with schizophrenia. However, sampling 
and diagnostic criteria have remained significant prob- 
lems in twin studies of affective illness (1-16). In this pa- 
per we will present the results of an intensive diagnostic 
record review and analysis of affective illness in the Na- 
tional Academy of Sciences-National Research Council 
(NAS-NRC) cohort of 15,909 veteran twin pairs. (This 
work is part of a continuing study of psychopathology in 
the NAS-NRC cohort [1, 2, 17].) 

There are two special difficulties in the study of affec- 
tive disorders. First, while the age of onset for schizo- 
phrenia is usually earlier than 45, the age of risk for af- 
fective illness begins in adolescence and ends only at 
death (18-26). Second, while schizophrenia and its sub- 
groups are usually viewed as a single entity, it is currently 
considered appropriate to classify affective disorders into 
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unipolar (depressive) and bipolar (manic-depressive) 
types (24-32). These two problems have presented addi- 
tional diagnostic and sampling difficulties in twin studies 
of depression. 

Our present study was designed to provide a better un- 
derstanding of the role of genetic and environmental fac- 
tors in the occurrence of affective illness. To accomplish 
this, we will compare in a large sample of twins the con- 
cordance and discordance for affective disorders as a 
whole and for the separate unipolar and bipolar types. 

The original report (2) analyzed diagnostic summaries 
that were obtained from military and VA records and ab- 
stracted onto computer tapes. The diagnoses were made 
by the many physicians serving in U.S. Armed Forces 
and VA medical facilities. The data had the intrinsic ad- 
vantage of being relatively free from researcher bias re- 
garding genetic hypotheses, but they did present the fol- 
lowing problems: 

1. There were wide variations in the psychiatric train- 
ing and experience of the diagnosing physicians and a 
lack of uniform diagnostic criteria, raising questions 
about diagnostic reliability. 

2. Because the reports were based on a computer list- 
ing, borderline states and highly questionable cases (e.g., 
those in which there might have been significant organic 
features) were not differentiated from "clearly" diag- 
nosed cases. 

3. Detailed investigations of clinical information about 
the co-twins were not possible. 

4. Approximately one-third of the twins could not be 
classified as to zygosity. 

The diagnostic review was designed to evaluate the ac- 
curacy of the diagnoses of depression in the computerized 
records, to determine whether depressive illness was 
present in any of the cases with other diagnoses of psy- 
chosis (or in cases of suicide), to investigate newly re- 
ported cases of depression in the cohort, to clarify zygos- 
ity when it was previously unknown, and to obtain more 
accurate concordance information by examining the 
record of each co-twin. 


METHOD 


Our sampling and research methods have been de- 
scribed in detail elsewhere (1, 2). The NAS-NRC twin 
panel, composed of 15,909 pairs of twins, was derived 
from the 54,000 Caucasian male twins born between 1917 
and 1927 among whom both twins served in the U.S. 
Armed Forces. The 15,909 computerized records were 
screened for twin pairs in which one or both had received 


a diagnosis of psychosis following entry on active duty. 
Follow-up of the panel is complete through 1972, at 
which time the twins were 45-55 years old. 

The VA medical records for all twin pairs in which one 
or both had computer-listed diagnoses of affective reac- 
tion, involutional psychotic reaction, “other psychoses,” 
or paranoid reaction were reviewed in detail. The VA 
claims folders include records of all military and VA out- 
patient and hospital admissions, mental status exam- 
inations that were given in conjunction with VA claims, 
some records of private and state hospitalizations, and 
detailed social service and Red Cross reports. Some 
charts also include descriptions of patients' behavior by 
family, employers, Armed Forces personnel, psychia- 
trists, and nurses. In cases of incomplete records, addi- 
tional information was requested from facilities where 
the twin had been treated. 

There were 156 twin pairs (312 individuals) in which 
one or both had ever been diagnosed as having affective 
illness. In addition to reviewing these files, we reviewed 
all the records of twin pairs in which one or both had 
been listed as having any other diagnosis of psychosis 
in order to discover new cases of affective disorders, as 
well as to establish a comparison group. A total of 840 
records (420 twin pairs) was reviewed. 

We summarized information regarding zygosity, rele- 
vant psychiatric and medical diagnoses, concordance, 
and age at first diagnosis for each of these 420 twin pairs. 
We also obtained the following information: zygosity for 
twins not previously classified, similarities in the psychi- 
atric history of co-twins that might indicate concordance, 
medical diagnoses and drug use that might indicate the 
presence of organic factors, and the psychiatric illness it- 
self (to assess the accuracy of diagnosis). 

We used the unipolar/bipolar classification of affective 
illness in this study. This classification does not imply 
etiology (as do the terms “reactive,” “endogenous,” and 
*"involutional"), nor does it specify symptomatology (as 
do classifications such as "neurotic," “psychotic,” and 
“schizo-affective’’), or age of onset (as is true for the term 
"involutional"). It simply indicates whether depression 
occurs without mania (unipolar) or in cycles with mania 
(bipolar). A computer listing of affective illness was con- 
sidered confirmed when the chart clearly described any 
well-documented episode(s) of depression with or without 
mania. 

The following criteria were used in the diagnosis of de- 
pression: depressive feelings, loss of energy and interest 
(loss of libido), sleep disturbances, anorexia and/or 
weight loss, suicide attempts, psychomotor retardation, 
social withdrawal, agitation, feelings of guilt or obses- 
sional worrying, self-depreciation, tearfulness, somatic 
complaints, and the occurrence of repeated episodes. 
Those for bipolar illness (mania along with depression) 
were: euphoria or frantic mood, elation, grandiosity, im- 
patience, extravagance, excessive talkativeness, flight of 
ideas, short attention span, increased psychomotor activ- 
ity, decreased need for sleep, and relating to others in an 
infectious way, these symptoms alternating with periods 
of normality or depression. 
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While there is some question as to whether schizo-af- 
fective psychosis is an affective disorder (33), a variant of 
Schizophrenia (34), or a separate and distinct entity (23), 
we consider it as separate and distinct from affective ill- 
ness, in accordance with DS M-II (35), which refers to 
such an entity as “‘schizo-affective schizophrenia." 

The certainty of each review diagnosis of affective dis- 
order (not the severity of the illness) was rated on a scale 
based on a previously detailed rating scale of history and 
symptoms (1). A rating of A was given to a well-docu- 
mented case that fulfilled the specific criteria stated 
above, with no evidence requiring serious consideration 
of an alternative diagnosis (i.e., wartime stress, schizo- 
phrenia, medical illness, central nervous system trauma, 
or alcoholic psychosis). A B rating indicated that there 


. was sufficient evidence to warrant the diagnosis of affec- 


tive disorder, but that there were minor conflicting diag- 
nostic features (i.e., history of childhood febrile seizures 
or of concussion without subsequent behavior change, 
concurrent medical illness—including diabetes and tu- 
berculosis, history of chronic alcoholism unrelated to 
recurrent depressions, or minimal sociopathy). Those re- 
views which clearly described the illness but also con- 
tained information warranting consideration (but not a 
diagnosis) of neurotic, sociopathic, or characterological 
processes were rated C. Pseudoneurotic schizophrenia 
and borderline syndromes were rated as schizophrenic. 

Ratings of D and E were given to a diagnosis of affec- 
tive illness that was questionable because of insufficient 
information or because primary diagnoses of schizophre- 
nia, severe mental retardation, severe characterological 
disorders, or no psychopathology were more likely. 
Twins with diagnoses rated D or E were not considered in 
this study as having affective disorders. 

We initially reviewed all 840 charts. If the diagnosis 
was clear (A or B ratings) and consistent with the diag- 
noses in the hospital record and the computer search, the 
diagnosis was considered confirmed. As a further pre- 
caution, a random subsample of 100 confirmed diagnoses 
was reviewed by another psychiatrist. 

In the 198 cases in which there was some question 
about the diagnosis (ratings of C, D, or E) or in which the 
diagnosis differed from that listed on the computer tapes, 
another rater reviewed the charts independently. A third 
rater reviewed those charts which had been rated dif- 
ferently by the first and second reviewer and those which 
had been rated C or D both times. There was 81-per- 
cent interrater agreement on cases in which the charts 
were first rated C or D, and 93-percent agreement on 
those first rated A or B. The research team discussed 
every case of disagreement or uncertainty in order to 
arrive at a consensus. 


RESULTS 


Table 1 summarizes the findings of the earlier phase of 
this study, based on the computer-coded diagnoses of the 
population of 15,909 twin pairs (2). There were 117 pairs 
in which one or both twins had an affective disorder (a to- 


Am J Psychiatry 131:11, November 1974 1235 





AFFECTIVE ILLNESS IN VETERAN TWINS 


TABLE | 
Discordance and Concordance in the Depression Subsample by 
Zygosity: Based on Computer-Listed Diagnoses 








Number of Number of Total Pairwise 

Discordant Concordant Number Concordance 
Zygosity Pairs Pairs of Pairs (Percent) 
Monozygotic 23 l 24 4.2 
Dizygotic 58 0 58 0.0 
Unknown 34 I 35 2.8 
Total 

subsample 115 2 117 1.7 

TABLE 2 


Discordance and Concordance in the Depression Subsample by 
Zygosity: Based on Chart-Review Diagnoses 








Number of Number of Total Pairwise 
Discordant Concordant Number Concordance 
Zygosity Pairs Pairs of Pairs (Percent) 
Monozygotic 10 5 .15 33.0* 
Dizygotic 34 0 34 0.0* 
Unknown 1! 2 13 15.4 
Total 
subsample 55 7 62 — 


* Significantly different (p < .005, chi-square test. Yates’ correction applied). 


TABLE 3 
Concordance for Unipolar and Bipolar Depression by Zygosity: Based 
on Chart-Review Diagnoses 


.Number of Number of Total Pairwise 
Discordant Concordant Number of Concordance 





Zygosity Pairs Pairs Pairs (Percent) 
Unipolar depression 
Monzygotic 6 4 10 40.0* 
Dizygotic 19 0 19 0.0* 
Unknown 9 2 li 18.2 
Total 34 6 40 — 
Bipolar depression 
Monozygotic 4 I 5 20.0 
Dizygotic 15 0 15 0.0 
Unknown 2 0 2 0.0 
Total 21 1 22 — 





*Significantly different (p < .02. chi-square test, Yates’ correction applied). 


tal of 119 individuals), representing a frequency of .37 
percent. The heritability index was .08, and the MZ/DZ 
ratio was greater than 4.2 (if one postulates that the next 
pair of DZ twins might be concordant—i.e., if the 59th 
pair of DZ twins were concordant, the rate would be 
1/59, or 1.7 percent). 

Eighteen new cases of depression were reported to the 
Veteran Twin Registry through 1972, and 21 more cases 
were identified from the review of records of twins who 
had originally been given other diagnoses, yielding a total 
of 156 pairs in which one or both had ever been diagnosed 
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as having depressive illness. The diagnosis of depression 
was not confirmed in 94 of these 156 pairs: 47 of these 
diagnoses were rated D or E, and the remaining 47 cases 
were diagnosed as being primarily schizophrenic (includ- 
ing schizo-affective schizophrenia), neurotic, or as having 
personality disorders. 

Review of the medical records of the 420 twin pairs in 
which one or both had a computer-listed diagnosis of psy- 
chosis (see table 2) indicates 62 twin pairs (69 individuals) 
with A, B, or C diagnoses of depression, a frequency of 
.22 percent. In 5 of the 15 MZ pairs, both twins have de- 
pression, a concordance of 33 percent. In none of the DZ 
pairs are both twins affected, so the DZ concordance is 0 
percent and the heritability index is .50. The MZ/DZ ra- 
tio is greater than 11.5 (if the 35th pair of DZ twins were 
concordant, the rate would be 1/35, or 2.9 percent). The 
difference between MZ and DZ concordance is signifi- 
cant (p « .005, chi-square test). 

Table 3 presents the results of the chart review in 
which cases of depression are classified as unipolar or 
bipolar. Of the 40 twin pairs in which one or both had 
unipolar depression, 40 percent of MZ twins are con- 
cordant, whereas none of the DZ twins is concordant 
(this difference is significant, p « .02, chi-square test). 
The heritability index is 57. The MZ/DZ ratio is greater 
than 8.0 (if one postulates that the next pair of DZ twins 
might be concordant). 

Twenty-two pairs of twins have bipolar illness— 
slightly more than half the number of pairs with unipolar 
illness. The MZ concordance is 20 percent, the DZ con- 
cordance is 0 percent, the MZ/DZ ratio is greater than 
3.2 (if one postulates that the next DZ pair might be con- 
cordant), and the heritability index is .33. Fisher's exact 
probability test and the chi-square test revealed no signif- 
icant difference between MZ and DZ concordance. Also, 
there is no significant difference between MZ con- 
cordance for unipolar illness (40 percent) and bipolar ill- 
ness (20 percent). 

Table 4 summarizes the major twin studies of affective 
illness. The studies report MZ concordance rates for af- 
fective illness ranging from 4 percent to 96 percent and 
DZ concordance ranging from 0 percent to 38 percent. 
The reported MZ/DZ ratios range from 1.7 to greater 
than 10.6. 


DISCUSSION 


The major findings of our diagnostic review of the 
NAS-NRC Veteran Twin Registry are the pairwise con- 
cordance rates for affective illness of 33 percent in MZ 
and 0 percent in DZ twins. The MZ/DZ ratio of equal to 
or greater than 11.5 and the heritability index of .50 in- 
dicate that genetic factors are significant in the occur- 
rence of affective illness. In the sample of twin pairs in 
which one or both are diagnosed as having unipolar de- 
pression, the MZ/DZ ratio is greater than 8 (40 percent/ 
5 percent) and the heritability index is .57. In the sample 
of twin pairs in which one or both are diagnosed as hav- 
ing bipolar illness, the MZ/DZ ratio is greater than 3.2 


TABLE 4 
Twin Studies of Affective HIness 
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MZ Pairs DZ Pairs 
Percent Percent 

Investigator Illness Studied Number Concordant* Number Concordant* MZ/DZ Ratio 
Luxenburger (6, 7) Bipolar 4 75 13 0 »10.6 
Rosanoff and associates (10) Bipolar 23 70 67 16 4.2 
Kallman (4) Bipolar 27 96 58 26** 3.6 

Unipolar — 6i a 7 8.8 
Slater (8) Bipolar 3 67 13 23 2.9 

Unipolar 5 40 17 24 1:7 
Da Fonseca (9) Both 21 7| 39 38 1.9 
Harvald and Hauge (3) Bipolar 15 67 40 5 13.3 
Kringlen (5) Bipolar 6 33 20 0 >6.9 
Pollin and associates (2) Both 24 4 58 0 >2.5 
Present study Bipolar 5 20 15 0 232 

Unipolar 10 40 19 0 >8.0 





* Pairwise concordance without age correction. 
** Corrected for age. 


(20 percent/6.3 percent) and the heritability index is .33. 
These results indicate that genetic factors are relevant in 
the occurrence of both unipolar and bipolar illness. How- 
ever, since 67 percent of the MZ pairs in the total sample 
(60 percent of the unipolar MZ pairs and 80 percent of 
the bipolar MZ pairs) are discordant for affective illness, 
environmental factors are obviously also important. 

The MZ concordance rate of 33 percent is higher than 
the 4.2 percent rate of the previously reported computer 
search (2). The MZ/DZ ratio (> 11.5) is also higher, and 
MZ concordance is significantly greater than DZ con- 
cordance for overall affective illness and for unipolar de- 
pression. These results indicate the importance of genetic 
factors in the etiology of affective illness. However, the 
MZ concordance in the present study is still lower than 
those reported in earlier twin studies. 

In our study, the frequency of all forms of affective dis- 
order is .22 percent. The frequency of unipolar depression 
is .14 percent, twice that of bipolar depression (.07 per- 
cent). The eventual frequency of unipolar illness in this 
sample will probably be even greater. The twins are 45- 
55 years old, so most cases of manic-depressive (bipolar) 
illness would already have occurred, while more cases of 
unipolar depression would still be expected. Frequency 
or incidence figures for all veterans are not available for 
comparison. 

Lifetime risk of affective disorder for men has been 
studied in several countries (21, 22, 36-41) and varies be- 
tween .2 percent and 3.1 percent. For example, in a large 
population study in Iceland, Helgason (36) reported a 
risk of all forms of affective disorder of 5.4 percent for 
males; eliminating cases of neurotic depression results in 
a risk of 3.1 percent for men. In 1958, the prevalence of 
unipolar depression in men in Denmark (including in- 
patients and outpatients) was .19 percent (40). In the 
United States, the prevalence of manic-depressive psy- 
chosis is reported to be between .3 percent and .4 per- 
cent (41, 42). 


Variability in population characteristics, diagnostic 
criteria, and treatment availability make it difficult to re- 
late these earlier studies to our present one, except to 
note that the frequency of affective illness in this cohort is 
at the low end of the spectrum—but not excessively so. 
The low frequency probably results from the facts that 
the cohort is not yet past the age of risk, neurotic depres- 
sion is not included, and strict diagnostic criteria are used 
(e.g., cases of severe medical illness or schizophrenia are 
excluded). 

It is possible that the higher concordance of MZ twins 
is due to the fact that environmental influences tend to be 
more similar for MZ than for DZ twins. Studies of envi- 
ronmental variables—including birth order, early loss of 
parents, and disturbed childhoods—have not provided 
any consistent data regarding the importance of these 
variables in the etiology of depressive illness (43-49). 

One possible methodologic problem in our study is the 
precision of the diagnostic criteria. Upon inspection, the 
concordance rates for diagnoses rated A or B were found 
not to be significantly higher than those for diagnoses 
rated C (the rating that would include borderline cases). 
This indicates that the degree of certainty of diagnosis 
was not related to concordance rates in our study. 

A second problem concerns sampling procedures. The 
NAS-NRC twin panel is a very large cohort obtained 
from birth records throughout the United States. There- 
fore, inclusion in this study is not related to illness or to 
hospitalization, whereas in the early twin studies, samples 
were obtained through consecutive hospital admissions 
or from resident hospital populations. Furthermore, since 
each twin in the present study passed the physical and 
mental requirements for entry into the Armed Forces, the 
cohort represents selection for some degree of health, and 
childhood and adolescent illness are substantially elimi- 
nated. This selection bias is not great for twins with de- 
pression, since depression has a later onset (18-24), and 
few cases of clinical depression would have occurred dur- 
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ing adolescence. Also, the recurrent pattern of affective 
disease is such that a person with early-onset depression 
would probably have episodes later in life. On the other 
hand, the sample has yet to pass through the age of risk 
for affective illness (essentially a lifetime risk). 

Since the twins are 45-55 years old, we should inquire 
what percentage of the sample has passed through the 
age of risk for affective illness. Slater (20) found that 56 
percent of men had passed the period of risk for bipolar 
illness by the age of 50, Norris (21) found that 69 percent 
of men were past risk by the age of 65, and Odegaard (22) 
found 50 percent had been hospitalized before 55. Sten- 
stedt (18, 19) found that the average age of onset for 
patients with involutional melancholia was 58, and that 
for endogenous depression was 39. Strómgren (23) re- 
ported that 60 percent of patients with depression had 
their first episode before 55. Other investigators (24, 25) 
found that 60 percent and 71 percent of men in their re- 
spective studies developed affective disorder before the 
age of 50. 

Because of the age-range of our sample, most of the 
depression in this study is of early onset, so some late-on- 
set depression is not part of this study. Also, those twins 
who died before passing through the age of risk are not 
represented in the sample. These factors would tend to 
lower the number of cases as well as the concordance 
rates for our study, implying that concordance rates 
would be higher in the future. 

In this report, the previously unknown zygosity of 
many twins was established on the basis of information in 
the VA charts. Thus, zygosity is now established for 80 
percent of those with the diagnosis of affective illness. Of 
the 49 twin pairs with established zygosity and diagnosis, 
15 (31 percent) are monozygotic and 34 (69 percent) are 
dizygotic. This MZ-DZ distribution is different from that 
found by Jablon and associates (49). In a selected sub- 
sample of this veteran twin cohort, using laboratory se- 
rologic tests, Jablon and associates found 44 percent of 
the twins to be monozygotic and 56 percent dizygotic. 
Since 69 percent of the affectively ill twins in our study 
are dizygotic, it is possible that proportionately more DZ 
twins have affective illness. If so, this could be a result of 
greater closeness and support in an MZ twin relationship, 
accounting for the lower percentage of monozygosity in 
the depressive group (31 percent) compared with the total 
twin cohort (44 percent). (If all of the twins of unknown 
zygosity were monozygotic, this would be 45 percent of 
the sample.) 

The decrease in the number of diagnosed cases of af- 
fective illness (from 119 in the computer data to 69 in this 
study) as a result of the diagnostic review is probably a 
result of the following factors: 1) application of a uni- 
form, systematic chart review with strictly defined cri- 
teria, 2) the greater likelihood of losing cases (those rated 
D or E) from the sample of 156 twin pairs than of gaining 
twins with the diagnosis of affective illness from twin 
pairs in other diagnostic categories, and 3) not reviewing 
VA folders for the other 30,978 veterans, which might 
have yielded additional cases of depression. On the other 
hand, the existence of free medical care and/or VA bene- 
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fits for veterans increases the chances of identifying the 
presence of a psychiatric diagnosis. 

The computer search for specific diagnoses avoids the 
possibility of research bias affecting the review. However, 
the computerized index of diagnoses was made by many 
physicians in the U.S. Armed Forces, the VA, and pri- 
vate facilities. These physicians represent various levels 
and types of training and experience, and there was no 
systematic procedure for evaluating the accuracy of diag- 
nosis. 

The disadvantages of chart reviews include the follow- 
ing: 1) the wide variability of medical records, reflecting 
institutional biases in diagnosis, treatment, and eval- 
uation; 2) shifting diagnostic criteria over the past 30 
years; 3) our own awareness regarding the nature and 
purposes of the research; and 4) the inability to evaluate 
both twins of each pair independently while still deter- 
mining concordance. 

The charts are, however, very extensive and contain in- 
formation from a variety of sources. Also, the diagnostic 
review has the advantage of representing a uniform 
standard of evaluation. However, only after a significant 
subsample is seen firsthand can the accuracy of diagnosis 
be truly verified. 

The increase in MZ concordance from 4 percent in our 
previous report (2) to 33 percent in the present study may 
reflect the presence of "contamination" in the review 
procedure—namely, twin pairs were reviewed as a pair 
and their zygosity was known. Consequently, each chart 
reviewer may have been influenced to see more sim- 
ilarities in MZ pairs than in DZ pairs. This factor would 
tend to increase the MZ concordance rate. (However, as 
mentioned previously, interrater agreement was 93 per- 
cent for twins rated A or B and 81 percent for twins rated 
C or D.) Even with this problem, 67 percent of the MZ 
twins were not concordant for affective illness. 

Because there are no women in this sample, fre- 
quencies reported in this study are only comparable to 
male populations. Cadoret and associates (26) found no 
significant difference between sexes in the occurrence of 
depression, and Kringlen (5) found no substantial differ- 
ence in concordance between sexes or between same-sex 
and opposite-sex dizygotic twins. However, other investi- 
gators (10, 11, 24, 25, 36) have found a much greater in- 
cidence of affective illness in women. If the incidence 
were greater among women, concordance rates would 
probably be higher, although the MZ/DZ ratio might or 
might not change. 


CONCLUSIONS 


Our study of affective illness in the NAS-NRC cohort 
of 15,909 twin pairs presents evidence that there is a ge- 
netic component in the occurrence of affective illness as a 
whole and of unipolar illness. The data also present some 
(less strong) evidence of a genetic component of bipolar 
iliness. In addition, the results indicate that unipolar and 
bipolar illness are separate, distinct entities, and that uni- 
polar illness occurs more frequently. 


Because the MZ discordance rates for bipolar illness 


and unipolar illness are 80 percent and 60 percent, re- 
spectively, and 67 percent of MZ twins are discordant for 
all types of depression, it appears that environmental fac- 
tors are also important in the occurrence of affective ill- 
ness. Although the difference between unipolar and bipo- 


lar 


concordance is not significant, the unipolar 


concordance rate is twice that of bipolar concordance (40 
percent versus 20 percent), which supports other evi- 
dence (24-30) that unipolar and bipolar illness are sepa- 
rate and distinct entities. 


10. 
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Alterations in Cell Membrane Activity in Depression 


BY J. MENDELS, M.D., AND A. FRAZER, PH.D. 





Findings from a series of related experiments led to a 
working hypothesis suggesting that there may be an ab- 
normality in aspects of cell membrane properties that 
normally regulate the movement of electrolytes across 
the plasma membrane in a subgroup of depressed 
patients. These patients appear to be responsive to lith- 
ium, ‘and there is evidence that the postulated abnor- 
mality may be genetically determined. The authors out- 
line the potential usefulness of the erythrocyte as a model 
for studying electrolyte transport in neurons. 





WE HAVE REPORTED previously that depressed patients 
who responded to treatment with lithium had a different 
distribution of the cation across the erythrocyte (RBC) 
membrane in vivo than did patients who did not respond 
to lithium (1). On the basis of these data, we have formu- 
lated a working hypothesis, namely, that there is a sub- 
group of depressed patients with a genetically determined 
abnormality in some aspect of cell membrane properties 
which regulate the movement of electrolytes across the 
plasma membrane. This subgroup of patients may coin- 
cide with the diagnostic group designated as having 
manic-depressive illness. However, this remains in- 
conclusive at this time. 

To test this hypothesis, we recently completed several 
studies. The aims of these investigations were to deter- 
mine the factors influencing lithium transfer across the 
RBC membrane, to determine whether the distribution of 
lithium across the RBC membrane is under genetic con- 
trol, and to determine whether the administration of lith- 
ium is associated with changes in the concentration of 
erythrocyte sodium or potassium. This report summa- 
rizes the results of these studies and also reviews evi- 
dence from other sources that are relevant to this hypo- 
thesis. 
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RBC AS A MODEL FOR BRAIN 


As with the amine hypotheses of depression (2), testing 
of this transport hypothesis is complicated by the as- 
sumption that the dysfunction leading to depression oc- 
curs in the central nervous system, access to which is lim- 
ited in patients. We have selected the erythrocyte as a 
cell in which to measure intracellular cation concentra- 
tions. It has the advantage of ready availability. More 
importantly, there appear to be qualitative similarities in 
cation transport in RBCs and nerve cells. Although the 
RBC is atypical of other mature cells in that it lacks a 
nucleus and depends on glycolysis rather than respiration 
for its energy production, it is known to possess an active 
transport system for sodium and potassium that has 
characteristics similar to the cation pump mechanisms of 
nerve cells. For example, sodium- and potassium-acti- 
vated adenosine triphosphatase (ATPase) of RBC ghosts 
responds to electrolyte alterations and the administra- 
tion of ouabain in a manner similar to that of the neu- 
ronal enzyme (3). ATP also furnishes the energy neces- 
sary for the maintenance of sodium and potassium 
gradients in both RBCs and squid axons (4, 5). Whether 
the ATP is derived from glycolysis or from respiration 
appears to be irrelevant. There is also good evidence that 
in RBCs the coupling ratio of extruded sodium to ac- 
cumulated potassium is 3 to 2 and that one molecule of 
ATP is consumed for one turn of the pump (6-9). There 
is evidence that in nerve cells one molecule of ATP is 
used for every three ions of sodium transported (10, 11), 
as in the RBC. 

In addition, it appears that drugs can alter both brain 
and RBC cation transport processes and the activity of 
sodium- and potassium-activated ATPase, the enzyme 
responsible for sodium and potassium transport (12), to a 
similar degree. For example, Israel and associates (13) 
showed that ethanol can produce similar changes in ion 
transport and enzyme activity in brain tissue and in 
RBCs. They also suggested that changes presumably oc- 
curring in the brains of humans can be detected by the 
study of human RBCs. 

In a similar manner other agents can produce com- 
plementary alterations in the human red cell and the hu- 
man cerebral cortex sodium- and potassium-activated 
ATPase activity (14). 

There are quantitative differences in cation transport 
between nerve cells and RBCs. Both the passive per- 
meability to sodium and to potassium and the rate of ca- 
tion transport in RBCs is much less than in nerve 
cells (15-17). However, qualitatively, the RBC may pro- 


vide a useful model for studies of neuronal electrolyte dis- 
tribution and transport. In this regard, we have shown a 
superior correlation between RBC lithium concentration 
and brain lithium concentration to that between plasma 
lithium and brain lithium, when these values are mea- 
sured over time after the discontinuation of administra- 
tion of lithium to rats (18). 


RBC LITHIUM CONCENTRATION 


Clinical experience suggests that plasma levels of lith- 
ium are not always good indicators of clinical response 
and that increasing the dose of lithium to achieve higher 
plasma levels does not necessarily increase its clinical ef- 
fectiveness. 

If the concentration of lithium in brain is an important 
variable in determining the clinical response of individual 
patients, then a cellular measure of lithium might corre- 
late better with brain lithium concentration than an ex- 
tracellular or plasma measure of lithium would. Thus we 
hypothesized that patients who respond to lithium would 
have a higher intracellular lithium concentration for a 
given plasma level than patients who do not improve. Ina 
subsequent study (1) we found that depressed men who 
responded to treatment with lithium had significantly 
higher ratios of RBC lithium to plasma lithium than de- 
pressed patients who did not respond to treatment with 
this cation (.56 + .03 versus .39 + .02; p < .005, by Stu- 
dent’s t test). These values are independent of the dose of 
lithium or plasma lithium concentrations, so that the 
higher ratio in the responders is a function of a propor- 
tionally higher RBC lithium concentration. 

This finding suggests a difference in the cell mem- 
brane properties governing lithium entry into or out of 
the cell between these two groups of patients. It has been 
our experience (1, 19, 20), as well as that of other investi- 
gators (21), that manic-depressive (bipolar) depressive 
patients are more likely to respond to treatment with 
lithium than are recurrent unipolar depressives, suggest- 


TABLE ! 


J. MENDELS AND A. FRAZER 


ing that the diagnostic difference may be associated with 
some difference in cell membrane properties. In this 
regard, Lyttkens and associates (22) reported a higher 
lithium ratio in manic-depressive women than in con- 
trol women. We have also noted that three control men 
to whom lithium was administered for 17 days developed 
low lithium ratios (.33 + .02) compared with nine manic- 
depressive men (.51 + .04). 

This: difference in the lithium ratio between patient 
populations is not likely to be the result of differences in 
the intake of sodium between the two groups. We have 
systematically evaluated the effects of varying sodium in- 
take on the lithium ratio in three control subjects. The 
subjects each received 900 mg. of lithium carbonate daily. 
For 17 days they were given a diet containing between 
165 and 175 mEq. of sodium per day. On day 18, the so- 
dium content of the diet was reduced to 55 to 65 mEq. per 
day, and this was continued for 17 days. Plasma and 
RBC lithium and urinary sodium were measured as de- 
scribed previously (23, 24). As it takes about 10 days af- 
ter treatment commences for the lithium ratio to stabi- 
lize (1), only the lithium values obtained between days 10 
and 17 of each diet period were used in the statistical 
analysis. The results obtained are presented in table 1. 
Lowering.daily sodium intake by about 100 mEq. re- 
sulted in a 29-percent increase in plasma lithium. This 
has been reported by other investigators as well (25, 26). 
However, as shown in table 1, there was a corresponding 
change in RBC lithium, so that the lithium ratio re- 
mained stable. Thus, alterations in sodium intake over 
the range studied do not cause significant differences in 
the lithium ratio. 


RBC SODIUM 


Sodium plays a crucial role in various aspects of nerve 
function. We have measured R BC sodium concentration 
in 15 depressed patients during lithium treatment. When 
measuring intra-R BC sodium, it is important to correct 


Effecis of Changing Sodium Intake on Plasma and Erythrocyte (RBC) Lithium Concentrations in Three Subjects 








Urine Sodium 


Plasma Lithium 


RBC Lithium Ratio of RBC Lithium 





Mean + S.E. 


Mean + 


to Plasma Lithium 


S.E. Mean = S.E. 








Item N* (mEq. per Day) N* (mEq. per Liter) N* (mEq. per Liter) N* Mean = S.E. 
Subject O.M. 
Low-sodium diet** 7 612 9 5 14+ 03 5 24 + .02 5 33 + 01 
High-sodium diet *** 8 166 + 19 5 .52 + .07 5 19 + .03 5 .36 + .02 
Subject W.C. 
Low-sodium diet 8 3442 4 6 65 + .02 6 .20 + .01 6 314 01 
High-sodium diet 8 146+ 11 5 .55 + 01 5 .17 + 01 5 .30 + .01 
Subject E.T. 
Low-sodium diet 8 45+ 6 6 77+ Ol 6 .28 + .004 6 .36 = .003 
High-sodium diet 8 138 + 12 6 -61 + .02 6 214 0) 6 34 01 





*N = number of observations made. 
**The low-sodium diet contained 55 to 65 mEq. of sodium per day. 
***The high-sodium diet contained 165 to 175 mEq. of sodium per day. 
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TABLE 2 


Erythrocyte (RBC) Sodium Concentration Change with Administration 
of Lithium (N=15) 





Mean RBC Sodium Concentration* by 
Mean Daily Dose of Lithium Carbonate 


More than 1500 mg. Less than 1500 mg. 








Item (N=7) {N=8) 
Baseline period divided 
into equal halves 
First half 7.8 8.1 
Second half 7.9 82 
Treatment period divided 
into thirds 
First third 1.9 8.3 
Second third 84 8.6 
Third third 9.1 8.6 
Significance** p < .001 n.s 





.*In milliequivalents per liter in cells. 
By linear trend analysis. 


for the sodium present in plasma “trapped” in the RBC 
column. We have used the extracellular marker cobalt- 
EDTA for this purpose (27). The methodology used is es- 
sentially the same as that reported in detail in another pa- 
per(23) Venous blood samples were taken from the 
patients before breakfast (8:00 to 9:00 a.m.). For each 
patient studied there were at least 7 days of baseline val- 
ues followed by a period of 21 days during which the dose 
of lithium was either held constant or increased. During 
the baseline period, there was no change in the concentra- 
tion of RBC sodium in any patient, indicating the stabil- 
ity of this measure. This stability has been noted by oth- 
ers (28, 29). 

The period of lithium administration for each patient 
was divided into thirds; the mean for each third was com- 
puted, and a linear trend analysis was done to determine 
if there were any significant alterations in sodium concen- 
tration. There was a significant increase (F=5.60, p « 
.05) in RBC sodium concentration with lithium adminis- 
tration, confirming our earlier finding in a single 
patient (30). As shown in table 2, the increase in R BC so- 
dium appears to be dose related. 

An association was also found between the increase in 
RBC sodium concentration and alteration in the patient's 
clinical state. The patients were divided into two groups: 
"sodium increasers"—the half of the sample who showed 
the largest increase in RBC sodium over time, and *'so- 
dium nonincreasers"— patients who showed little or no 
increase in RBC sodium. The changes in the Beck De- 
pression Inventory scores (31) and the Nurses' Depres- 
sion Rating Scale scores (32) in these two groups of pa- 
tients are shown in table 3. There was a significant de- 
crease in both of the depression ratings for the group of 
sodium increasers but no change in RBC sodium in the 
group of patients whose depression scores did not im- 
prove. This suggests that depressed patients treated with 
lithium who show an increase in RBC sodium are more 
likely to improve than patients who do not show any in- 
crease in RBC sodium. As previously shown (1), such 
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TABLE 3 
Change: in Depression Ratings in Groups Subdivided by Changes in 
Erythrocyte (RBC) Sodium Concentration {N=15) 





Patients with Patients with 





i Increase No Increase 
in RBC Sodium in RBC Sodium 
Item (N=7) (N28) 
Nurses' Depression Rating Scale* 
(mean ratings during treatment 
period divided into thirds) 
First third 8.4 7.8 
Second third 8.2 7.7 
Third third 5.8** 73 
Beck Depression Inventory (mean 
ratings during treatment period 
divided into thirds} 
First third 17.7 19.8 
Second third 10.5 13.4 
Third third 3*4 14.4 





* Depression item score only (range | to 15). 
**F. 83. p«.05, by linear trend analysis. 
***E _ 6.5, p < .05, by linear trend analysis. 


patients are also more likely to have a higher RBC 
lithium concentration. In other words, it seems that when 
more lithium enters the cell, it is more likely for RBC 
sodium to increase. 

Finallv, we found that there was a tendency for the 
lithium ratio to be higher in patients with a higher base- 
line (preireatment) RBC sodium concentration (see fig- 
ure 1). 

Similar analyses were done for RBC potassium and for 
plasma sodium and potassium, but no significant correla- 
tions were found. This indicates that the correlations be- 
tween clinical improvement and R BC sodium are specific 
for this ion. 

These findings are compatible with the reports by Aro- 
noff and associates (33) and by Baer and associates (34) 
that patients who improved when treated with lithium 
had a greater increase in 24-hour exchangeable sodium 
than patients who did not respond. Although the methods 
of measurement are quite different, both sets of observa- 
tions lend themselves to the same interpretation. 


CELL MEMBRANE 


To examine which membrane factors influence lithium 
distribution across the cell membrane, an experiment was 
conducted in which lithium carbonate was administered 
to two groups of sheep whose RBCs were known to have 
geneticallv determined quantitative differences in mem- 
brane properties that regulate RBC sodium and potas- 
sium concentrations (35, 36). One group of sheep, high- 
potassium (HK) sheep, had a high concentration of po- 
tassium and a low concentration of sodium in the RBC, 
similar to humans; the second group, low-potassium 
(LK) sheep, had only about one-ninth the RBC potas- 
sium concentration of the HK sheep and a proportion- 
ately high sodium concentration. Several factors account 


FIGURE 1 
Linear Regression Between Baseline RBC Sodium and RBC Lithium: 
Plasma Lithium Measured on Day 14 
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for the difference in RBC cation concentrations. First, 
there is reduced sodium- and potassium-activated 
ATPase activity in RBC membranes from LK sheep and 
a corresponding low rate of active cation transport. Sec- 
ond, there is a difference in the rate of passive diffusion of 
cations across the RBC membranes; i.e., cations leak 
more easily across LK cells than across HK cells. 
Finally, the LK cells have more exchange diffusion than 
HK cells. 

When 17 mEq. of lithium was administered to such 
sheep intramuscularly twice a day, a significantly higher 
steady-state concentration of lithium in the LK cells (0.44 
+ 0.06 mEq. per liter) than in the HK cells (0.15 + 0.02 
mEq. per liter) was observed, although there was no sig- 
nificant difference between the plasma concentrations 
(37). 

To explore the reason for this difference in the concen- 
tration of lithium found in LK and in HK cells in vivo, 
experiments were done to determine the rate of uptake 
and the rate of loss of lithium by these sheep cells in vitro. 
First, washed HK and LK RBCs were loaded with lith- 
ium by suspending them in a phosphate-buffered salt me- 
dium containing 50 mM. lithium at 2 C° for 20 hours. 
The rate of loss of lithium from these loaded cells was 
then determined by placing them into an iso-osmotic 
phosphate-buffered medium containing no lithium and 
incubating them at 37 C°. At the times specified (see fi- 
gure 2), aliquots were withdrawn and the RBC concen- 
tration of lithium was determined. The rate of loss of 
lithium from HK and from LK cells was identical; fur- 
thermore, | x 107* M. ouabain did not alter the rate of 
loss of lithium from either type of RBC. Thus, as 
Maizels (38) reported, lithium does not appear to be 
actively removed from RBCs by sodium- and potassium- 
activated ATPase. 

In contrast, when freshly washed HK and LK RBCs 
were suspended in a phosphate-buffered salt medium 
containing 1 x 10* M. ouabain and 1.5 mM. lithium at 
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FIGURE 2 

The Efflux of Lithium from High- Potassium (HK) and from Low- 
Poiassium ( LK) Erythrocytes in Vitro(Each Point Represents the 
Mean of Six Determinations)* 
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* At time zero, the mean concentration of lithium in the HK cells was not sig- 
nificantly different from that in the LK cells (1.66 + 0.23 mEq. per liter versus 
1.39 + 0.19 mEq. per liter, p» .3). The percentage of lithium remaining in the 
LK erythrocytes was not significantly different from that left in the HK cells 
at any of the times of measurement. 


37 Ce, the uptake of lithium by LK cells was significantly 
greater than the uptake by HK cells (see figure 3). These 
results indicate that the greater accumulation of lithium 
by RBCs in vivo is not a consequence of reduced trans- 
port of this cation from the cell but is the result of a 
greater leak into the cell. It seems possible that exchange 
diffusion processes are important in this regard. 


CATION TRANSPORT 


There are very few reports in the literature dealing with 
cation transport in depressed patients. To our knowledge, 
only one group of investigators has examined sodium and 
potassium transport in RBCs obtained from depressed 
patients. Naylor and associates (39) reported lower active 
transport of sodium in RBCs from 11 psychotically 
depressed women compared with RBCs from 13 neu- 
rotically depressed patients. In both patient groups the 
active and the passive transfer of sodium (but not of 
potassium) increased significantly with recovery after 
treatment with electroconvulsive therapy. Unfortunate- 
ly, the report did not provide sufficient information to de- 
termine whether this defect is related specifically to pa- 
tients with manic-depressive iliness as opposed to other 
forms of depression. In a subsequent study Naylor and 
associates (40) reported that neither sodium- and potas- 
sium-activated ATPase activity nor ouabain-sensitive 
potassium flux was different in RBCs obtained from 
either psychotically or neurotically depressed women. 
Further investigations of the cation transport systems in 
patients with affective illnesses are indicated, including 
attempts to correlate the results of RBC lithium concen- 
trations with clinical response to lithium and with 
nosological subgroups. 

Glen and associates (41) used a different system to 
evaluate membrane transport characteristics in patients 
with manic-depressive or recurrent depressive illness. 
They measured sodium activity and pH in secreted saliva. 
The final composition of this fluid depends on the fiow 
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FIGURE 3 

The Uptake of Lithium by High- Potassium ( HK) and by Low- 
Potassium ( LK) Erythrocytes in Vitro (Each Point Represents the Mean 
of Three Determinations + S.E.) 
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*Significantly different from corresponding HK value (p < .01). 
Significantly different from corresponding HK value (p « .001). 


rate and the rates of selective reabsorption or secretion of 
ions across the collecting duct walls of the salivary 
glands. They found that depressed patients had signifi- 
cantly higher sodium activity and lower hydrogen ion ac- 
tivity than did healthy control subjects. These data in- 
dicate reduced  reabsorption of sodium and of 
bicarbonate (measured as pH) in the depressed patients 
and are consistent with the hypothesis of some alteration 
in membrane cation transport. 

Another approach to evaluating electrolyte transfer 
has been the measurement of the rate of entry of ?*Na 
from plasma into lumbar spinal fluid. The underlying 
mechanisms of this transfer of sodium are not clear. Pas- 
sive diffusion is certainly involved, but active processes 
appear to play a role as well (42). 

In a review of several studies, Carroll (43) concluded 
that ^*Na transfer may be reduced in depressed patients. 
Unfortunately, the significance of this and its relationship 
to the transfer of electrolytes across the RBC membrane 
is unclear. 


GENETIC FACTORS 


There is considerable evidence supporting the view that 
genetic factors play an important role in the genesis of 
manic-depressive illness (44). It has also been reported 
that patients with a positive family history of affective 
illness are more likely to benefit from the prophylactic 
effects of lithium than are those without such a back- 
ground (45). It therefore seemed important to determine 
whether RBC lithium concentration is under genetic reg- 
ulation. To evaluate this we obtained RBCs from mono- 
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zygotic and dizygotic twins and incubated them in vitro 
at 37 C* in the presence of 1.5 mM. lithium for 24 hours. 
At this time the concentration of lithium in the RBC was 
measured. A significantly higher intrapair difference 
score was found between the dizygotic twins than be- 
tween the monozygotic twins. The calculated heritability 
index ranged between .79 and .85, indicating a sub- 
stantial genetic determinant for this function (46). 


ANTIDEPRESSANT DRUGS, ECT, LITHIUM, AND 
MEMBRANE FUNCTION 


To place these data in perspective, it is important to 
determine whether antidepressant treatments influence 
cation concentrations and membrane permeability. Un- 
fortunately there have been few investigations of this 
type. Tarve and Brechtlova (47) found that imipramine 
inhibited the activity of sodium- and potassium-activated 
ATPase which was prepared from guinea-pig brain 
microsomes, with half-maximal inhibition occurring at a 
concentration of 0.21 mM. The effects of imipramine 
were similar to those of ouabain, although the mecha- 
nisms of inhibition appeared to be different. It has been 
shown that a series of daily electroconvulsive shock 
treatments in rats produces increases in sodium and de- 
creases in potassium concentrations of rat brain synapto- 
somes (48). 

There have been several investigations of the effect of 
lithium on action potentials, cation transfer, and sodium- 
and potassium-activated ATPase activity. Most investi- 
gators agree that lithium can substitute for sodium, at 
least initially, in carrying the current of the action poten- 
tial (49-52). However, this effect is short-lived (50-52), 
probably because lithium is extruded from nerve cells at a 
much slower rate than sodium (53). This corresponds to 
the inability of lithium to substitute for sodium in stimu- 
lating sodium- and potassium-activated ATPase activ- 
ity (12). Lithium does have some affinity for the external 
site of cation transport (53, 54) and sodium- and potas- 
sium-activated ATPase (12), but it is less potent than po- 
tassium in activating these processes. 

Effects of lithium similar to those just described for 
nerve cells have also been observed in RBCs (38, 55-58). 
More recently, Glen and associates (59) reported that rel- 
atively low concentrations of lithium (3 or 6 mM.) stimu- 
lated the efflux of ?Na from RBCs in the presence of 3 
mM. external potassium. If, as this study suggests, lith- 
ium does influence sodium pump activity, it may alter 
neuronal excitability by changing the contribution of 
electrogenic pump potentials to either the resting mem- 
brane potential or the membrane potential following a 
tetanus (60). Indeed, Ploeger and Den Hertog (61) found 
that low concentrations of lithium caused a dose-depen- 
dent decrease in the amplitude of the potassium-activated 
response potential (a hyperpolarization due to the elec- 
trogenic nature of the sodium pump [54]) in rat cervical 
vagi. Investigation of the effects of other psychotropic 
drugs on such potentials would be of interest. 

It does appear, then, that certain therapeutically effec- 


tive agents (imipramine and lithium) may interact with 
electrolyte transfer processes. In so doing, they may alter 
neuronal activity either by a direct action on the cell 
membrane potential or perhaps by altering neurotrans- 
mitter metabolism. 


CONCLUSIONS 


We have presented and reviewed evidence that points 
to a possible genetically determined abnormality in some 
aspect of cell membrane properties regulating the move- 
ment of electrolytes across the plasma membrane in a 
subgroup of depressed patients. Such an abnormality can 
clearly affect neuronal function in its own right or may 
produce significant alterations in another system (e.g., 
the biogenic amines). 

The work reviewed here should be extended in a num- 
ber of ways. Further information is needed about the 
relationship between the lithium ratio, diagnosis, and 
clinical response in larger numbers of patients. It will be 
important to study the lithium ratio over months or years 
to determine if it remains stable. We have noticed a ten- 
dency for it to rise slowly over months in a few patients 
and have wondered if this correlates in any way with 
Schou’s suggestion (62) that the long-term prophylactic 
effect of lithium may not be fully present in all patients 
for many months. 

We have already noted that the RBC lithium-to- 
plasma lithium ratio appears to stabilize by about the 
lOth day of treatment (1), at which time it may be pos- 
sible to tell whether or not a patient will respond to lith- 
ium treatment. It is important to see if this can be deter- 
mined even earlier, perhaps leading to a “predictive” test 
of who will or will not respond to lithium treatment. It is 
also possible that lithium may be used as a “marker” to 
detect a biological difference among groups of depressed 
patients, a difference that would not be apparent in the 
absence of the drug. 


REFERENCES 


1. Mendels J, Frazer A: Intracellular lithium concentration and elini- 
cal response: towards a membrane theory of depression. J Psychi- 
atr Res 10:9-18, 1973 

2. Mendels J, Stinnett J: Biogenic amine metabolism, depression and 
mania, in Biological Psychiatry. Edited by Mendels J. New York, 
John Wiley & Sons, 1973, pp 99-131 

3. Hodgkin AL, Keynes RD: Movement of cations during recovery in 
nerve. Symp Soc Exp Biol 8:423-437, 1954 

4. Gardos G: Akkumulation der kaliumionen durch menschliche blut- 
korperchen, Acta Physiol Acad Sci Hung 6:191-199, 1954 

5. Caldwell PC, Hodgkin AL, Keynes RD, et al: The effects of in- 
jecting "energy-rich" phosphate compounds on the active trans- 
port of ions in the giant axons of Loligo. J Physiol (Lond) 152:561- 
590, 1960 

6. Post RL, Albright CD, Dayani K: Resolution of pump and leak 
components of sodium and potassium ion transport in human 
erythrocytes. J Gen Physiol 50:1201-1220, 1967 

7. Garrahan PJ, Glynn IM: The stoichiometry of the sodium pump. J 
Physiol (Lond) 192:217-235, 1967 

8. Sen AK, Post RL: Stoichiometry and localization of adenosine tri- 


23. 


24. 


25. 


26. 


21. 


28. 


29. 


30. 
3i. 
32. 


33. 


J. MENDELS AND A. FRAZER 


phosphate-dependent sodium and potassium transport in the 
erythrocyte. J Biol Chem 239:345-352, 1964 


. Whittam R, Ager ME: The connexion between active cation trans- 


port and metabolism in erythrocytes. Biochem J 97:214-227, 1965 


. Baker PF: Phosphorus metabolism of intact crab nerve and its rela- 


tion to the active transport of ions. J Physiol (Lond) 180:383-423, 
1965 


. Dydynska M, Harris EJ: Consumption of high-energy phosphates 


during active sodium and potassium interchange in frog muscle. J 
Physiol (Lond) 182:92-109, 1966 


. Skou JC: Further investigations on a Mg ion- and Na ion-activated 


adenosintriphosphatase, possibly related to the active, linked 
transport of Na ion and K ion across the nerve membrane. Biochim 
Biophys Acta 42:6-23, 1960 


. Israel Y, Kalant H, LeBlanc E, et al: Changes in cation transport 


and (Na+K)-activated adenosine triphosphatase produced by 
chronic administration of ethanol. J Pharmacol Exp Ther 174:330- 
336, 1970 


. Becker D, Viljoen D, Kramer S: The inhibition of red cell and brain 


ATPase by delta-aminolaevulinic acid. Biochim Biophys Acta 
225:26-34, 1971 


. Bonting SL, Caravaggio LL: Studies on sodium-potassium-acti- 


vated adenosinetriphosphatase, V: correlation of enzyme activity 
with cation flux in six tissues. Arch Biochem Biophys 101:37-46, 
1963 


. Parker JC, Welt LG: Pathological aiterations of cation movements 


in red blood cells, Arch Intern Med 129:320-332, 1972 


. Sjodin RA: Ion transport across excitable cell membranes, in Bio- 


physics and Physiology of Excitable Membranes. Edited by Adel- 
man WJ. New York, Van Nostrand Reinhold Co, 1971, pp 96-124 


. Frazer A, Mendels J, Secunda SK, et al: The prediction of brain 


lithium concentrations from plasma or erythrocyte measures. J 
Psychiatr Res 10:1-7, 1973 


. Dyson WL, Mendels J: Lithium and depression. Curr Ther Res 


10:601-608, 1968 


. Mendels J: Lithium and depression, in Lithium: Its Role in Psychi- 


atric Research and Treatment. Edited by Gershon S, Shopsin B. 
New York, Raven Press, 1973, pp 253-267 


. Goodwin FK, Murphy DL, Dunner DL, et al: Lithium response in 


unipolar versus bipolar depression. Am J Psychiatry 129: 44-47, 
1972 


. Lyttkens L, Sóderberg U, Wetterberg L: Increased lithium erythro- 


cyte-plasma ratio in manic-depressive psychosis (Itr to ed). Lancet 
1:40, 1973 

Frazer A, Secunda SK, Mendels J: A method for the determination 
of sodium, potassium, magnesium and lithium concentrations in 
erythrocytes. Clin Chim Acta 36:499-509, 1972 

Frazer A, Fitzgerald RG, Mendels J: Erythrocyte cation concentra- 
tions and changes in dietary electrolyte intake. Experientia 
28:1302-1303, 1972 

Greenspan K, Green R, Durell J: Retention and distribution pat- 
terns of lithium: a pharmacological tool in studying the patho- 
physiology of manic-depressive psychosis. Am J Psychiatry 
125:512-519, 1968 

Demers RG, Heninger GR: Sodium intake and lithium treatment 
in mania. Am J Psychiatry 128:100-104, 1971 

Brading AF, Jones AW: Distribution and kinetics of CoEDTA in 
smooth muscle, and its use as an extracellular marker. J Physiol 
(Lond) 200:387-401, 1969 

Beilin LJ, Knight GJ, Munro-Faure AD, et al: The sodium, potas- 
sium, and water contents of red blood cells of healthy human 
adults. J Clin Invest 45:1817-1825, 1966 

Smith EKM: Observations on the measurement and regulation of 
the sodium content of human erythrocytes. Clin Sci 42:447-453, 
1972 

Mendels J, Frazer A, Secunda SK, et al: Biochemical changes in 
depression. Lancet 1:448-449, 1971 

Beck AT, Ward CH, Mendelson M, et al: An inventory for mea- 
suring depression. Arch Gen Psychiatry 4:561-571, 1961 

Bunney WE Jr, Hamburg DA: Methods for reliable longitudinal 
observation of behavior. Arch Gen Psychiatry 9:280-294, 1963 
Aronoff MS, Evens RG, Durell J: Effect of lithium salts on elec- 
trolyte metabolism. J Psychiatr Res 8:139-159, 1971 


Am J Psychiatry 131:11, November 1974 1245 


CELL MEMBRANE ACTIVITY IN DEPRESSION 


34. 


35. 


36. 


37. 


38. 


45. 


46. 


47. 


1246 


Baer L, Durrell J, Bunney WE Jr, et al: Sodium balance and distri- 
bution in lithium carbonate therapy. Arch Gen Psychiatry 22:40- 
44, 1970 

Tosteson DC, Hoffman J: Regulation of cell volume by active ca- 
tion transport in high and low potassium sheep red cells. J Gen 
Physiol 44:169-194, 1960 

Tosteson DC: Some properties of the plasma membranes of high 
potassium and low potassium sheep red cells. Ann NY Acad Sci 
137:577-590, 1966 

Schless AP, Frazer A, Mendels J, et al: Genetic determinants of 
lithium metabolism, II: an in vivo study of lithium distribution 
across erythrocyte membranes. Arch Gen Psychiatry (in press) 
Maizels M: Effect of sodium content on sodium efflux from human 
red cells suspended in sodium-free media containing potassium, ru- 
bidium, caesium or lithium chloride. J Physiol (Lond) 195:657-679, 
1968 


. Naylor GJ, McNamee HB, Moody JP: The plasma control of 


erythrocyte sodium and potassium metabolism in depressive ill- 
ness. J Psychosom Res 14:179-186, 1970 


. Naylor GJ, Dick DAT, Dick EG, et al: Erythrocyte membrane ca- 


tion carrier in depressive illness. Psychol Med 3:502-508, 1973 


. Glen AIM, Ongley GC, Robinson K: Diminished membrane trans- 


port in manic-depressive psychosis and recurrent depression. Lan- 
cet 2:241-243, 1968 


. Katzman R, Pappius HM: Brain Electrolytes and Fluid Metabo- 


lism. Baltimore, Williams & Wilkins Co, 1973, pp 75-80 


. Carroll BJ: Sodium and potassium transfer to cerebrospinal fluid in 


severe depression, in Depressive Illness: Some Research Studies. 
Edited by Davies B, Carroll BJ, Mowbray RM. Springfield, HI, 
Charles C Thomas, 1972, pp 247-260 


. Perris C: The genetics of affective disorders, in Biological Psychia- 


try. Edited by Mendels J. New York, John Wiley & Sons, 1973, pp 
385-415 

Mendlewicz J, Fieve RR, Stallone F, et al: Genetic history as a pre- 
dictor of lithium response in manic depressive illness. Lancet 
1:599-600, 1972 

Dorus E, Pandey GN, Frazer A, et al: Genetic determinants of lith- 
ium metabolism, I: an in vitro monozygotic-dizygotic twin study. 
Arch Gen Psychiatry (in press) 

Tarve U, Brechtlova M: Effects of psychopharmacological agents 
on brain metabolism, 3: effects of imipramine and ouabain on the 
(Nat plus K+) activated ATPase from brain microsomes and co- 
operative interactions with the enzyme. J Neurochem 14:283-290, 


Am J Psychiatry 131:11, November 1974 


48. 


49. 


50. 


51. 


52. 


53. 


54, 


55. 


56. 


57. 


58. 


59. 


60. 


61. 


62. 


1967 

Escueta AV, Appel SH: The effects of electroshock seizures on po- 
tassium transport within synaptosomes from rat brain. J Neuro- 
chem 19:1625-1638, 1972 

Overton E: Beiträge zur Allgemeinen Muskel-und Nerven- 
physiologie. Pfluegers Archiv fur die Gesamte Physiologie des 
Menschen und der Tiere (Berlin) 92:346-386, 1902 

Gallego A, Lorente de No R: On effect of ammonium and lithium 
ions upon frog nerve deprived of sodium. J Gen Physiol 35:227- 
244, 195] 

Huxley AF, Stámpfli R: Direct determination of membrane resting 
potential and action potential in single myelinated nerve fibres. J 
Physiol (Lond) 112:476-495, 1951 : 

Gardner DR, Kerkut GA: A comparison of the effects of sodium 
and lithium ions on aczion potentials from Helix aspersa neurones. 
Comparative Biochemistry and Physiology 25:33-48, 1968 

Wespi HH: Active transport and passive fluxes of K, Na, and Li in 
mammalian non-myelinated nerve fibres. Pflüegers Archiv fur die 
Gesamte Physiologie des Menschen und der Tiere (Berlin) 
306:262-280, 1969 

Rang HP, Ritchie JM: On the electrogenic sodium pump in mam- 
malian non-myelinated nerve fibres and its activation by various 
external cations. J Physiol (Lond) 196:183-221, 1968 

Harris EJ, Maizels M: Permeability of human erythrocytes to so- 
dium. J Physiol (Lond) 113:506-524, 1951 

Post RL: Substitution of lithium for potassium in active cation 
transport across the human erythrocyte membrane. Fed Proc 
16:102, 1957 

McConaghey PD, Maizels M: Cation exchanges of lactose-treated 
human red cells. J Physiol (Lond) 162:485-509, 1962 

Whittam R, Ager ME: Vectorial aspects of adenosine-tri- 
phosphatase activity in erythrocyte membranes. Biochem J 93:337- 
348, 1964 

Glen AIM, Bradbury MWB, Wilson J: Stimulation of the sodium 
pump in the red blood cell by lithium and potassium. Nature 
239:399-401, 1972 

Thomas RC: Electrogenic sodium pump in nerve and muscle cells. 
Physiol Rev 52:563-594, 1972 

Ploeger EJ, Den Hertog A: The effects of lithium on excitable cell 
membranes, II: the effect on the electrogenic sodium pump of non- 
myelinated nerve fibres of the rat. Eur J Pharmacol 21:24-29, 1973 
Schou M: Lithium in psychiatric therapy and prophylaxis. J Psy- 
chiatr Res 6:67-95, 1968 


Peyote in the Treatment of Alcoholism Among American Indians 


BY BERNARD J. ALBAUGH, M.S.W., AND PHILIP 0. ANDERSON, PHARM.D. 





The authors examine the development and effectiveness 
of a treatment program for alcoholism among American 
Indians. This program offers the alcoholic Indian both 
occupational and cultural therapy, including participa- 
tion in the services of the Native American Church 
(peyote meetings). During these meetings, participants 
often ingest peyote (mescaline), which, like LSD, facili- 
tates cathartic expression and enhances suggestibility. 
Although the authors do not propose that the peyote 
meeting is a cure for alcoholism, they feel it offers some 
specific advantages in the treatment of the unique prob- 
lems of the Indian alcoholic. 





ALCOHOLISM AMONG American Indians is a critical 
health problem that continues to defy traditional 
methods of treatment (1, 2). The recognition of the 
cultural uniqueness of alcoholism among American In- 
dians has led to the development of a number of ethni- 
cally oriented treatment programs (3, 4). One such alco- 
holism rehabilitation center and halfway house operated 
by the Southern Cheyenne and Arapaho tribes is in 
operation at Bessie, Okla., and is known as the C and A 
Lodge. 


DEVELOPMENT OF THE PROGRAM 


One approach that may be taken in developing an alco- 
holism treatment program for an ethnic group is to try 
to define the social and psychological factors that lead to 
the excessive use of alcohol (5). This approach was taken 
by the mental health staff of the Clinton Indian Hospital, 
which consists of a social worker (B.J.A.) and a mental 
health technician who is an Arapaho and a graduate of 
the University of Utah training program for Indian alco- 
holism counselors. 

The Southern Cheyenne and Arapaho tribes are lo- 
cated primarily in the northern and central parts of west- 
ern Oklahoma. The two tribes share the services of gov- 
ernment agencies, have a single tribal council, and have 
somewhat similar customs. The members of these tribes 
do not occupy a reservation but are scattered among the 
many small rural farming communities of western Okla- 
homa. Thus they deal on a daily basis with white so- 
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ciety and are at a different stage of acculturation than 
are reservation Indians. 

Through discussions and interviews with the Indian al- 
coholics, the mental health staff assembled a composite 
of these people. As small children, the Indian alcoholics 
had learned a very loose set of cultural values that ap- 
plied neither to the dominant white society nor to their 
own group. The “Indian way” they know is idealized and 
fragmented to the point of not only being confusing but 
also causing a breakdown in their social relationships 
with each other. These people have been essentially 
normless since childhood. They failed at the outset 
in the white world and cannot adapt to Indian culture as 
they perceive it. Furthermore, they are very dependent 
and wish to be ‘“‘mothered,” but they are so threatened by 
this dependence wish that they are unable to openly ex- 
press it. They have not made a happy role identification 
and they perceive the world as a “‘dog-eat-dog” place 
where the strong win by any means (6). 

Although these generalizations are certainly over- 
simplifications of an exceedingly complex problem, they 
seem to accurately describe the majority of Cheyenne 
and Arapaho alcoholics. The attitudes held by these peo- 
ple are characteristics of both the normlessness and dys- 
junction of goals and means that are prevalent in an 
anomic group (7, 8). Using the model of anomie as a 
basis, an ethnically oriented treatment program that 
would help clarify and strengthen the cultural values and 
norms of the group was designed by the mental health 
staff of the Clinton Indian Hospital with the assistance of 


' various: members of the tribes. 


OUTLINE OF THE PROGRAM 


The C and A Lodge, which has been in operation since 
April 1972, has a staff of three Indian counselors—one 
male and one female in-house counselor and one field 
counselor. During the first two years of operation, about 
165 patients (including returning patients) have been at 
the 20-bed facility. The population consists of about 85 
percent men and 15 percent women. These figures include 
about a dozen families with children who have been in 
residence. Initially, 75 percent of the referrals were from 
the medical and mental health staffs of the nearby Public 
Health Service hospital. However, about half of the more 
recent referrals have been by family members or by self- 
referral. Virtually all returning patients come by self-re- 
ferral. 

Upon entering the program, the patient agrees to stay 
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for 30 days at the lodge, although he may stay longer if he 
wishes. The patient is initially interviewed and any medi- 
cal problems are treated at the Indian hospital. During 
the first week, the patient undergoes three or four ses- 
sions of individual counseling with one of the in-house 
counselors, the hospital social worker, the mental health 
technician, or one of the local Indian missionaries. There- 
after, counseling is done in small groups and individual 
counseling is given only as requested by the patient. 

Therapy consists of work at the lodge, community 
service work, occupational therapy, and participation in 
local Indian Alcoholics Anonymous groups. Cultural 
therapy includes formal instruction in native arts and 
crafts, periodic group counseling, discussions with tradi- 
tional ceremonial chiefs, and participation in gourd clans 
(men’s social organizations) and in the services of the 
Native American Church (NAC), the peyote religion. 
Services or meetings of the NAC (peyote meetings) are 
held for the benefit of the persons at the lodge once a 
month in a teepee just outside the building. 


THE PEYOTE RELIGION 


The peyote religion possesses several attributes that 
make it particularly suitable as a treatment for the 
multiple social and psychological problems of the Indian 
alcoholic. The religion is uniquely pan-Indian and is gen- 
erally held in high regard in the Indian community 
among members and nonmembers of the NAC. It has a 
strict rule of no drinking that must be adhered to for at 
least 24 hours before a meeting. This rule is generally re- 
spected by all segments of the community, including 
those who attend NAC meetings only infrequently. Many 
NAC members are total abstainers. It is widely accepted 
among Indians that alcohol and peyote do not mix and 
that the person who has been drinking before attending a 
peyote meeting will surely become ill. 

Meetings are conducted by an older man of one of the 


tribes, who is known as the “road chief” for that meeting. | 


He is a highly respected member of the tribe and has had 
long associations with the NAC. During the meeting he 
discusses how peyote use and the NAC have helped him 
and others to “walk the good road” and adhere to the In- 
dian way while understanding the white way. A not infre- 
quent subject of discussion is that of alcoholism and how 
the NAC has helped various persons to overcome this af- 
fliction. Kinship role relationships and family responsi- 
bilities are usually discussed and participants relate sto- 
ties describing the benefits of peyote use. Women may 
attend meetings, take peyote, and participate in dis- 
cussions and prayers, but they usually do not sing or 
play drums during peyote songs. 

The ceremony has a definite order, and the role of each 
person and his relationship to others in the ceremony is 
similarly well defined. Older men who have previously 
been instructed in the ancillary roles of the ceremony 
such as the "fire chief" or the "drum chief" are often 
asked to perform these functions by the road chief. 
Younger men may be taught these functions in an ap- 
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prenticeship fashion and may thereby be brought into the 
ceremonial heirarchy of the NAC. 

During the meeting, participants are encouraged to 
openly express their problems. Considerable empathy 
and group support is provided to the person who does this 
by the other participants. Bergman (9) described how the 
feelings brought forth during these meetings are chan- 
neled into ego-strengthening directions. The cathartic ex- 
pression of emotions and feelings is one of the major ben- 
efits of the peyote ceremony to the alcoholic. This 
approach is in direct opposition to that reportedly taken 
in three other programs for Indian alcoholics that "re- 
spect special characteristics of the Indian culture by 
avoiding group meetings in which a ‘confession’ of behav- 
ior or intimate feelings is the primary goal" (3). La 
Barre (10) has written in more detail about the peyote re- 
ligion. 


HALLUCINOGENS IN THE TREATMENT OF 
ALCOHOLISM 


A number of reports have been made on the use of 
LSD in the treatment of alcoholism. These have been re- 
viewed by Smart and Storm (11) and more recently by 
Mottin (12). In alcoholism treatment, a large dose of 
LSD (200 ug. or more) is usually employed. Treatment 
at this dosage has been termed psychedelic-peak ther- 
apy (13, 14). 

Virtually all double-blind controlled trials of LSD in 
the treatment of alcoholism have shown that the drug by 
itself has no specific anti-alcoholism effects (11, 12, 15). 
However, these studies have largely tended to evaluate 
the drug in a relative vacuum by separating drug effects 
from the expectations and preconceptions or set of the 
patients toward the drug experience and by performing 
the experiment in such sterile settings as hospital wards. 

The net effect of a psychoactive agent depends on 
multiple factors, including the personality and set of the 
individual and the setting in which the drug is taken as 
well as the pharmacological action of the drug. Most 
double-blind trials of LSD have not been adequately con- 
trolled with respect to psychedelic-peak therapy because 
the set and setting of the trials have been altered, thereby 
introducing additional variables into the studies. AI- 
though LSD has no specific antialcoholism effects, its po- 
tential for enhancement of other modes of therapy can- 
not be ruled out. 


DRUG EFFECTS FROM PEYOTE 


The peyote plant contains a number of alkaloids, but 
the predominant effects of the plant are produced by its 
mescaline content (16, 17). Mescaline is closely related 
structurally to the amphetamines, and it causes central 
nervous system, stimulation and hallucinogenic effects 
qualitatively similar to those produced by LSD. The av- 
erage hallucinogenic dose of mescaline is 5 mg./kg. of 


body weight, or 350 mg. for a 70-kg. (154-pound) 
man (16). 

The actual amount of peyote ingested during a peyote 
meeting is difficult to estimate by direct observation be- 
cause the peyote may be taken as a ground powder of 
dried peyote and as a tea, as well as by using the dried or 
green whole buttons. Our observations have been similar 
to those reported by LaBarre (10): A minimum of 4 
peyote buttons and an average of about 12 is usually 
consumed by each individual. Some (usually older) indi- 
viduals consume much larger quantities. Bergman’s 
estimate (9) of 1 to 10 buttons seems rather low, but 
there are tribal variations in the amount of peyote con- 
sumed. If each peyote button contains 45 mg. of mes- 
caline (9), each participant ingests an average of about 
500 mg. of mescaline. It can be seen that most partici- 
pants receive a dose of mescaline comparable to the dose 
of LSD used in psychedelic-peak therapy. 

The peyote meeting parallels psychedelic-peak therapy 
in many respects. The participants live together for a pe- 
riod of time prior to the meeting and share many dis- 
cussions about their alcoholism and other problems. The 
meetings are conducted by men held in high regard by the 
participants and who share a similar cultural background 
with them. The road chief is skilled in guiding the group 
dynamics of the peyote meeting, and patients remain at 
the lodge for varying lengths of time during which the 
discussion of personal problems continues with coun- 
selors and other patients, both individually and in 
groups. We have noted a carry-over period marked by 
increased openness and willingness to communicate last- 
ing 7 to 10 days among peyote meeting participants. 
This effect appears to be similar to the ‘‘psychedelic 
afterglow” reported to occur following psychedelic-peak 
therapy. 

In addition to the facilitation of cathartic expression, 
the therapeutic response of a patient to a hallucinogenic 
drug such as LSD or mescaline may be partly due to the 
enhanced suggestibility produced by the drug (18). In- 
deed, in a peyote meeting, the teachings and folklore 
presented by the road chief seem to take on an aura of 
profound truthfulness. Furthermore, the peyote meeting 
is rich in cultural and symbolic meaning for the partici- 
pants. These factors surely play an important role in de- 
termining the effect on the individual. The possibility that 
a single overwhelming experience might benefit the alco- 
holic has not been discounted by any controlled study 
thus far (12). Numerous persons with whom we have 
talked have claimed that an event occurring during a 
peyote meeting has been the turning point in their per- 
sonal struggle to overcome alcoholism, 


CASE REPORT 


Case 1. One member of the NAC related an event that had 
occurred during a peyote meeting several years before when he 
was attempting to resolve his long-time drinking problem. Dur- 
ing the meeting, a tiny man appeared to walk out of the ceremo- 
nial fire and up the side of the low, crescent-shaped, earthen al- 
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tar to the center of the “peyote road” that is drawn along the 
top of the altar. The tiny man paused for a long time as if he 
were trying to decide in which direction to walk. The tiny man 
finally took the path that led him to the way of the peyote reli- 
gion rather than the path that led to a continuation of drinking. 
The patient interpreted this vision as an omen indicating that 
he should no longer continue drinking but should return to the 
peyote religion from which he had strayed. This was a turning 
point in his life. 

At the present time, he frequently attends peyote meetings, 
remains abstinent, has reestablished his family, and holds a job 
working with Indian alcoholics. 


DISCUSSION 


Regardless of whether or not a participant has such 
an experience during a peyote meeting, the philosophy, 
teachings, and format of the NAC can be of great benefit 
to the Indian alcoholic. The NAC is effective in reducing 
feelings of alienation and isolation for many persons by 
allowing safe, cathartic expression of inner feelings. The 
NAC also helps the alcoholic to develop a sense of per- 
sonal identity and clearer relationships to his external 
world. As a cultural phenomenon, the growth and spread 


‘of the NAC that seems to be occurring in the United 


States could prove to be a major factor in the reduction 
of anomie among American Indians and a vehicle 
through which acculturation may be facilitated. 

We do not propose that either the pharmacological ef- 
fects of peyote or the NAC by itself is a cure for alcohol- 
ism. Alcoholism is a chronic condition that is notoriously 
resistant to treatment. The NAC does, however, seem to 
offer some specific advantages in the treatment of the 
unique problems of Indian alcoholics; others (9, 19, 20) 
have reported success in the treatment of alcoholism 
in Indian populations by the NAC alone. 

What seems apparent is that the integration of the 
NAC into ethnically oriented alcoholism treatment pro- 
grams, such as those now in existence, can be a valuable 
addition that provides an added dimension to the treat- 
ment of alcoholism among American Indians. 
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On the Orthomolecular Environment of the Mind: Orthomolecular Theory 


BY LINUS PAULING, PH.D. 





The author defines orthomolecular psychiatry as the 
achievement and preservation of good mental health by 
the provision of the optimum molecular environment for 
the mind, especially the optimum concentrations of sub- 
stances normally present in the human body, such as the 
vitamins. He states that there is sound evidence for the 
theory that increased intake of such vitamins as ascorbic 
acid, niacin, pyridoxine, and cyanocobalamin is useful in 
treating schizophrenia. The negative conclusions of 
APA Task Force Report 7, Megavitamin and Ortho- 
molecular Therapy in Psychiatry, he says, result not only 
from faulty arguments and from a bias against megavita- 
min therapy but also from a failure to deal fully with or- 
thomolecular therapy in psychiatry. Three psychiatrists 
comment on Dr. Pauling's presentation. 


ORTHOMOLECULAR PSYCHIATRY is the achievement and 
preservation of mental health by varying the concentra- 
tions in the human body of substances that are normally 
present, such as the vitamins. It is part of a broader sub- 
ject, orthomolecular medicine, an important part be- 
cause the functioning of the brain is probably more sensi- 
lively dependent on its molecular composition and 
structure than is the functioning of other organs (1). 
After having worked for a decade on the hereditary he- 
molytic anemias, I decided in 1954 to work on the mo- 
lecular basis of mental disease. I read the papers and 
books dealing with megavitamin therapy of schizophre- 
nia by Hoffer and Osmond (2-4) as well as the reports on 
studies of vitamins in relation to mental disease by 
Cleckley and Sydenstricker (5, 6) and others. In the 
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course of time I formulated a general theory of the de- 
pendence of function on molecular structure of the brain 
and other parts of the body and coined the adjective 
"orthomolecular" to describe it (1). 

There is no doubt that the mind is affected by its mo- 
lecular environment. The presence in the brain of mole- 
cules of LSD, mescaline, or some other schizophreno- 
genic substance is associated with profound psychic 
effects. Mental manifestations of avitaminosis have been 
reported for several vitamins. A correlation of behavior 
of schoolchildren with concentration of ascorbic acid in 
the blood (increase in ‘“‘alertness” or “sharpness” with in- 
crease in concentration) has been reported by Kubala and 
Katz (7). A striking abnormality in the urinary excretion 
of ascorbic acid after an oral loading dose was reported 
for chronic schizophrenics by VanderKamp (8) and by 
Herjanic and Moss-Herjanic (9). My associates and 
I (10) carried out loading tests for three vitamins on 
schizophrenic patients who had recently been hospital- 
ized and on control subjects. The percentage of schizo- 
phrenic patients who showed low urinary excretion of 
each vitamin was about twice as great as that of the con- 
trols: for ascorbic acid, 74 percent of the schizophrenic 
patients showed low urinary excretion versus 32 percent 
of the controls; for niacinamide, 81 percent versus 46 per- 
cent; and for pyridoxine, 52 percent versus 24 percent. 
The possibility that the low values in urinary excretion of 
these vitamins for schizophrenic patients resulted from 
poor nutrition is made unlikely by the observation that 
the numbers of subjects low in one, two, or all three vita- 
mins corresponded well with the numbers calculated for 
independent incidence. 

There are a number of plausible mechanisms by which 
the concentration of a vitamin may affect the functioning 
of the brain. One mechanism, effective for vitamins that 
serve as coenzymes, is that of shifting the equilibrium for 
the reaction of apoenzyme and coenzyme to give the ac- 
tive enzyme. An example is the effectiveness of cy- 
anocobalamin (vitamin B,,) given in amounts 1,000 
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times greater than normal to control the disease methyl- 
malonic aciduria (11-14). About half of the patients with 
this disease are successfully treated with megadoses of vi- 
tamin B,,. In these patients a genetic mutation has oc- 
curred and an altered apoenzyme that has a greatly re- 
duced affinity for the coenzyme has been produced. 
Increase in concentration of the coenzyme can counteract 
the effect of the decrease in the value of the combining 
constant and lead to the formation of enough of the ac- 
tive enzyme to catalyze effectively the reaction of con- 
version of methylmalonic acid to succinic acid. 

In the human population there may be several alleles 
of the gene controlling the manufacture of each apoen- 
zyme; in consequence the concentration of coenzyme 
needed to produce the amount of active enzyme required 
for optimum health may well be somewhat different for 
different individuals. In particular, many individuals may 
require a considerably higher concentration of one or 
more coenzymes than other people do for optimum 
health, especially for optimum mental health. It is diffi- 
cult to obtain experimental evidence for gene mutations 
that lead to only small changes in the properties of en- 
zymes. The fact that genes that lead to large and more 
easily detectable changes in the properties of enzymes oc- 
cur, as in individuals with methylmalonic aciduria, for 
example, suggests that mutations that lead to small 
changes also occur. 

Significant differences in enzyme activity in different 
individuals have been reported by many investigators, es- 
pecially by Williams (15), who has made many studies of 
biochemical individuality. It is likely that thorough stud- 
ies of enzymes would show them to be similar to the hu- 
man hemoglobins. A few of the abnormal human hemo- 
globins, most of which involve only the substitution of 
one amino-acid residue for another in either the alpha 
chain or the beta chain of the molecule, differ greatly in 
properties from normal adult hemoglobin, leading to se- 
rious manifestations of disease. 

It was in the course of the study of one of these dis- 
eases, sickle cell anemia, that the first abnormal hemo- 
globin was discovered (16). Most of the abnormal human 
hemoglobins, however, differ from normal hemoglobin in 
their properties to only a small extent, so that there is no 
overt manifestation of disease. There is, nevertheless, the 
possibility that even the small changes in properties of an 
abnormal hemoglobin associated with a mild hemoglo- 
binopathy will have deleterious consequences. An ex- 
ample is the intolerance to sulfa drugs associated with the 
substitution of arginine for histidine in the locus 58 in the 
alpha chain or 63 in the beta chain. It is likely that indi- 
vidual differences in enzyme activity will in the course of 
time be shown to be the result of differences in the amino- 
acid sequences of the polypeptide chains of the apoen- 
zymes. 

More than 100 abnormal human hemoglobins are now 
known, and the human population may be expected to be 
similarly complex with respect to many enzymes, includ- 
ing those involved in the functioning of the brain. A ten- 
dency to schizophrenia is probably polygenic in origin. I 
have suggested (1) that the genes primarily involved in 
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this tendency may well be those which regulate the me- 
tabolism of vital substances such as the vitamins. 

Some vitamins are known to serve as coenzymes for 
several enzyme systems. We might ask if the high concen- 
tration of coenzyme required to produce the optimum 
amount of one active enzyme might not lead to the pro- 
duction of far too great an amount of another active en- 
zyme. The answer to this question is that the danger is 
not very great. For most enzymes the concentration of 
coenzyme and the value of the combination constant are 
such that most (90 percent or more) of the protein is con- 
verted to active enzyme. Accordingly, a great increase in 
concentration would increase the amount of most active 
enzymes by only a few percentage points, whereas it 
might cause a great increase for a mutated enzyme. 


THE ORTHOMOLECULAR TREATMENT OF 
SCHIZOPHRENIA 


In the book Orthomolecular Psychiatry: Treatment of 
Schizophrenia (17) my colleagues and I pointed out that 
the orthomolecular treatment of schizophrenia involves 
the use of vitamins (megavitamin therapy) and minerals; 
the control of diet, especially the intake of sucrose; and, 
during the initial acute phase, the use of conventional 
methods of controlling the crisis, such as the phenothia- 
zines. The phenothiazines are not, of course, normally 
present in the human body and are not orthomolecular. 
However, they are so valuable in controlling the crisis 
that their use is justified in spite of their undesirable side 
effects. 

Hawkins (18, p. 640) stated that his initial combination 
of vitamins for the treatment of schizophrenia was | gm. 
of ascorbic acid, | gm. of niacinamide, 50 mg. of pyridox- 
ine, and 400 I.U. of vitamin E four times a day. Other vi- 
tamins may also be given. A larger intake, especially of 
niacinamide or niacin, may be prescribed; the usual 
amount seems to be about 8 gm. a day after an initial pe- 
riod on 4 gm. a day. 

The vitamins, as nutrients or medicaments, pose an in- 
teresting question. The question is not, Do we need them? 
We know that we do need them, in small amounts, to stay 
alive. The real question is, What daily amounts of the 
various vitamins will lead to the best of health, both phys- 
ical and mental? This question has been largely ignored 
by medical and nutritional authorities. 

‘Let us consider schizophrenia. Osmond (19, p. 200) 
stated that about 40 percent of schizophrenics hospital- 
ized for the first time are treated successfully by conven- 
tional methods in that they are released and not hospital- 
ized a second time. The conventional treatment fails for 
about 60 percent in that the patient is not released or is 
hospitalized again. Conventional treatment includes a de- 
cision about vitamin intake. Usually it is decided that the 
vitamins in the food will suffice or that a multivitamin 
tablet will also be given. The amounts of ascorbic acid, 
niacin, pyridoxine, and vitamin E may be approximately 
the daily allowances recommended by the Food and Nu- 


trition Board of the U.S. National Academy of Sci- 
ences-National Research Council: 60 mg. of ascorbic 
acid, 20 mg. of niacin, 2 mg. of pyridoxine, and 15 LU. of 
vitamin E. Is this amount of vitamins correct? Would 
many schizophrenic patients respond to their treatment 
better if the decision were made that they should receive 
10 or 100 or 500 times as much of some vitamins? What 
is the optimum intake for these patients? I believe there is 
much evidence that the optimum intake for schizophrenic 
patients is much larger than the recommended daily al- 
lowances. By the use of orthomolecular methods in addi- 
tion to the conventional treatment of schizophrenia, the 
fraction of patients hospitalized for the first time in 
whom the disease is controlled may be increased from 
about 40 percent to about 80 percent (19). 


Ascorbic Acid 


It was reported by Horwitt in 1942 (20) and by later in- 
vestigators that schizophrenic patients receiving the usual 
dietary amounts of ascorbic acid had lower concentra- 
tions of ascorbic acid in the blood than people in good 
health. The loading-test results of VanderKamp (8), Her- 
janic and Moss-Herjanic (9), and Pauling and asso- 
ciates (10) have been mentioned above. In his discussion 
of ascorbic acid and schizophrenia Herjanic (21) con- 
cluded: 


The individual variation of the need for ascorbic acid may 
turn out to be one of the contributing factors in the devel- 
opment of the illness. Ascorbic acid is an important sub- 
stance necessary for optimum functioning of many organs. If 
we desire, in the treatment of mental illness, to provide the 
"optimum molecular environment," especially the optimum 
concentration of substances normally present in the human 
body (Pauling, 1968 [1]), ascorbic acid should certainly be in- 
cluded (21, p. 314). 


There is, moreover, a special reason for an increased 
intake of ascorbic acid by patients with schizophrenia or 
any other disease for which there is only partial control. 
About 60 mg. of ascorbic acid a day is enough to prevent 
overt manifestations of avitaminosis C (scurvy) in most 
people. However, there are several significant arguments 
to support the thesis that the optimum intake for most 
people is 10 to 100 times more than 60 mg. These argu- 
ments are summarized in the papers and books of Irwin 
Stone (22) and myself (23, 24). They constitute the theo- 
retical basis for the customary use of about 4 gm. of as- 
corbic acid a day in the orthomolecular therapeutic and 
prophylactic treatment of schizophrenia. 

A significant controlled trial of ascorbic acid in chronic 
psychiatric patients was reported in 1963 by Milner (25). 
The study, which was double-blind, was made with 40 
chronic male patients; 34 had schizophrenia, 4 had 
manic-depressive psychosis, and 2 had general paresis. 
Twenty of the patients, selected at random, received | gm. 
of ascorbic acid a day for three weeks; the rest received a 
placebo. The patients were checked with the Minnesota 
Multiphasic Personality Inventory (MMPI) and the Wit- 
tenborn Psychiatric Rating Scales (WPRS) before and 
after the trial. Milner concluded that "statistically signif- 
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icant improvement in the depressive, manic, and para- 
noid symptom-complexes, together with an improvement 
in overall personality functioning, was obtained following 
saturation with ascorbic acid" (25). He suggested that 
chronic psychiatric patients would benefit from the ad- 
ministration of ascorbic acid. 

We found (10) that of 106 of the schizophrenic patients 
we studied who had recently been hospitalized in a pri- 
vate hospital, a county-university hospital, or a state hos- 
pital, 81 (76 percent) were deficient in ascorbic acid, as 
shown by the six-hour excretion of less than 17 percent of 
an orally administered dose. Only 27 of 89 control sub- 
jects (30 percent) showed this deficiency. Great deficiency 
(less than 4 percent excreted) was shown by 24 (22 per- 
cent) of the schizophrenic subjects and by only 1 (1 per- 
cent) of the controls. I have no doubt that many schizo- 
phrenic patients would benefit from an increased intake 
of ascorbic acid. My estimate is that 4 gm. of ascorbic 
acid a day, in addition to the conventional treatment, 
would increase the fraction of acute schizophrenics in 
whom the disease is permanently controlled by about 25 
percent. Except for that of Milner (25), no controlled 
trial of ascorbic acid in relation to schizophrenia has 
been made, so far as Í know. 


Niacin and Niacinamide 


The requirement of niacin (nicotinic acid) for proper 
functioning of the brain is well known. The psychosis of 
pellagra, as well as the other manifestations of this defi- 
ciency disease, is prevented by the intake of a small 
amount of niacin, about 20 mg. a day. In 1939 Cleckley, 
Sydenstricker, and Geeslin (5) reported the successful 
treatment of 19 patients with severe psychiatric symp- 
toms with niacin, and in 1941 Sydenstricker and 
Cleckley (6) reported similarly successful treatment of 29 
patients with niacin. In both studies, moderately large 
doses of niacin, 0.3 to 1.5 gm. a day, were given. None of 
the patients in these studies had physical symptoms of 
pellagra or any other avitaminosis. A decade later, 
Hoffer and Osmond (2, 3) initiated two double-blind 
studies of niacin or niacinamide in the treatment of schiz- 
ophrenia. Another double-blind study was reported by 
Denson in 1962 (26). In 1964 Hoffer and Osmond (4) re- 
ported that a 10-year follow-up evaluation of the patients 
in their initial studies showed that 75 percent had not re- 
quired hospitalization, compared with 36 percent of the 
comparison group, who had not received niacin. Similar 
estimates have been made by Hawkins (18, p. 585). 
There are, however, contradictory statements by other in- 
vestigators. The question of the weight of the evidence is 
discussed below in the section on the APA task force re- 
port. 


Pyridoxine 


Pyridoxine, vitamin B, is used in the treatment of 
schizophrenia in amounts of 200 to 800 mg. a day by 
many orthomolecular psychiatrists. Derivatives of this vi- 
tamin are known to be the coenzymes for over 50 en- 
zymes, and the chance of a genotype with need for a large 
intake of the vitamin is accordingly great. There is evi- 
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dence that pyridoxine is involved in tryptophan-niacin 
metabolism. 

A double-blind placebo-controlled study has been 
made of pyridoxine and niacin by Ananth, Ban, and Leh- 
mann (27). Their experimental population consisted of 30 
schizophrenic patients: 15 were men, 15 were women, 
their mean age was 41.7 years, and their mean duration 
of hospitalization was 10.9 years. They were randomly 
assigned to three treatment groups: 1) the combined 
treatment group, which received 3 gm. of nicotinic acid a 
day for 48 weeks and 75 mg. of pyridoxine a day during 
three 4-week periods; 2) the nicotinic acid group, which 
received 3 gm. of nicotinic acid a day for 48 weeks and a 
pyridoxine placebo; and 3) the pyridoxine group, which 
received 75 mg. of pyridoxine a day during three 4-week 
periods and a nicotinic acid placebo. In addition, neuro- 
leptic preparations were administered according to clini- 
cal requirements for the control of psychopathology. The 
investigators reported that “of the ten patients in each 
treatment group, seven improved and three deteriorated 
in the nicotinic acid group, nine improved and one deteri- 
orated in both the combined treatment group and in the 
pyridoxine group” (27). They also stated: 


Of the three indices of therapeutic effects, global improve- 
ment in psychopathology (Brief Psychiatric Rating Scale and 
Nurses Observation Scale for Inpatient Evaluation) scores 
was seen in all three groups; the number of days of hospital- 
ization during the period of the clinical study was lower in 
both the nicotinic acid and the combined treatment group; 
and only in the combined treatment group was the daily aver- 
age dosage of phenothiazine medication decreased. Thus, im- 
provement in all three indices was noted in the combined 
treatment group. 

However, several side effects were observed during the 
therapeutic trials, indicating that the vitamins used are not 
completely safe (27, p. 381). 


The investigators reached the conclusion that **on bal- 
ance, these results suggest that the addition of pyridoxine 
may potentiate the action of nicotinic acid. Thus pyridox- 
ine seems to be a useful adjunct to nicotinic acid ther- 
apy” (27, p. 381). Hawkins (18) commented on this work 
in the following way: 


The therapeutic effect was demonstrable even though the 
patients had been hospitalized for an average of 10.9 years, 
were not on hypoglycemic diets, and the doses of both pyr- 
idoxine (75 mg. daily) and vitamin B; (3 gm. a day) were con- 
siderably below the dosages we routinely prescribe (18, p. 
638). 


Cyanocobalamin 


A deficiency in cyanocobalamin (vitamin Bi;), what- 
ever its cause, leads to mental illness as well as to such 
physical manifestations as anemia. The anemia can be 
controlled by a large intake of folic acid, but the mental 
illness and neurological damage cannot. A pathologically 
low concentration of cyanocobalamin in the blood serum 
has been reported to occur in a much larger percentage 
of patients with mental illness than in the general popu- 
lation. Edwin and associates (28) determined the amount 
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of vitamin Bi; in the serum of every patient over 30 years 
old admitted to a mental hospital in Norway during a pe- 
riod of one year. Of the 396 patients, 61 (15.4 percent) 
had a subnormal or pathologically low concentration of 
vitamin Bi, less than 150 pg. per ml. (the normal range 
is 150 to 1,300 pg. per ml.). This incidence is 30 times as 
great as that estimated for the population as a whole. 
Other investigators have reported similar results and 
have suggested that a low serum concentration of vitamin 
Bi2, whatever its origin, may cause mental illness. In ad- 
dition, of course, mental illness may accompany some ge- 
netic diseases, such as methylmalonic aciduria, which can 
be controlled only by achieving a serum concentration of 
cyanocobalamin far greater than normal. 


Minerals and Other Vitamins 


There is some evidence that mental illness may result 
from deprivation of or abnormal need for minerals and 
other vitamins. (See, for example, Pfeiffer, Iliev, and 
Goldstein [29]). Further work in this field by psychiatrists 
and biochemists is needed. 


THE APA TASK FORCE REPORT 


In July 1973 an APA task force of five physicians and 
one consultant issued a 54-page report titled Megavita- 
min and Orthomolecular Therapy in Psychiatry (30). In 
this report the Task Force on Vitamin Therapy in Psychi- 
atry purports to present both theoretical and empirical 
reasons for completely rejecting the basic concept of or- 
thomolecular psychiatry, which is the achievement and 
preservation of good mental health by the provision of 
the optimum molecular environment for the mind, espe- 
cially the optimum concentrations of substances nor- 
mally present in the human body. 


Some Errors in the Report 


It is mentioned in the report that in the treatment pro- 
gram of the orthomolecular psychiatrists **each patient 
may receive as many as six vitamins in large doses indi- 
vidually determined by the treating physician as well as 
other psychotropic drugs and hormones whose doses are 
also individually determined for each patient” (p. 46). 
The assumption is made by the task force that the opti- 
mum intake of vitamins for mental health is the conven- 
tional average daily nutritional requirement, with growth 
and development as the criteria: “In schizophrenia there 
is apparently an adequate vitamin intake for growth and 
development until the illness becomes manifest in the 
teens or early adult life" (p. 40). Mention is made in the 
report of the well-known genetic diseases with both psy- 
chic and somatic manifestations that can be controlled by 
an,intake of a vitamin 100 or 1,000 times the usually 
recommended daily allowance, but the possibility that 
less obvious genetic differences could result in an in- 
creased individual need for a larger intake of vitamins in 
order to achieve good mental health, as discussed in my 
1968 publication (1) and in the earlier sections of this pa- 


per, is rejected on the basis of arguments that have little 
value or pertinence. 
One such argument is the following: 


The two theoretical bases adduced by megavitamin propo- 
nents for the effectiveness of NA therapy (nicotinic acid as a 
methyl acceptor and NAD deficiency) are in fact generally 
incompatible, because NAA [nicotinamide], when function- 
ing as a vitamin, is bound to the remainder of the coenzyme 
molecule by the nitrogen of its pyridine ring and hence can 
no longer accept methyl groups... . 

Essentially, then, the two views of NA as a vitamin pre- 
cursor of NAD and as a methyl acceptor are incompatible, 
except for the possibility that there is in schizophrenia double 
deficit—both a vitamin deficiency and a transmethylation de- 
fect and that nicotinic acid has the happy fortune to serve 
two purposes simultaneously (pp. 40-42). 


There is an obvious error in this task force argument. 
There is no incompatibility between two functions of nic- 
cotinic acid; some molecules may engage in one function 
and others in the other.-A defect in either function might 
be controlled by increasing the intake of the vital sub- 
stance. A “double deficit" is not needed. The authors of 
the report would have seen the fallacy in their argument 
if they had set up some equilibrium and reaction rate 
equations, as was done in my 1968 paper (1). 

The task force expresses an interesting misunder- 
standing of the nature of vitamins, in the following 
words: “By common definition a vitamin is not only an 
essential nutrient, but it is essential because it is trans- 
formed into a coenzyme vital for metabolic reactions" (p. 
41). In fact, this is not the common definition of a vita- 
min; it is wrong. Some vitamins, including vitamin C, are 
not known to be transformed into a coenzyme. This mis- 
understanding by the task force may have contributed to 
the misinterpretation of the evidence for and the theo- 
retical basis of orthomolecular psychiatry., 

Nicotinic acid as a methyl acceptor is referred to in the 
report: *From Study No. 12: nicotinic acid in the dosage 
of 3000 mg. per day can neither prevent nor counteract 
the psychopathology induced by the combined adminis- 
tration of a monoamine oxidase inhibitor (tranylcypro- 
mine) and methionine" (p. 16). In fact, the molecular 
weights of nicotinic acid and methionine (a methyl do- 
nor) are nearly the same, 123 and 149, respectively. In- 
stead of 3 gm., 16.5 gm. of nicotinic acid would have had 
to be given each day to accept the methyl groups donated 
by the 20 gm. of methionine that was given each day. The 
study referred to as number 12 (31), which resulted in an 
exacerbation of the illness of 30 schizophrenic patients 
who participated in it, has no value as a test of the methyl 
acceptor theory of nicotinic acid. Consideration of eth- 
ical principles may have kept the investigators from re- 
peating the study with use of the proper equimolar 
amounts of nicotinic acid and methionine. 


The Failure To Discuss Ascorbic Acid and Pyridoxine 


In several places the APA task force report mentions 
the use of 1 to 30 gm. of ascorbic acid a day by ortho- 
molecular psychiatrists. There are, however, no refer- 
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ences to the literature. Milner's double-blind study (25) is 
not mentioned, nor is there any discussion of the many 
papers in which a low level of ascorbic acid in the blood 
of schizophrenics was reported. Neither the general the- 
ory of orthomolecular psychiatry, as presented in my 
1968 paper (1), nor any of the special arguments about 
the value of ascorbic acid is presented or discussed in any 
significant way. There is, moreover, no discussion in the 
report of pyridoxine and no reference to the 1973 work 
by Ananth, Ban, and Lehmann (27) on the potentiation 
by pyridoxine of the effectiveness of niacin in controlling 
chronic schizophrenia. The title of the report, Megavita- 
min and Orthomolecular Therapy in Psychiatry, is com- 
pletely inappropriate, and the general condemnation of 
megavitamin and orthomolecular therapy is unjustified. 


Niacin 
The report does say that it is possible that the other 


water-soluble vitamins will prove to be more effective 
than niacin, but it adds: 


Nonetheless, the massive use of niacin has always been the 
cornerstone of the theory and practice of megavitamin advo- 
cates. Since this has proved to have no value when it is em- 
ployed as the sole variable along with conventional treat- 
ments of schizophrenia, the burden of proof for the complex 
and highly individualized programs now advocated would 
appear to be on the proponents of such treatment (p. 46). 


I shall point out below that the principles of medical 
ethics prevent orthomolecular psychiatrists from with- 
holding from half of their patients a treatment that they 
consider to be valuable. Controlled tests cari be carried 
out only by skeptics, I now ask whether the task force is 
justified in saying that the massive use of niacin has been 
proved to have no value when it is employed as the sole 
variable along with conventional treatments of schizo- 
phrenia. My answer to this question, from a study of the 
evidence quoted in the report, is that it is not justified. 

The evidence that niacin has no value is far from con- 
clusive. A beneficial effect of niacin or niacinamide was 
reported for three double-blind studies (two by Hoffer 
and Osmond and their collaborators [2, 3, 32] and one by 
Denson [26]) and in 12 open clinical trials by other inves- 
tigators referred to in the report. On the other hand, the 
report mentions 7 double-blind studies in which a statisti- 
cally significant difference between the niacinamide sub- 
jects and the controls was not observed. 

A failure to reject with statistical significance the null 
hypothesis that the treatment and the placebo have equal 
value is not proof that the treatment has no value. The 
explicit statistical analysis of an alternative hypothesis 
should be carried out: for example, the hypothesis that 
there is a 10-percent or 20-percent greater improvement 
in the treated subjects than in the placebo subjects. No 
such analysis has been published. 

In fact, some of the "negative" studies indicate that the 
treatment has value. The report states that ‘“Green- 
baum [33] reported a double-blind study of 57 schizo- 
phrenic children who received nicotinamide 1 gm. per 50 
Ibs. of body weight or placebo for six months. No statisti- 


Am J Psychiatry 131:11, November 1974 1255 


OPINION AND COMMENT 


cally significant differences were seen in the two groups 
as a result of the treatment" (p. 11). It is true that no 
statistically significant differences were seen, but that is 
not the whole truth. The principal criterion of improve- 
ment in this study was the increase in the score on a clini- 
cal scale of observable behavior categories. The average 
improvement in the score of the 17 children receiving nia- 
cinamide was 4.0 units and that of the 24 controls was 2.6 
units (there was a third group of 16 children who were 
given a tranquilizer and niacinamide). The children who 
were given niacinamide showed a 54-percent greater im- 
provement than the children who were given placebo. The 
groups were too small, however, for the difference to be 
significant at the 95-percent level of confidence. This 
study does not prove that niacinamide has no value. 
Rather, it indicates that niacinamide has greater value 
than the placebo, even though it fails to show this at the 
customary level of statistical significance. 


The Hoffer-Osmond Diagnostic Test 


Two-thirds of the report relates to niacin, and one-third 
to the Hoffer-Osmond Diagnostic Test (HOD) (34), 
which has no special connection with megavitamin or or- 
thomolecular psychiatry except that it was devised by the 
originators of niacin therapy. The report should have 
been given the title Niacin Therapy and the HOD Test, 
or published as two reports, one on niacin and one on the 
HOD test. It would have been still better for the task 
force to have discussed megavitamin and orthomolecular 
therapy in psychiatry fully. 


The Question of Controlled Experiments 


The report refers to the low credibility of the megavita- 
min proponents, whose published results were not dupli- 
cated in studies carried out by one ofthe task force mem- 


bers (p. 48). The penultimate sentence of the report is, . 


“Their credibility is further diminished by the consistent 
refusal over the past decade to perform controlled experi- 
ments and to report their new results in a scientifically ac- 
ceptable fashion" (p. 48). 

I have talked with the leading orthomolecular psychia- 
trists and have foünd that they feel the principles of medi- 
cal ethics prevent them from carrying out controlled clin- 
ica] tests, with half of their patients receiving 
orthomolecular therapy in addition to the conventional 
treatment and the other half receiving only the conven- 
tional treatment. It is the duty of the physician to give to 
every one of his patients the treatment that in his best 
judgment will be of the greatest value. Some psychia- 
trists, including Hoffer and Osmond, carried out con- 
trolled trials 20 years ago. They became convinced that 
orthomolecular therapy, along with conventional treat- 
ment, was beneficial to almost every patient. From that 
time on their ethical principles have required that they 
give this treatment and not withhold it from half of their 
patients. The task force is wrong in criticizing the ortho- 
molecular psychiatrists for not having carried out con- 
trolled clinical trials during the last few years. Instead, it 
is the critics, who doubt the value of orthomolecular 


1256 Am J Psychiatry 131:11, November 1974 


methods, who are at fault in not having carried out well- 
designed clinical tests. 

It is also the duty of a physician to give to a patient a 
treatment that may benefit him and is known not to be 
harmful. The incidences of toxicity and other serious side 
effects of the doses of vitamins used in orthomolecular 
medicine are low. There is significant evidence that an in- 
creased intake of certain vitamins may benefit the 
patient. It is accordingly the duty of the psychiatrist to 
prescribe these vitamins for him. 


The Bias of the Task Force 
The last sentence of the report reads as follows: 


Under these circumstances this Task Force considers the 
massive publicity which they promulgate via radio, the lay 
press and popular books, using catch phrases which are 
really misnomers like *megavitamin therapy” and “‘ortho- 
molecular treatment," to be deplorable (p. 48). 


This sentence, like others in the report, shows the pre- 
sumably unconscious bias of the task force. *Promul- 
gate" (misused here) is a pejorative word, and "catch 
phrases" is a pejorative expression. I do not understand 
why megavitamin therapy and orthomolecular treatment 
should be called misnomers. This concluding sentence, 
like many others in the book, seems to me to have been 
written in order to exert an unjustifiably unfavorable in- 
fluence on the readers of the report. 

I have written two popular books, No More War! (35) 
and Vitamin C and the Common Cold (24). I feel that 
each of them was worthwhile and that neither would have 
been easily replaced by a more technical book. The sec- 
ond book (24) was written because I had discovered in 
reading the medical literature that there was much evi- 
dence there about the value of ascorbic acid in decreasing 
both the incidence and the severity of the common cold 
and that this evidence had been suppressed or misrepre- 
sented by the medical and nutritional authorities. Since 
publication of the book, eight new studies have been re- 
ported. Every one of these has verified the value of ascor- 
bic acid. The APA report shows the same sort of nega- 
tive attitude as that shown by the authorities toward as- 
corbic acid in relation to the common cold. There seems 
to be a sort of professional inertia that hinders progress. 


CONCLUSIONS 


Orthomolecular psychiatry is the achievement and 
preservation of good mental health by the provision of 
the optimum molecular environment for the mind, espe- 
cially the optimum concentrations of substances nor- 
mally present in the human body, such as the vitamins. 
There is evidence that an increased intake of some vita- 
mins, including ascorbic acid, niacin, pyridoxine, and cy- 
anocobalamin, is useful in treating schizophrenia, and 
this treatment has a sound theoretical basis. The APA 
task force report Megavitamin and Orthomolecular 


Therapy in Psychiatry discusses vitamins in a very lim- 
ited way (niacin only) and deals with only one or two as- 
pects of the theory. Its arguments are in part faulty and 
its conclusions are unjustified. 
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Comment 


BY RICHARD JED WYATT, M.D. 


THE PURPOSE of this review is to inspect some of the 
salient points regarding orthomolecular and megavita- 
min treatment made in Dr. Pauling’s article. This is not 
intended as a complete review of all aspects of ortho- 
molecular theory or megavitamin therapy. Dr. Pauling 
has made observations about the recent APA task force 
report titled Megavitamin and Orthomolecular Therapy 
in Psychiatry (1), As those comments seem pertinent to 
patient treatment, they will be reviewed. 

Pauling defines orthomolecular psychiatry as achiev- 
ing and preserving mental health by varying the concen- 
trations of substances that are normally present in the 
human body, such as vitamins. If schizophrenia is pro- 
duced by an abnormal enzyme, the ingestion of a specific 
activator, i.e., a vitamin acting as a coenzyme, might in- 
crease the defective enzyme’s activity. Recently a rare 
disease that appears similar to schizophrenia and is asso- 
ciated with a deficiency of N*'°-methylenetetrahydrofo- 
late reductase has been shown to improve with folic acid 
therapy (2). This illustrates how a vitamin can correct an 
enzyme deficiency. However, the evidence Pauling mus- 
ters to support his contention that schizophrenia can be 
treated by vitamins is far from compelling and appears to 
rest on studies of questionable significance. 


ASCORBIC ACID 


Pauling and his associates (3) found that the urinary 
excretion of ascorbic acid was low in a group of schizo- 
phrenics. With the administration of high doses (10 gm.) 
of ascorbic acid over a seven-day period, they found 
that the low excretors developed normal excretion rates. 
This suggested that the schizophrenics had low “tissue 
saturation,” which was rectified by the administration of 
ascorbic acid. Because other schizophrenic patients, but 
generally not the same ones, were low excretors of nia- 
cinamide and pyridoxine, it seemed unlikely that the low 
values were due to poor nutrition. Pauling and asso- 
ciates (3) suggested that these differences may be geneti- 
cally determined. However, a genetic defect was not dem- 
onstrated, examination of nutrition was not reported 
from the point of view of intake, and other hospitalized 
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controls were not studied in this test. Maas, Gleser, and 
Gottschalk (4) found low ascorbic acid levels in a group 
of anxious schizophrenic and neurotic patients, suggest- 
ing that low excretion rates of ascorbic acid may be more 
related to anxiety than to schizophrenia. 

Pauling quotes the 1963 study of Milner (5), in which 
20 psychiatric patients were given | gm. of ascorbic acid 
a day while another 20 were given a placebo. Thirty-four 
of the 40 patients were schizophrenic. The patients given 
ascorbic acid were said to improve. The ascorbic acid 
group improved on the MMPI self-rating of depression 
but on none of the other subscales. Both groups improved 
on the depression subscale of the Wittenborn Psychiatric 
Rating Scales (WPRS). The ascorbic acid group also im- 
proved on the mania and paranoid subscales of the 
WPRS but not on the paranoid schizophrenia, schizo- 
phrenic excitement, or hebephrenic schizophrenic sub- 
scales. Furthermore, in 5 of the 8 patients given ascorbic 
acid, clinical signs of scurvy disappeared. No attempt 
was made before the study to determine what the dietary 
intake of ascorbic acid was for the patients. Thus 20 pa- 
tients, of whom many were known to have symptoms of 
scurvy and others might have had subclinical disease, 
showed improvement on a depression subscale, a manic 
subscale, and a paranoid subscale but on none of the sub- 
scales usually associated with schizophrenia. 

From this Pauling concludes that many schizophrenic 
patients would benefit from an increased intake of ascor- 
bic acid. If schizophrenic patients have signs of scurvy, as 
did Milner's patients, there will certainly be a benefit 
from treatment with ascorbic acid. Pauling goes on, how- 
ever, to estimate that 4 gm. of ascorbic acid a day, in ad- 
dition to conventional treatment, would increase the per- 
centage of acute schizophrenics (Milner's studies were in 
chronic schizophrenics) who would have a permanent re- 
covery by 25 percent. From what facts is this projection 
made? 


NIACIN AND NIACINAMIDE 
Pauling states: 


I believe there is much evidence that the optimum intake 
[of vitamins] for schizophrenic patients is much larger than 
the recommended daily allowances. By the use of ortho- 
molecular methods as well as conventional treatment of 
schizophrenia the fraction of patients hospitalized for the 
first time in whom the disease is controlled may be doubled 
from about 40 percent to about 80 percent. 


Pauling’s reference for this statement is an article by 
Osmond (6) that presents the history of niacin treatment. 
No data are given in this article to support Pauling’s 
statement, although Osmond did say: 


Our findings (Osmond and Hoffer, 1967 [7]) strongly sug- 
gest that if, in addition to such other treatment as is deemed 
necessary, niacin were to be given to these same 250,000 
patients [who develop schizophrenia over a five-year period] 
in the dosage and manner which we advise, as soon as the ill- 
ness is recognized, the outcome would be different. Between 
70 and 80 percent (175,000 to 200,000 patients), would be- 
come well and would stay well (6, pp. 200-201). 


Again, in this Osmond and Hoffer paper (7), no data 
are given. The authors reviewed the serious problem of 
suicide in schizophrenia and made the statement that of 
242 schizophrenic patients given massive doses of niacin 
or niacinamide as well as other treatments, none com- 
mitted suicide. They also made the general statement 
that early massive doses of vitamins produce patients less 
likely to remain ill or to have recurrences. Pauling bases 
his statement that orthomolecular methods can double 
the control rate of schizophrenia on one by Osmond that 
leads to a blind alley. Certainly there is not “much evi- 
dence" to support such a statement. 

In relation to the effectiveness of niacin and niacina- 
mide in schizophrenia, Pauling states that there are three 
double-blind studies in which these agents seemed to have 
positive effects while there are seven in which a statisti- 
cally significant difference between the niacinamide sub- 
jects and controls was not observed. He correctly points 
out that failure to find a statistical significance between a 
treatment and a control does not necessarily mean the 
treatment is without effect. 

To make his point, Pauling examines the study of 
Greenbaum (8), in which schizophrenic children were 
given niacinamide or placebo for six months. Greenbaum 
claimed that there were no significant differences between 
the groups. Pauling points out that even though there 
were no statistically significant differences, the group re- 
ceiving niacinamide did 54 percent better on one mea- 
sure than did the placebo group. 

Careful examination reveals that Greenbaum's pa- 
tients had initial ratings of about 30 units. Over the six 
months of the study, the patients on niacinamide im- 
proved by 4.0 units while those on placebo improved by 
2.6 units. These improvements were both significant at 
the 5 percent level. There was no statistically significant 
difference between the improvements of the two groups. 
Thus we are asked to believe that a difference of 1.4 on a 
30-point scale is meaningful when three other tests of 
possible improvement also failed to show a difference be- 
tween the groups. In fact, the p value from a t test be- 
tween the two groups was .37; this is far above any ac- 
ceptable probability (9). 

Pauling concludes his discussion of Greenbaum's study 
by saying that “it indicates that niacinamide has greater 
value than placebo, even though it fails to show this at 
the customary level of statistical significance." Of how 
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much value is a change of 1.4 units on a scale of 30 units 
over a six-month period when statistics fail to indicate 
the change is not random? 

Although Pauling chose to look at the Greenbaum 
study in this manner, there are several studies that show 
niacin or niacinamide to be actually harmful. In Chinag- 
lia's open study (10), 5 of 14 acute schizophrenic patients 
treated with niacinamide had to be taken off the drug be- 
cause of severe intractable adverse reactions. Ramsay 
and associates (11) found that niacin was related to a sta- 
tistically significant increase in use of phenothiazines and 
a nonsignificant increase in mean number of days hospi- 
talized (from 67 to 90 days). In the study of Meltzer and 
associates (12), nicotinamide adenine dinucleotide given 
to chronic schizophrenic patients not taking phenothia- 
zines actually produced a trend toward increased anger, 
negativism, belligerence, and irritability. In the study of 
Kline and associates (13), 6 of 9 patients given nicotina- 
mide adenine dinucleotide showed some increase in hos- 
tility. In the Wittenborn and associates (14) study, 
about one-third of the patients taking niacin developed a 
pigmented hyperkeratosis. In the study of Ananth and as- 
sociates (15), newly admitted schizophrenics had a 
greater number of days in the hospitals over a two-year 
period when given niacinamide (353 days) than when 
given placebo (211 days). 

The study by Ananth, Ban, and Lehmann (16) cited by 
Pauling does not support Pauling's view that vitamins are 
generally useful in treating schizophrenia. The study in- 
cluded three groups of chronic schizophrenic patients: 10 
were given niacin, 10 were given pyridoxine, and 10 were 
given both drugs. All patients were also given neurolep- 
tics. Because there was no placebo group, the only state- 
ment that might be made is that one group did better rel- 
ative to another, but not that any of the agents are 
actually efficacious. 

Did one group actually do better than another? While 
all groups improved on one or another measure, none ac- 
tually did statistically significantly better than another on 
any measure. Thus while the authors stated that “on bal- 
ance pyridoxine may potentiate the action of nicotinic 
acid" (16), they had not demonstrated that nicotinic acid 
(niacin) actually has an action, much less that pyridoxine 
enhances it. This, of course, does not mean that combined 
treatment (pyridoxine and nicotinic acid) is not useful, 
only that the data are insufficient. 

Since the proponents of nicotinic acid therapy have not 
performed double-blind studies supporting their claims in 
over 10 years and since others have been unable to con- 
firm their original studies, the task force calls on the 
proponents to perform new studies validating their 
claims. Pauling believes carrying out this suggestion 
would be unethical. He states that controlled studies were 
done, even if not in the last “few years," and that these 
studies convinced some psychiatrists that ‘‘ortho- 
molecular therapy ... was beneficial to almost every 
patient." Because Pauling believes that “it is the duty of 
the physician to give to every one of his patients the treat- 
ment that in his best judgment will be of the greatest 
value," he maintains that to carry out a double-blind 
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study in which half of his patients receive orthomolecular 
therapy and the other half receive only conventional 
treatment would be unethical. Pauling says, “It is the 
critics ... who are at fault in not having carried out well- 
designed clinical tests.” 

Ethical judgments with regard to clinical experimenta- 
tion are usually very difficult. When well-intentioned in- 
vestigators design reasonable experiments, it is not un- 
usual to find some ethical problems. It could be unethical 
to treat patients by procedures that the majority of the 
medical profession feel are not founded on scientific evi- 
dence. No treatment is without cost and no treatment is 
without possible harm. The following are some sugges- 
tions as to how the proponents of megavitamin therapy 
might get around this ethical double bind. 

With regard to chronic schizophrenia, the most dra- 
matic claim seems to be in a 1966 paper of Hoffer and 
Osmond (17) that used open techniques. They claimed 
that nicotinamide adenine dinucleotide given for a few 
days in oral doses of 1 gm. every 24 hours made 11 of 18 
chronic schizophrenics **well," while the remainder im- 
proved significantly. When the drugs were discontinued, 
the patients became symptomatic. This kind of effect 
should be easily confirmed, but attempts to do so have 
not succeeded. What would be unethical about the propo- 
nents replicating this study using double-blind tech- 
niques? Since the cure is said to be quick and the patients 
in the original study had been ill for a mean of 9.5 years, 
such a study would cause relatively little increase in suf- 
fering. Balanced against the evidence that chronic schizo- 
phrenics do not improve with nicotinamide adenine dinu- 
cleotide and may in fact become worse, the relatively 
small but not insignificant cost of continuous treatment, 
and the suggestions that this agent may have harmful side 
effects, is it ethical to continue to treat patients in this 
manner without better evidence of efficacy? 

Consider the cost and possible side effects of this treat- 
ment. Pauling cites Hawkins as recommending 4 gm. of 
ascorbic acid, 4 gm. of niacinamide, 200 mg. of pyridox- 
ine, and 1,600 I.U. of vitamin E a day. Based upon cur- 
rent prices in Palo Alto, Calif., the drug cost per pa- 
tient is about $205 a year. This cost is in addition to the 
costs of conventional treatment, which is also used. Cer- 
tainly the additional cost is well worth it if the treatment 
is successful. If not, it becomes an expensive mistake. 
Assuming that there are 2,000,000 schizophrenic patients 
in the United States, the cost is $410 million a year. 
Treatment of this many patients from the time they are 
age 20 to the time they are 65 would cost $18 billion. 

Dr. Pauling considers side effects in his article only 
to point out that high doses of vitamins acting as coen- 
zymes are unlikely to greatly increase the activity of nor- 
mally functioning enzymes. No specific mention of side 
effects is made. The APA task force report does review 
these effects with regard to niacin and its amide and the 
evidence should not be taken lightly. Niacin is used with 
high doses of other vitamins and with neuroleptics, anti- 
parkinsonian drugs, ECT, and special diets as well as the 
drugs that might be needed for normal medical care. Pre- 
dicting the side effects and interaction of high doses of vi- 
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tamins used with many other agents, even if the side ef- 
fects of the vitamins when given alone were known 
(which they are not), is difficult. 

The ethical issues with regard to further controlled 
studies of treatment of acute schizophrenia with niacina- 
mide is a more complicated matter. The issue is some- 
what confusing because it appears that the effects of 
megavitamin therapy may take several years to become 
apparent in acute schizophrenic patients. If megavita- 
mins make acute schizophrenic patients “well” in sub- 
stantially larger numbers than conventional therapies 
and if it takes several years to demonstate this, reluctance 
to keep some patients off such therapy in a controlled 
study is understandable. 

What is the evidence that these agents produce this im- 
provement? There are three controlled studies reporting 
statistically significant positive results involving acute 
schizophrenic patients given niacin or niacinamide. There 
appear to be none using the other vitamins said to be effi- 
cacious. The first double-blind study by Hoffer, Osmond, 
and associates (18) gave these agents in doses of 3 gm. a 
day for 30 days. At the end of 42 days the patients were 
discharged to their homes or to a mental hospital. While 
there was a small, statistically nonsignificant degree of 
improvement in the vitamin group over the placebo 
group in the hospital, there was a statistically significant 
decrease in the relapse of the experimental group during 
the first two years of follow-up. No mention is made of 
what percent of the total number of patients (no group 
was larger than 11) were acute schizophrenics. 

Osmond and Hoffer (19) then studied a larger group: 
73 patients received niacin and 98 received placebo. The 
active drug was given for 33 days or longer. The placebo 
patients were hospitalized for a shorter period of time 
than were the niacin patients. The active-drug-treated 
group, however, had a lower readmission rate for the first 
few years of follow-up. There were 16 acute patients in 
the placebo group and 24 in the nicotinic acid group. All 
but one of the acute schizophrenics taking niacin im- 
proved. There appear to be no data for the comparison 
group, nor is it clear what degree of improvement the nia- 
cin patients had. 

In the third double-blind study, by Denson (20), 
patients took either niacinamide or placebo for five 
weeks. All patients received neuroleptics as well. No dif- 
ference was seen in the patients during the first 12 
months, but during the second year there was a signifi- 
cantly shorter hospital stay for the active-drug groups. 
Only 2 patients in each group were acute schizophrenics. 

The above appears to be the sum of positive controlled 
studies in which acute schizophrenics were studied. In the 
first study (18) it is not clear which patients were consid- 
ered acute. In the second (19), no comparison of im- 
provement of acute schizophrenics was made between 
niacin and placebo and the degree of improvement is un- 
clear, and the third study (20) had too few acute schizo- 
phrenic patients to be meaningful. 

In opposition to this data there are three stud- 
ies (12, 16, 21) in which acute schizophrenics were given 
niacin or niacinamide that fail to show statistical signifi- 


cance, In fact, in two of these there is some indication 
that their use was detrimental (11, 15). Since Hoffer and 
Osmond’s original studies were made before the wide- 
spread use of phenothiazines they do not represent the 
current mode of administration of niacin and niacina- 
mide. The three studies that used this vitamin in conjunc- 
tion with phenothiazines were negative. 

Pauling claims that ascorbic acid would increase the 
control rate of acute schizophrenia by 25 percent. He 
cites and seems to believe the claim made by Osmond (6) 
that by “the use of orthomolecular methods in addition 
to the conventional treatment of schizophrenia the frac- 
tion of patients hospitalized for the first time in whom the 
disease is controlled may be doubled from about 40 per- 
cent to about 80 percent." Osmond was actually referring 
to niacin. If we add the improvement from ascorbic acid 
as well we arrive at a control rate of 90 percent. Presum- 
ably, the other agents employed would add at least an- 
other 5 percent. Thus between 80 percent and 95 percent 
of acute schizophrenia would be controlled if these meth- 
ods were followed. Suffering and loss from this illness 
would be virtually eliminated. The dramatic effects ex- 
pected from megavitamin therapy by its proponents and 
their strong belief in it, which the weight of current scien- 
tific evidence certainly does not support, might rule out 
their performing double-blind studies. However, studies 
in which proponents of megavitamin therapy could be in- 
volved are still possible. 

For example, retrospective diagnostic information 
about patients treated with megavitamins could be given 
to an independent group of investigators. After agree- 
ment of diagnosis, which might be very difficult because, 
as the APA task force report points out, the diagnostic 
criteria used by the megavitamin therapists is much more 
inclusive than those of DSM-II (22), independent follow- 
up studies could be done. If the 80- to 95-percent behav- 
ioral control were achieved, a similar retrospective study 
could be done with a group of patients treated by conven- 
tional] methods matched to a new megavitamin group. 
While this kind of retrospective study is wide open to ex- 
perimental bias, in view of the numerous negative find- 
ings with niacin it is unlikely that many more researchers 
not already convinced of its value are going to want to 
spend their energies pursuing this matter. 


MINERALS 


Pauling states there is some evidence that mental ill- 
ness may result from deprivation of or abnormal need for 
minerals and vitamins other than those mentioned. He 
cites the work by Pfeiffer, Iliev, and Goldstein (23) that, 
among other things, investigated the serum copper and 
zinc levels in schizophrenics. They found low zinc concen- 
trations in 11 percent and high copper concentrations in 
20 percent of 240 schizophrenic outpatients. No statistics 
or comparable values were given for normai controls or 
for other kinds of patients. Therefore, in its present state 
this evidence does not seem to be of much value in but- 
tressing Pauling's theory. 
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TASK FORCE CRITICISMS 


Pauling's article reviews some of the support for the 
orthomolecular theory and claims that there is a practical 
use for it currently. He takes issue with a number of 
points of the APA Task Force on Vitamin Therapy in 
Psychiatry. Since the principal claims of the megavita- 
min therapists have been for niacin and niacinamide, the 
task force report took up in detail the evidence for and 
against these agents as a significant general treatment of 
schizophrenia. The safety of these agents was questioned. 
The most important aspects of these criticisms have not 
been answered. Instead, Pauling raises a question about 
the significance of difference in percent improvement in 
one essentially negative study with niacin, adds his own 
inconclusive data on possible vitamin deficiencies, and 
quotes questionable studies of ascorbic acid given to 
patients with scurvy and of mineral deficiencies in schizo- 
phrenics for whom no normative data were given. 


SUMMARY 


In summary: 1) Are the principles of the ortho- 
molecular hypothesis reasonable and testable? They are 
reasonable and they would be more testable if more spe- 
cific. 2) Is there evidence that there are deficits consistent 
with this theory in some schizophrenics? The recent find- 
ings of a deficit in methylenetetrahydrofolate reductase 
in an adolescent diagnosed as schizophrenic and treated 
with folic acid (2), the finding of a possible genetically de- 
termined deficiency in platelet monoamine oxidase in 
some schizophrenics (24), and the finding that some 
chronic patients respond to a massive dose of the seroto- 
nin precusor 5-hydroxytrytophan compared with pla- 
cebo (25) are consistent with these views. 3) Is there sci- 
entific justification for the claims made by megavitamin 
therapists? Certainly the more extravagant ones, includ- 
ing those made and quoted by Pauling, are not supported 
by the evidence. 4) Does the weight of scientific evidence 
indicate that megavitamin therapy as currently used is 
beneficial? No. In fact, there are no double-blind studies 
showing megavitamins to be useful in the way they are 
currently used. 

While the concepts of orthomolecular psychiatry are 
attractive and stimulating, the data supporting them are 
weak, and therapeutic claims based upon them are un- 
warranted. 
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Comment 


BY DONALD F. KLEIN, M.D. 


IT IS DIFFICULT not to feel presumptuous when dis- 
agreeing with Linus Pauling. My criticisms do not relate 
to Dr. Pauling’s substantive grasp of psychiatry but to his 
views on scientific inference and therapeutic ethics. 


SCIENTIFIC INFERENCE 


Psychiatry is plagued by personal styles in diagnosis. 
One man’s schizophrenia may be another’s adjustment 
reaction. Therefore, to blithely assume that similarly 
diagnosed patients have similar prognoses or treatment 
sensitivities is asking for trouble. This fact makes com- 
parisons of clinically defined samples gathered in differ- 
ent facilities most difficult. 

In comparing treatment effects, the treatments must be 
applied to comparably ill people. The standard method 
for doing this is to use a random assignment to treatment 
procedure after case selection by rigidly defined stan- 
dards. Obviously, if one treatment form is applied to easy 
cases and the other to difficult ones, the first treatment 
will appear superior. Therefore, without properly con- 
trolled experimentation the assertion that one has dem- 
onstrated a superior treatment remains nothing more 
than a hypothesis that might perhaps be worthy of test- 
ing. 

Since this is elementary common scientific logic, it is 
puzzling to find that Pauling accepts assertions based on 
either entirely uncontrolled or very poorly controlled 
procedures to support the utility of orthomolecular meth- 
ods. For instance, Pauling accepts the idea that ortho- 
molecular methods can double the fraction of patients 
hospitalized for the first time in whom the disease is con- 
trolled on the basis of testimonial comparison of non- 
random clinically defined samples. 

Pauling does implicitly recognize the value of con- 
trolled trials, since he refers a good deal to the double- 
blind controlled treatment study of Milner (1), in which 
ascorbic acid was used with chronic psychotic patients. 

However, another fallacy is demonstrated here. The 
problem is not in the experimental method but in the in- 
ferences drawn from the sample to the relevant popu- 
lation. Milner clearly defined his sample as manifesting 
gross or subclinical scurvy. Twelve patients (30 percent) 
had physical signs attributable to vitamin C deficiency 
before the trial, including hemorrhagic gingivitis. The 
mean urinary excretion of ascorbic acid among these 
patients was at the lowest limit of normal excretion rates. 
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The average delay before vitamin saturation was six 
days, which approximates the findings for patients with 
scurvy or borderline scurvy. 

The fact that a sample of psychotic patients with mani- 
fest or subclinical scurvy benefited from the administra- 
tion of ascorbic acid hardly justifies the inference that as- 
corbic acid would be useful in a population of 
nonscorbutic patients. Unless it is demonstrated that vi- 
tamin C deficiency is characteristic of schizophrenia per 
se and not of malnourished patients in general, there is no 
reason to believe that Milner’s study demonstrates the 
value of ascorbic acid in the well-nourished schizo- 
phrenic. 

Further, the statistical analyses presented did not test 
the significance of the differences of therapeutic effects 
between drug and placebo. The test made was within each 
treatment group. For instance, on the depression subscale 
of the Wittenborn Psychiatric Rating Scales (WPRS) the 
group given ascorbic acid improved at p < .01. However, 
the placebo group also improved, at p « .05. It is well 
known that unless a specific between-treatment test is 
made one cannot reliably assume from such analyses that 
the drug effect was greater than the placebo effect. 

However, even if this statistical criticism was met by a 
reanalysis demonstrating that the drug was indeed supe- 
rior to the placebo, one could only come to the conclusion 
that treatment of scorbutic schizophrenics with ascorbic 
acid had some beneficial behavioral effects. 

Substantively, these effects were all on aspects of the 
patient's affectivity, e.g., the mania, depression, and para- 
noia subscales of the WPRS. The subscales reflecting as- 
pects of schizophrenia that seem closer to the issue of 
chronic thought disorder and disorganization, such as 
schizophrenic excitement, paranoid schizophrenia, and 
hebephrenic schizophrenia, showed no effect whatsoever. 
Similarly, the only significant result on the MMPI was 
on the depression scale. The scales that deal more di- 
rectly with the classical psychopathology of schizophre- 
nia seemed unaffected. This hardly proves that the ad- 
ministration of ascorbic acid has an effect on 
schizophrenia; rather, it shows that the vitamin has some 
benefit in the treatment of organic debility due to specific 
avitaminosis. 

Pauling's suggestion that we be more alert to the possi- 
bility of vitamin C deficiency in schizophrenia is worth 
taking seriously. Psychiatrists should certainly be aware 
of the necessity of detecting and treating all complicating 
organic disease in their psychotic patients—especially 
nutritional deficiencies that are likely to result from psy- 
chosis compounded by chronic custodialization. 

One further problem is Pauling's incomprehensible ac- 
ceptance of very minimum differences that lack statisti- 
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cal significance as solid evidence of therapeutic efficacy. 
The point of the test of significance is to give some assur- 
ance that the magnitude of the differences found exceed 
the differences that could easily be derived from sampling 
fluctuations. Therefore, when Pauling appraises a 
study (2) demonstrating that 7 patients improved and 3 
deteriorated in a group given nicotinic acid and that 9 
patients improved and 1 deteriorated in a group given py- 
ridoxine and in a combined treatment group and con- 
cludes that pyridoxine and combined treatment are supe- 
rior to nicotinic acid, one can only be baffled. That the 
conclusions of the authors (2) support Pauling's stand 
makes the matter more confusing but no more correct. 
(This study embodies yet another methodological error, 
since the antipsychotic treatment of the patients studied 
continued in an uncontrolled fashion during the study.) 
Pauling also states: 


A failure to reject with statistical significance the null hy- 
pothesis that the treatment and placebo have equal value is 
* not proof that the treatment has no value. The explicit statis- 
tical analysis of an alternative hypothesis should be carried 
out: for example, the hypothesis that there is a 10-percent or 
20-percent greater improvement in the treated subjects than 
in the placebo subjects. No such analysis has been published. 


Insofar as I understand his exposition, Pauling seems 
to be saying the following: Consider an experiment that 
finds that a drug is 30 percent more effective than pla- 
cebo in the samples studied, but that the 30-percent dif- 
ference could easily have arisen from sampling fluctua- 
tions. One has no way of telling this 30-percent sample 
difference from a true zero-percent population difference. 
Therefore, the null hypothesis of no difference in the 
sample populations cannot be invalidated. Pauling says 
one should also make a test against the possibility that 
there is a true 10-percent or a true 20-percent population 
difference. 

Of course, what we will find under these circumstances 
is that if one cannot tell 30 percent from zero percent, 
one certainly cannot tell it from 10 percent or 20 percent. 
Therefore, the alternative hypothesis, that the drug is 
really 20 percent better than placebo in the relevant pop- 
ulation, cannot be invalidated. 

This is of course true. It is also totally irrelevant. The 
point of a scientific experiment is to invalidate, not to as- 
sert, the null hypothesis, which is logically indefensible. 
One cannot prove a negative assertion, i.e., that a drug is 
no different from placebo. If I say that, within the limits 
of a particular sample and a particular testing, a drug 
cannot be shown to be significantly different from pla- 
cebo, I am not asserting that it has been proved that the 
drug is no different from placebo for all sample sizes and 
all studies. I am simply saying that given the limitations 
of this experiment I am not justified in asserting that the 
drug is different from placebo. 

Pauling's alternative hypothesis, that the drug is 20 
percent better than placebo, would not be invalidated ei- 
ther. However, this lack of invalidation does not permit 
the assertion that the drug is 20 percent better than pla- 
cebo. 
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This entire discussion hinges upon what statisticians 
call the power of an experiment, It is certainly true that a 
low-power experiment may be unable to invalidate the 
null hypothesis even when quite large experimental treat- 
ment effects are present. Pauling could therefore legiti- 
mately call for some estimate of the power of the experi- 
ments that have not shown that vitamins are better than 
placebo. 

A similar problem in inferential logic is Pauling's rein- 
terpretation of negative studies. He cites Greenbaum (3), 
who stated that no statistically significant differences 
were found in a double-blind study of schizophrenic chil- 
dren receiving nicotinamide. Pauling points out that the 
drug-treated children did show greater positive gains on a 
critical scale than the controls, though not at a significant 
level. He states, “This study does not prove that niacina- 
mide has no value." This is absolutely true. Greenbaum's 
study cannot prove that niacinamide has no value; the 
study stated that it cannot be reliably asserted that nia- 
cinamide has value on the basis of the evidence. 

Pauling then goes on to state that “‘it indicates that nia- 
cinamide has greater value than placebo, even though it 
fails to show this at the customary level of statistical sig- 
nificance." This seems utterly incorrect. Pauling confuses 
sample measures with inferences about population rela- 
tionships. The mere fact that one sample had a bigger ef- 
fect than another sample does not justify the statement 
that ‘‘niacinamide has greater value than placebo," since 
this is a statement that generalizes to the population 
relationship. 


THERAPEUTIC ETHICS 


Pauling seems to consistently avoid the fact that the 
entire mechanism of statistical inference is designed to 
permit us to be critical of ex-cathedra assertions. This un- 
critical attitude extends to the self-serving declaration by 
orthomolecular psychiatrists that they feel the principles : 
of medical ethics prevent them from carrying out con- 
trolled clinical tests. Pauling states that **it is the duty of 
the physician to give to every one of his patients the treat- 
ment that in his best judgment will be of the greatest 
value." Since these psychiatrists are convinced they are 
right, *ethical principles have required that they give this 
treatment and not withhold it from half of their pa- 
tients." Pauling then gives the riposte that "it is the 
critics, who doubt the value of orthomolecular methods, 
who are at fault in not having carried out well-designed 
clinical tests." 

I agree that this is an ethical, not a scientific, question. 
My ethical stand is that scientific honesty comes first be- 
cause it yields the best long-term clinical care. The scien- 
tific clinician, as opposed to the cultist, has the responsi- 
bility to use the scientific tools available for proper 
validation before making sweeping claims. 

History provides countless examples of worthless and 
dangerous medical treatments that have been promul- 
gated with zeal and have achieved widespread accept- 
ance. Since the trials referred to by Pauling have not won 


the assent of the scientific community as well designed, it 
seems possible that orthomolecular psychiatry is wishful 
thinking rather than useful fact. 

Who then has the obligation to conduct further con- 
trolled trials? The orthomolecular psychiatrists refuse 
this obligation, saying they have done their part. The crit- 
ics say that their professional life and time are too valu- 
able to waste on unsubstantiated or actually disproved 
claims. 

The issue here is plainly a social one. Society needs to 
know if a treatment is effective or deleterious. The cur- 
rent evaluative mechanism depends upon the free mar- 
ketplace of ideas and investigators. If an individual scien- 
tific entrepreneur can gather the funds, personnel, and 
clinical resources to allow him to test the value of a treat- 
ment, and if he sees this as something worth doing, then 
such tests may be made. 

This is a very fragile situation. If any of the necessary 
ingredients—interest, funds, personnel, and clinical re- 
sources—is not available, the test will not be made. It 
took years before the efficacy of even the phenothiazines 
became irrefutable. Orthomolecular psychiatry has failed 
to sell in the marketplace of scientific investigators, and 
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we have no Good Housekeeping Institute; therefore, we 
are faced with the unpleasant likelihood that this treat- 
ment will continue to be used without adequate scientific 
assessment. 

Such a social problem demands a social solution. I 
have detailed elsewhere (4) my belief that only program- 
matic centers, consisting of good-sized research hospital 
facilities under scientific direction, can develop the large- 
scale, adequate, and timely comparative factorial treat- 
ment studies necessary to answer the many complex 
questions in the field of psychiatric care. 
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Comment 


BY MORRIS A. LIPTON, PH.D., M.D. 


Dr. PAULING has presented arguments for the validity of 
his orthomolecular theory and the psychiatric practice 
named after it by others. He criticizes the APA task force 
report (1) for being biased, for using pejorative language, 
and for failing to understand the nature of ortho- 
molecular theory. He defends the ethics of ortho- 
molecular practitioners who will not do adequately con- 
trolled studies to test the efficacy of their practice. 

Drs. Wyatt and Klein support the task force report’s 
conclusions, Wyatt examines the clinical publications of 
the orthomolecular psychiatrists and finds their data in- 
adequate to support their claims. He suggests experi- 
ments that might help clarify some of the points at issue. 
Klein questions the inferences drawn by Pauling’s use of 
statistics and also discusses the ethical question of who 
has the responsibility for carefully controlled experi- 
ments—the convinced practitioner who publicizes and 
advocates his treatment, the skeptic, or both. 

As senior author of the task force report, I am pleased 
with the independent conclusions of Drs. Wyatt and 
Klein. For those who may still question the matter of 
bias, I suggest that they read the report. We made no at- 
tempt in our report to be critical of the concept of ortho- 
molecular psychiatry. Instead, the report deals with a cri- 
tique of the claimed clinical results of those practitioners 
who, 20 years ago, began using megaquantities of nicoti- 
nic acid for the treatment of schizophrenia, with a ratio- 
nale quite different from Dr. Pauling's, and who, more 
than 10 years later, then adopted his theory and renamed 
their treatment. 

We called their treatment a misnomer because they 
use electroconvulsive therapy more than and psychotrop- 
ic drugs as much as conventional psychiatrists do, but 
they add on vitamin therapy and call it orthomolecular 
treatment. Dr. Pauling justifies the term ‘“‘orthomolecu- 
lar psychiatry” for this type of practice on the grounds 
that psychotropic drugs are used only during the crisis 
state. He does not specify the duration of the crisis, but it 
must be very long. Dr. David Hawkins (2), who advo- 
cates megavitamin treatment, wrote: 


The megavitamins and the phenothiazines act clinically as 
though they had a synergistic action, and for that reason 
patients are kept on a low daily dose of phenothiazine 
prophylactically even after they have recovered (p. 639). 

In our experience the response to the megavitamins is gen- 
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erally more delayed and not discernible until the third to 
sixth month. A very noticeable or marked degree of improve- 
ment as compared to patients who are treated with just phe- 
nothiazines is most obvious by the end of the first year (p. 
641). 


Thus psychotropic drugs are used for months and even 
years along with the vitamins. 

Dr. Pauling's theory is attractive but too general. Who 
could argue against the thesis that optimum vitamin in- 
take is essential for mental health? So is an optimum pro- 
tein intake, social environment, marriage, or income. The 
question is: What is optimum? Dr. Pauling offers evi- 
dence from the genetic literature that in some somatic ill- 
nesses mutant protein apoenzymes exist that require very 
high concentrations of coenzymes in order tc function as 
active enzymes. This is correct. Genetic illnesses due to 
such mutant apoenzymes, some of which appear in men- 
tal retardation or mental illness in addition to somatic 
illness, are discussed in the task force report. The treat- 
ment of these illnesses requires the use of megadoses of 
specific vitamins. Typically, such illnesses occur in chil- 
dren; they are characterized by specific metabolic lesions 
demonstrable in tissues or unusual metabolizes found in 
blood or urine; and both somatic and mental symptoms 
are quickly reversed by large doses of the single appro- 
priate vitamin. The schizophrenias fail to meet any of 
these criteria. Thus there is no evidence at present that 
the schizophrenias fall into this category of illness. 

The reader may ask whether such metabolic defects ex- 
ist in some schizophrenics but have not yet been detected 
in the laboratory. The answer is that indeed they might. 
There is a great deal of research going on seeking such 
defects. However, with the possible exception of a single 
case (3), they have not been found. On the supposition 
that they might someday be found, what is wrong with 
giving megadoses of all the water-soluble vitamins along 
with conventional drug treatment? At least two things are 
wrong. 

First, it is scientificaily and economically improper to 
give huge doses of vitamins when there is no evidence that 
there is a deficiency in function of any of the enzymes for 
which they serve as coenzymes. Second, there is the mat- 
ter of toxicity. The literature on niacin (vitamin B3) tox- 
icity is reviewed in the task force report. Since that report 
was published, pyridoxine (vitamin Be) has been studied 
in more detail. Pyridoxine offeréd to young rats in mega- 
doses comparable to those used in humans by ortho- 
molecular psychiatrists caused a 20-percent increase in 
body weight and a 40-percent increase in liver weight 
compared with pair-fed controls (4). Enzymatic changes 
in the liver have also been noted (5, 6). Althovgh the sig- 


nificance of this is not clear, the authors of the study on 
pyridoxine (4) urged caution and further research before 
assuming that massive doses of water-soluble vitamins 
can be used with impunity. 

The need for caution may also be inferred from the 
findings that large doses of pyridoxine can negate the 
beneficial effects of L-dopa in Parkinson’s disease (7) and 
that they can exacerbate dangerously the symptoms of 
parkinsonism in patients receiving high doses of trypto- 
phan (8). Finally, the preliminary report (9, 10) that 15 
mg. of folic acid a day given orally for one month ex- 
acerbated symptoms in 4 out of 10 schizophrenic patients 
receiving phenothiazines needs replication but suggests 
that excessive doses of this vitamin may be very dan- 
gerous for some schizophrenics. 

In extraordinarily high doses, water-soluble vitamins 
may have not only pharmacological effects unrelated to 
their actions as vitamins but also metabolic consequences 
that are not fully understood. There is undoubtedly some 
variation in the optimum intake of water-soluble vita- 
mins from one individual to another. But optimum is not 
maximum, and there is simply no evidence to support the 
use of water-soluble vitamins for the treatment of schizo- 
phrenia in doses up to 300 times the estimated usual daily 
requirement. There is, instead, increasing evidence that 
such treatment for prolonged periods of time may not be 
devoid of significant hazards. 
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You may have noticed that some of your journals are arriving without wrappers. This is due 
to a severe shortage of paper for wrappers. Therefore the Journal is exploring the possibility 
of dispensing with the mailing wrapper altogether. It is our hope that this procedure, begun 
with the October issue, will prove satisfactory. 
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EDITORIALS 





A Tribute to Walter Barton 


Ir was iN 1930, the year before Walter Barton began his psychiatric career at Worces- 
ter State Hospital in Massachusetts, that Dr. Earl D. Bond, in his presidential address 
to APA (1), made a stirring plea for the hospital psychiatrist. He saw the hospital psy- 
chiatrist as the final arbiter of various theories in the same fashion that the general 
hospital pathologist is the final judge of the skill of the diagnostician. 

Dr. Bond recalled how Conwell, a Philadelphia clergyman, was able to found a uni- 
versity by showing that the greatest opportunities were to be found in one's own back- 
yard, in one's own commonplace work. But these opportunities were not to be found 
by commonplace people, Dr. Bond said, and if commonplace people go to work in 
mental hospitals they will find few treasures. If men of vision go there they will con- 
tribute to psychoanalysis, child guidance, mental hygiene, and to everyday life. 

On August 31, 1974, a true man of vision departed from the national scene as Wal- 
ter Barton, Medical Director of the American Psychiatric Association, left his post for 
a new professorial adventure. Dr. Barton went into mental hospitals, gave of himself, 
and indeed found great treasures there, and he passed these experiences on to his col- 
leagues. Unlike Sir Christopher Wren, deeds, not stones, thus become his monument 
should one care to look around. 

The lot of state hospital psychiatrists in ihe early decades of this century was a diffi- 
cult one. Often considered to be beyond the pale, they constantly had to prove to their 
colleagues that they were still physicians. Disappointment, frustration, skimping, and 
adversity regularly was theirs, and the only thing they had in plentiful supply was a 
plethora of sick; distressed,. misunderstood people. Dr. Barton, like his colleagues who 
remained faithful to their trust, was burnished by the fires of that adversity, but it is in 
adversity that character is formed. Character was then and is now known to be made 
up of small duties faithfully performed, self-sacrifices, and kindly acts of duty. Dedi- 
cation, coolness, and lack of heat or haste were then and are now desirable qualities, 
and Dr. Barton has them. Armed with the necessary qualities, he was well prepared to 
lead a national organization the size of the American Psychiatric Association through 


the turbulent decade in. which he served. He met John Cardinal Newman’s require- 


ment for a gentleman in that he had too much sense to be affronted by insults and 
was too well employed to remember injuries or to bear malice. 

Felix Marti-Ibafiez, a brilliant scholar, editor, and writer, considered physicians, 
writers, and educators.as members of the noblest professions. He believed that anyone 
immersed in them was on the road to immortality. If this be so, Dr. Barton was thrice 
qualified, and as an added bonus, as Leo Alexander (2) pointed out, he successfully 
transformed mental hospital administration "into a flexible and imaginative in- 
strument of therapy." 

As Dr. Barton passes the flag of his office to another distinguished colleague, Dr. 
Melvin Sabshin, he leaves the office of Medical Director in excellent hands, and as he 
moves on to new fields of endeavor he departs with the respect of his colleagues and 
friends and the affection of those who worked closely with him. These sentiments con- 
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stitute a lasting and a priceless boon; they cannot be bought, they must be freely given, 
and once given they are not rescinded. It is not without reason that Walter Barton is 
said to be “a man for all seasons.” 
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The Key Conference: APA Looks Ahead 


JusT 10 YEARS AGO key members of the American Psychiatric Association met at Air- 
lie House in Virginia to establish new policy and devise new organizational structures 
to implement that policy. As the Association prepares for the Key Conference in Key 
Biscayne, Fla., to be held March 21-23, 1975, it is interesting to take a brief look at 
where we were then and where we are now. 

€ In 1964 there were 13,853 members of APA and 58 district branches; today there 
are more than 21,000 members and 69 district branches. 

e In 1964 many of the district branches met infrequently, usually either for social 
purposes or to listen to a scientific presentation. Now the district branches are in- 
volved in legislative activities at both the state and national levels, third-party pay- 
ments, and PSRO, among other matters. And the Assembly of District Branches has 
become a much more active and assertive body. 

è In 1963, just a year before the Airlie House meeting, President John F. Kennedy 
had launched his ‘‘bold new approach" to mental health problems by proposing the es- 
tablishment of 2,000 community mental health centers throughout the country. Imple- 
mentation of that program was still in the future, and other matters that also have as- 
sumed major importance in the intervening 10 years—class actions, right to 
treatment, consumer participation, and affirmative action—had little meaning at the 
time. : ~ i 

One could go on and on about the changes that have occurred in the past 10 years 
and the various internal and external factors that have impinged upon APA and the 
professional activities of its members. Suffice it to say: We’ve come a long way! 

But as farseeing and wise as the participants in the Airlie House conference might 
have been, they could not have anticipated the massive changes that were to take 
place. It is thus not at all surprising that, with the many new problems, new strains ` 
have developed in the structure of APA and dissonance on some fundamental issues 
has emerged. In the midsummer officers’ meeting in 1973, a decision was made to call 
another conference of the Airlie House type. 

The goals of the Key Conference (called this following the choice of Key Biscayne 
as its site) will be to take a hard look at the organizational structure of APA, create 
new methods of establishing priorities, develop a more vigorous legislative advocacy 
role for the Association, and devise innovative methods to ensure maximum participa- 
tion by members in APA affairs. 

The Ad Hoc Planning Committee has made one very important decision—that 
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planning and implementation of new policy and structure should be utilized as an ex- 
ercise in education, participation, and development for the entire membership. The 
committee eschewed a simple plan of calling APA leaders together to make a set of 
decisions, which would then be presented to the membership; rather, it outlined a pro- 
cedure through which there would be active discussion in the district branches. Indi- 
vidual papers and other reports have already been submitted to the area councils, 
which have recently been discussing the district branch reports and developing action 
papers. These area council action papers are being reviewed by the Ad Hoc Planning 
Committee. On this basis, topics are being assigned to APA staff members and Key 
Conference attendees and the final conference format is being prepared. It is the in- 
tention of the Ad Hoc Committee to obtain grass-roots representation at the confer- 
ence—to include individuals who are not officers or delegates to the Assembly of Dis- 
trict Branches but who can present innovative ideas. 

Surprisingly, many individual members as well as district branch officers were ap- 
palled at the thought of initiating this process of renewal. Some who had complained 
of the need for change responded with statements about their inability to conduct such 
discussions or to elaborate on suggestions for position papers. On the other hand, 
many district branches immediately addressed themselves to the task at hand, and a 
significant number of suggestions, letters, and drafts of position statements have al- 
ready been received. 

Individual member participation at the district branch level and district branch par- 
ticipation will be crucial in preparing for the conference. In order to aid the district 
branches, a Key Conference packet, put together in the APA central office, has been 
distributed to all district branches. It presents a series of issues grouped under patient 
care, professional and national issues, and issues relating to structure and function. 
This has been done to guide discussion and focus attention, but consideration of other 
issues is not foreclosed. 

It has been suggested that the Key Conference limit itself to structure and function, 
dealing with substantive issues only to illustrate an organizational problem or method 
of solution. Group leaders at the conference will be instructed to avoid discussions of 
substance and stick to the process of decision making, priorities, and action strategies. 
It may be necessary to train the group leaders in this orientation in advance of the 
meeting. With this in mind a number of case histories are included in the conference 
packet to illustrate various approaches—those which were handled expeditiously, those 
which were lost in organizational hassles, those which were bungled or fumbled. These 
will serve as a basis for scrutinizing where our organizational pattern falls down so 
that we can devise methods for preventing breakdowns in the future. 

Conflicting strategies are also emphasized. For example, how can we meet the de- 
mand for immediate action on an important issue and at the same time gain the opin- 
ions and agreement of major components of APA, as well as have input by the mem- 
bership? 

Everyone will have to contribute his or her thinking to the interchange that must 
take place at the Key Conference. The “tickets of admission" for delegates will be 
relevant testimony. As complex and difficult as the problems facing psychiatry are, 
there are methods of coping with them. An essential ingredient is acceptance of the 
notion that the problems are soluble through collaborative effort. 

In the past there has been some confusion between cause and effect. For example, 
APA is involved in legislation and politics not because the leadership is determined to 
involve the organization in political questions but rather because actions by Congress 
and state legislatures have an enormous impact upon the practice of psychiatry as well 
as on the functioning of our organization. No matter how nostalgic we may be for a 
simpler order of things, there can be no return to the easier days of 10, 20, or 30 years 
ago. By anticipating trends, by anticipating the consequences of our decisions and ac- 
tions, by being prepared organizationally for any and all consequences, we may be 
able to cope with problems as they arise. We must strive to ensure that we as psychia- 
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trists can carry on our professional tasks with dignity and effectiveness, always with 
the goal of providing the public with the very best mental health services that are pos- 
sible. 

As one reflects upon the volatile times we live in, it is evident that one of the most 
important topics to be discussed at the Key Conference will be how to have continuous 
review and scrutiny of our organizational structure and policy. We will not be able to 
relax and wait until 1984 for another look at policy. There must be a continuing proc- 
ess of renewal and constant evaluation of the effectiveness of our organizational struc- 
ture. Where there is failure or less than optimal functioning, changes must be made. 
Only through such a process of constant feedback and change will we be able to re- 
juvenate the American Psychiatric Association and enhance our effectiveness as a pro- 
fession. 


ALFRED M. FREEDMAN, M.D. 


Dr. Freedman is Chairman of the APA Ad Hoc Committee To Plan the Key Confer- 
ence. He is also Professor and Chairman, Department of Psychiatry, New York Mea- 
ical College.: 
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Psychiatrists’ Responses to Sexual Bias in Pharmaceutical Advertising 


BY CHRISTINE MCREE, M.D., BILLIE F. CORDER, ED.D., AND THOMAS HAIZLIP, M.D. 





Of the psychiatrists responding to this study’s question- 
naire, 45 percent perceived pharmaceutical advertise- 
ments from a randomly selected issue of The American 
Journal of Psychiatry as showing sexual bias that might 

: negatively influence physicians’ perceptions of women. 
The perceptions of the responding psychiatrists con- 
cerning additional implications of the predominance of 
women "patients" and sexually biased advertising copy 
in drug advertisements are reported and discussed. 


REPEATED PORTRAYAL Of “typical” behavior patterns in 
various communication media is widely accepted as hav- 
ing effects on female and male identification and role 
modeling (1). Texts and illustrations perceived as in- 
dicating sexual bias in medical and health areas have 
been nationally controversial, as reflected in the number 
of recent publications devoting chapters to the sub- 
ject (2, 3). It is surprising, then, that three randomly se- 
lected issues of The American Journal of Psychiatry (De- 
cember, April, and May 1973) carried pharmaceutical 
advertising for drugs used in psychiatric treatment in 
which 64 percent of the "patients" illustrated were 
women. The advertising copy showed these typical com- 
ments: “Help release her from her severe anxiety, then 
she can open up to you"; "She doesn't respond to 
things”; and “Can this hospitalized schizophrenic relate 
to herself at all?” 

Recent letters to the editor of Psychiatric News, offi- 
cial newspaper of the American Psychiatric Association, 
have expressed concerns over similar trends in that publi- 
cation's advertising; one letter stated that 11 out of 14 
pharmaceutical advertisements in the July 4, 1973, edi- 
tion depicted women, usually as depressed and passive 
patients, while only 3 showed men and 1 showed an in- 
animate object (4). One of these letters accused the phar- 


The authors are with the Regional Child Psychiatry Residency Training 
Program, Dorothea Dix Hospital, Raleigh, N.C. 27611, where Dr. 
McRee is Director of Training, Dr. Corder is Director of Psychological 
Services, and Dr. Haizlip is director of the program. Address reprint 
requests to Dr. Corder. 


maceutical companies and the publication of having a 
"tendency to foster and stabilize stereotypical roles of 
American women as 'sick' " (5). 

Published responses to these types of allegations have 
seldom dealt objectively with the questions of whether 
physicians themselves view such advertising as biased, 
how they perceive themselves as affected by sexual bias 
(if perceived as such), or how they might perceive the ob- 
vious prevalence of women “patients” in advertisements 
in some context other than a sexual bias (6). This paper is 
a study of self-reported effects on psychiatrist-consumers 
of advertising showing possible sexual bias. 


PROCEDURE 


Each of the total group of 22 psychiatrists in private 
practice in a middle-sized southern urban area, along 
with 8 hospital staff psychiatrists who have a part-time 
private practice, were sent questionnaires labeled ‘‘Ad- 
vertising Research," along with an explanatory cover let- 
ter by the authors. This packet contained the follow- 
ing: 1) Xerox copies of all pages from the December 1973 
issue of The American Journal of Psychiatry that adver- 
tised drugs used in treating depression, anxiety, and psy- 
chosis and that were illustrated by a photograph or 
drawing of a "patient"; 2) general directions for com- 
pleting the forms; 3) a 12-item questionnaire, shown in 
full in appendix 1. The questionnaires required no signa- 
ture and identified the respondent only as a man or a 
woman; 23 psychiatrists (20 men and 3 women) re- 
sponded. 


DISCUSSION 


Not surprisingly, responses indicated that 70 percent 
of the male psychiatrists included in the survey agreed 
that ads containing pictures of attractive female "'pa- 
tents" are more likely to attract their attention than 
those using male "patients." Like most intelligent con- 
sumers, the respondents perceived themselves as being 
aware of the advertisers’ motives and methods; 45 per- 
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cent felt that “female attractiveness” was the primary 
reason that more women than men were used in the drug 
ads (since the majority of physicians are men), listing 
such comments as: “‘An attractive girl in a photo cer- 
tainly catches my eye,” and "Drug companies, like auto 
dealers, know you will notice the girl in the ad first and 
their product second.” Fifty-five percent felt that women 
were used as patients primarily for other reasons; re- 
spondents listed these in order of frequency: 1) “The 
advertisers attempt to present a typical patient; doctors 
see more office patients who are female than male"; 2) 
“It reflects a male-oriented culture where women are 
subservient and more vulnerable to illness"; 3) "Adver- 
tisers feel showing women as patients is less threatening 
and more generally acceptable to physicians." 

In general, responses reflected national statistical 
trends on office patient populations; 65 percent reported 
more women than men seen for evaluation and treat- 
ment. However, 77 percent indicated they did not see a 
higher percentage of women than men who required 
treatment for mental illness. This statistic may indicate 
that men typically do not make an initial contact with a 
psychiatrist until symptoms become severe and may re- 
flect cultural differences described by one respondent: 
“Women feel culturally more free to seek help from all 
medical specialties. It is not viewed as an admission of 
weakness.” 

Seventy-four percent felt that if one knew little about 
psychiatry as a specialty the ads would indicate that 
more women than men had symptoms of mental illness 
requiring medication. Several respondents stated that 
such advertising might have less effect on psychiatrists 
than on other physicians (who typically are exposed to 
the same advertising copy in other specialty journals) be- 
cause psychiatrists’ training is directed toward looking 
for underlying causes of all behavior. Approximately 
one-half of the respondents felt that the thinking of all 
physicians might be affected by seeing women portrayed 
as patients in the majority of advertisements. The spe- 
cific effects on physicians’ thinking were described in 
these typical comments by 45 percent of respondents: 
“tends to perpetuate general trend of thinking of women 
as weaker, more sick”; "subliminally might indicate 
women are crazier”; "might imprint male M.D.s with 
impression mental illness and femaleness go together"; 
"contains numerous negative subtle implications about 
female patient"; “might make physicians think women 
have predominance of mental illness without looking at 
underlying causes—less socially acceptable for a male to 
have a psychiatric disorder." The remaining 55 percent 
indicated they felt their thinking was not influenced at all 
by drug ads of any type because, as several commented, 
“Most drug ads and information from drug companies 
are viewed with caution and reservations by physicians." 
They felt that they were also well aware that factors of 
cultural pressure and role expectations both influenced 
the higher number of women seeking psychiatric help and 
permitted women to seek medical care in general more 
readily than men. 

Responses appear to indicate that drug companies 
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might achieve their ends (attracting attention of con- 
sumers) by picturing both a male and female “patient” in 
ad illustrations. If these ads are perceived as sexually 
biased and do influence the thinking and role perceptions 
of physicians, as 45 percent of our respondents believe, 
medical journals and other media aimed toward, and 
edited by, medical professionals have some responsibility 
toward redirection and evaluation of these influences. 
Even the group of respondents who felt that drug com- 
panies were merely reflecting the larger number of 
women seen as office patients would be unlikely to sanc- 
tion, as a similar example, illustrations of the nation's 
poor and deprived as typically black, without overt and 
unmistakable labeling and understanding of the social, 
educational, and cultural problems that result in the 
larger numbers of blacks being in lower socioeconomic 
categories. 
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APPENDIX | 
Questionnaire Items and Responses! 


1. Do you feel that more women were used as patients in the 
illustrations because doctors normally treat more women 
than men for mental illness (neurosis, depression, psycho- 
sis)? (Yes, 48 percent; No, 52 percent) 

2. Do you in your own practice normally see more women 
than men who must be treated for mental illness? (Yes, 70 
percent; No, 30 percent) 

3. Do you normally see a total of more women than men 
patients? (Yes, 65 percent; No, 35 percent) 

4. Thinking in terms of total number of patients seen, do a 
higher percentage of the women you see require treatment 
for mental illness than the men you see? (Yes, 23 percent; 
No, 77 percent) 

5a. Do you feel that more women were used in illustrations 
because most physicians are men, and women models 
would be more attractive to them? (Yes, 65 percent; No, 
35 percent) 

5b. Do you feel that was the primary reason more women 
than men were shown? (Yes, 45 percent; No, 55 percent) 

6. Isitless anxiety provoking to you, as a male, to see 
women used as illustrating patients?* (Yes, 26 percent; 
No, 74 percent) 

7. |f you knew little about psychiatry as a specialty, do you 
feel these ads would indicate to you that more women 
than men have symptoms of mental illness requiring med- 
ication? (Yes, 74 percent; No, 26 percent) 


'Questions followed by an asterisk were answered by men only. 


8. Do you feel that the ads indicate that women are some- 
what more responsive to, and require more medication 
than, men (because of the predominance of female 
“patients” pictured) for symptoms of mental illness? (Yes, 
48 percent; No, 52 percent) 

9. Have you found, in your own practice, that women are 
more responsive to, and require more medication than, 
men for symptoms of mental illness? (Yes, 9 percent; No, 
91 percent) 
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10. Do you personally feel you might notice an ad more when 
it uses a picture of a fairly attractive woman as a patient, 
than if a man had been used?* (Yes, 70 percent; No, 30 
percent) 

11. Do you feel that seeing more women than men pictured as 
mental patients might have any effect on the thinking of 
physicians? (Yes, 45 percent; No, 55 percent) 

12. Ifyour answer to question 11 was yes, would you describe 
some of the effects? 


Reversal of Delirium Induced by Tricyclic Antidepressant Drugs with 


Physostigmine 


BY JON F. HEISER, M.D., AND DONALD E. WILBERT, M.D. 


The authors found that 2 mg. of physostigmine given in- 
tramuscularly was effective in reversing acute brain syn- 
dromes in two patients who had ingested toxic doses of 
drugs with anticholinergic properties (amitriptyline alone 
and an amitriptyline-perphenazine combination). Phy- 
sostigmine also controlled one patient's tachycardia and 
tachypnea. Physostigmine may not control toxic effects 
of anticholinergic drugs when these effects are not medi- 
ated through cholinergic blockade. 





THE ANTICHOLINESTERASE physostigmine readily re- 
verses anticholinergic-drug-induced delirium and coma. 
Physostigmine is the drug of choice in treating such tox- 
icities because it freely crosses the blood-brain barrier to 
reverse both central nervous system and peripheral cho- 
linergic blockage, unlike most of its related compounds 
such as neostigmine. With the increasing use and abuse of 
both prescription and nonprescription anticholinergic 
compounds, several studies have been made of this long- 
known (but unfortunately not well-known) use of physo- 
stigmine (1-7). 

The use of physostigmine in the treatment of toxicities 
of other classes of drugs with prominent anticholinergic 
properties has intriguing practical.and theoretical impli- 
cations in addition to its direct benefit in managing the 
toxic state. Such applications may shed light on the role 
of cholinergic mechanisms in various normal and abnor- 


mal conditions and the therapeutic effect (if any) of the 
anticholinergic properties of many psychopharmacologi- 
cal agents, such as the phenothiazines and tricyclic anti- 
depressants (8, 9). Duvoisin and Katz (1) suggested that 
toxicity from antihistamines, hypnotics (such as glutethi- 
mide), antidepressants, and tranquilizers (all of which 
have prominent anticholinergic properties) might re- 
spond to physostigmine. To our knowledge, no one has 
pursued this suggestion with regard to antihistamines or 
glutethimide, but at least three groups of research- 
ers (4, 5, 10) have reported successful treatment of over- 
doses of tricyclic antidepressants and/or tranquilizers 
with physostigmine. All of these groups worked indepen- 
dently and reported that they were unaware of the other 
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groups (10-12). Our research was also done indepen- 
dently. 

Falletta, Stasney, and Mintz (4) used physostigmine to 
treat delirium apparently caused by an overdose of ami- 
triptyline in a 27-month-old girl who had tachycardia but 
an otherwise normal EKG. There was a prompt reversal 
of both the delirium and cholinergic block following in- 
tramuscular injection of a total of 1.0 mg. of physostig- 
mine given in two divided doses at 20-minute intervals. 
Duvoisin (10) reported the reversal of a benactyzine-in- 
duced central anticholinergic syndrome with administra- 
tion of physostigmine. 

Slovis and associates (5) reported four cases of over- 
doses of tricyclic antidepressants in which physostigmine, 
given intravenously, reversed both coma and cardiovas- 
cular effects within 20 minutes. 

We.wish to add the following case reports to the results 
described above. 


CASE REPORTS 


Case 1. A 46-year-old woman who had ingested up to 37 tab- 
lets of Triavil 2-25 (each tablet contains 25 mg. of amitriptyline 
and 2 mg. of perphenazine) was admitted with the following 
cardinal signs of delirium: disorientation, incoherence, mean- 
ingless motor activity interspersed with recognizable pan- 
tomime activity involving nonexistent objects, and inability to 
sustain meaningful contact with others. In addition, she had a 
pulse rate of 140 per minute, a respiratory rate of 36 per minute, 
moderate parasympathetic block (i.e., dilated pupils but not 
obliterated irises, dry but not parched mouth) and an EKG that 
showed sinus tachycardia, left axis deviation, and a wide 
QRS-T angle. The findings of the physical examination were 
unremarkable except for bilateral positive Hoffman and Ba- 
binski reflexes and a marked increase in deep tendon reflexes. A 
single intramuscular injection of 2 mg. of physostigmine com- 
pletely reversed the delirium within 20 minutes; also, the pulse 
rate dropped to 90 per minute and the respiratory rate to 16 per 
minute. When she was free from delirium, the patient wept and 
complained intermittently for 24 hours. Hourly 2-mg. doses of 
physostigmine had no further effect, but systematic observa- 
tions were not made beyond the first few hours, and the obser- 
vations that were recorded are not clear. The patient’s Hoff- 
man, Babinski, and other reflexes were not recorded after the 
initial dose of physostigmine but were normal before she was 
discharged. The patient was discharged to the care of her pri- 
vate psychiatrist 72 hours following her admission. 

Interestingly, this patient was subsequently admitted two 
times with delirium following overdoses of Sominex, a nation- 
ally advertised over-the-counter sleeping tablet that contains 
scopolamine aminoxide hydrobromide, methapyrilene hydro- 
chloride, and salicylamide (13). A single intramuscular in- 
jection of 2 mg. of physostigmine promptly reversed the deli- 
rium on both occasions. 


Less spectacular organic brain syndromes induced by 
tricyclic antidepressants often occur on psychiatric serv- 
ices, particularly in elderly patients given a conventional 
adult dose (14) and in patients who have taken overdoses 
and are "cleared" by medical personnel of severe symp- 
toms such as coma and cardiac abnormalities. Although 
they are often undramatic, these confusional episodes 
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profoundly change the patient's mental status from the 
state that motivated the ingestion, e.g., severe depression, 
to such states as childlike innocence with confusion and 
disorientation. All too often these confusional episodes 
are overlooked or are misinterpreted as a functional psy- 
chosis such as schizophrenia or as a remission of depres- 
sive symptoms. 

A single intramuscular injection of 2 mg. of physostig- 
mine relieves the confusion and allows the preoverdose 
mental status to reappear, as illustrated in the following 
case report. 


Case 2. A 53-year-old man was admitted because of bois- 
terous, grandiose, agitated, and hyperactive behavior. His chief 
complaint was “I’m insane, meaning I'm in and sane." He was 
judged to be in a manic phase of manic-depressive illness, and 
treatment with lithium carbonate was begun. His mania sub- 
sided within a few days, but it was replaced by deepening de- 
pression. Amitriptyline in a dose of 50 mg. three times a’ day 
was added to the lithium carbonate treatment. The patient be- 
came disoriented and confused almost immediately and began 
stumbling around the ward. He was then given 2 mg. of physo- 
stigmine intramuscularly, and a prompt (though temporary) re- 
versal of this syndrome followed. The syndrome cleared per- 
manently when amitriptyline was discontinued. The patient has 
done well in the three months since then. The lithium carbonate 
treatment has been continued, and neither organicity nor de- 
pression has been noted in his several visits to our outpatient de- 
partment. 


DISCUSSION 


The toxic central nervous system effects of tricyclic 
antidepressant drugs seem to be fully reversed with 2 mg. 
of physostigmine. Doses can and often should be re- 
peated at 30-minute intervals, since physostigmine is 
probably completely degraded within one and one-half to 
two hours (15). Details regarding administration, com- 
plications, and contraindications have been discussed 
previously (2). Oral forms of physostigmine are avail- 
able (16) and have been used (17), but we have not uséd 
them. 

A variety of cardiovascular side effects of tricyclic 
antidepressants have been observed. Tachycardias, palpi- 
tatiohs, and arrhythmias are possibly mediated by the an- 
ticholinergic action of the drug and should be reversed by 
physostigmine. Heart block may be due to a direct effect 
because cardiac tissue has an avidity for tricyclic antide- 
pressants that may produce impaired cardiac conduction, 
manifested by prolongation of the P-R interval, widening 
of the QRS complex, right bundle branch block, or com- 
plete heart block. Cardiac arrest and sudden death have 
been reported with large overdoses. The mechanism of 
this effect is unknown; it may be an aspect of amitripty- 
line toxicity that will not respond to physostigmine. 
Heart block may even be aggravated by physostigmine. 
Any patient suspected of a significant overdose of a tri- 
cyclic antidepressant should be given an EKG and appro- 
priate consultations because the special care available in 
an intensive care unit may be required (5, 15, 17-21). 
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The Combined Abuse of Alcohol and Amphetamines 


BY ALLAN KIPPERMAN, M.D., AND ERIC W. FINE, M.D. 





The authors interviewed 15 men who used both alcohol 
and amphetamines. Clinical histories indicated the exis- 
tence of two types of abuse patterns—one primarily con- 
cerned with the effects of amphetamines and the other 
with the effects of alcohol. The authors discuss the sim- 
ilarities and differences between these two groups in 
terms of psychological test results and drug abuse histo- 
ries. They suggest that the management of this com- 
bination syndrome will be different from that for sepa- 
rate alcohol and drug abuse syndromes. 





THE ABUSE OF ALCOHOL and other drugs is receiving in- 
creasing exposure in both the popular press and profes- 
sional literature, and the growing incidence of such abuse 
has resulted in the description of a number of interesting 
and important drug abuse combination syndromes (1-6). 
However, surprisingly few of these studies have dealt 
with the interaction of alcohol and amphetamines, in 
spite of the. widespread use of both. 

Most of the studies that have investigated the effects of 
combined àlcohól and amphetamine use have utilized 
either animal or volunteer subjects rather than members 


of the subculture directly involved in such abuse. This re- 
sults primarily from the many problems inherent in lo- 
cating, gaining entrance to, and studying a specific drug 
subculture—assuming the subculture actually exists. 
Furthermore, the results from the research in this area 
have been varied. 

Forney and Hughes(7,8) summarized the various 
studies which reported that the expected antagonistic ef- 
fects of combining alcohol and amphetamines are not al- 
ways evident. They felt, however, that “the combina- 
tion of alcohol and amphetamines must frequently occur, 
especially in an attempt to mutually antagonize undesir- 
able effects that each imparts" (7). 

Synergism between alcohol and amphetamines was 
demonstrated by Weiss and Laties(9) and between 
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amylobarbitone (pharmacologically similar to alcohol) 
and amphetamine sulfate by Rushton and Steinberg (10). 
Antagonism between alcohol and amphetamines was 
demonstrated by Bernstein and associates (11), by Green- 
berg (12), and by Leonard and Wiseman (13). Ambigu- 
ous results were reported by Wilson and associates (14) 
and by Goldstein and Greenberg (15). Newman and 
Newman (16) described the failure of dexedrine and caf- 
feine as practical antagonists of the depressant effects of 
alcohol in man. 

As a result of the clinical evaluation of several patients 
admitted to Mercy Douglass Hospital! for evaluation 
and treatment of alcohol abuse, it became apparent that 
three of these individuals presented a pattern of drug 
abuse that was not uncommon among their peers—the 
combination of alcohol and amphetamines. It was clear 
‘that this co-abuse was of significance to these individuals, 
and we felt that the possible widespread existence of this 
phenomenon warranted further investigation. Our study 
describes two different groups of alcohol-amphetamine 
abusers who use the two drugs in an attempt to offset the 
undesirable side effects that both possess. 


METHOD 


The three patients referred to above proved to be very 
cooperative in discussing their amphetamine-alcohol de- 
‘pendency problems. Individual interviews with them in- 
dicated that apparently large numbers of people in the 
` southwest Philadelphia area were using this combination 
‘of drugs. These three patients were asked to refer to us 
‘any of their friends with similar co-abuse patterns who 
would agree to be questioned by an interviewer in a place 
‘they considered convenient. Confidentiality of the inter- 
view was assured, and it was emphasized that our study 
had no legal implications. This referral system provided 
us with a total of 15 subjects (12 in addition to the 3 
‘patients in active treatment) who were using the com- 
bination of alcohol and amphetamines. 
.. We realized that the method we used to procure sub- 
jects was questionable in terms of representativeness of 
. the sample and freedom from contamination and were 
aware of the difficulties that arise from generalizing from 
such a small and inherently biased sample. However, be- 
cause our primary goal was to ascertain the physical and 
psychological effects of concurrent alcohol and ampheta- 
mine use rather than to conduct a broader sociological 
investigation of this particular subculture, representa- 
tiveness was not a major consideration. 

We established one-hour interviews that centered 
around questions concerning drug use patterns, sub- 
jective experiences during and after use of the drugs, and 
sociological and psychological implications of depen- 
dency syndromes. All ofthe interviewing was done by the 
principal investigator (A.K.) in order to circumvent the 


'Mercy Douglass Hospital in Philadelphia served as one of the treat- 
ment centers for an alcoholism rehabilitation program organized by the 
West Philadelphia Community Mental Health Consortium. 
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consideration of interrater reliability. The interviews 
took place between Tuesday and Friday, and a compre- 
hensive mental status exam was given to every subject 
immediately preceding the one-hour interview and testing 
to assure the absence of drug intoxication. It was neces- 
sary to reschedule two interviews because the subjects 
were inebriated. 

The following psychological tests were administered: 
the Taylor Manifest Anxiety Inventory (17); the Beck 
Depression Inventory (18); and the Lanyon Psychologi- 
cal Screening Inventory (19), which measures social non- 
conformity, alienation, discomfort (physical and emo- 
tional), expression, and defensiveness (see appendix 1 for 
definitions of these terms). 

The subjects were men who ranged in age from 19 to 
45 years. On the basis of the clinical history, there ap- 
peared to be two fairly distinct types of abuse patterns, 
hereafter referred to as type A and type B. 


Type A 


This group included eight men, five black and three 
white, ranging in age from 28 to 45 years. These subjects 
were primarily concerned with the effects of alcohol. 
Small quantities of amphetamine were used to help main- 
tain a wakeful state, enabling them to consume addi- 
tional alcohol. 


Type B 


This group included seven men, all white, ranging in 
age from 19 to 27 years. These subjects were primarily in- 
terested in the effects of amphetamines. They used alco- 
hol in small quantities to help them to “‘level off during a 
trip" and in large quantities to help them to sleep at the 
end of a long “trip.” 

Similarities as well as differences were noted between 
thetwo groups and will be discussed at some length. 


RESULTS 


Both groups present an impressive history of non- 
productivity and antisocial behavior, although type A 
subjects seemed to be less productive and more antisocial 
than type B. Ten of the subjects (6 type A and 4 type B) 
were unable to hold jobs for longer than six months. Type 
A subjects had held 6 to 30 jobs while type B had held 1 
to 6 jobs. Eleven of the 15 subjects (7 type A and 4 type 
B) had been in jail. Both types A and B subjects had a his- 
tory of parental separation, absence, or death. None of 
the subjects had pursued his education beyond high: 
School, although all but one from each group had gradu- 
ated from high school. Repeated truancy from secondary 
school was a problem for 6 type A and 3 type B subjects. 
There was one married subject in each group. 

Type A subjects had a history of alcohol abuse dating 
back 10 to 21 years. Abuse of amphetamines was much 
more recent, dating back approximately 5 years. None of 
the type A subjects enjoyed the effects of amphetamines 
alone. They used amphetamines in small amounts, seem- 
ingly to enable them to continue drinking in greater 


quantities. Further, the amphetamines neither heightened 
nor lessened the alcohol effect but, rather, enabled the 
subject to maintain his state of euphoria from alcohol 
much longer without blacking out. Usually a three-day 
weekend binge pattern was seen, sometimes including 
Monday as well. Type A subjects had experimented with 
codeine, marijuana, barbiturates, tranquilizers, and her- 
oin. 

Type B subjects were younger than type A, ranging in 
age from 19 to 27 years. Their use of amphetamines 
dated back approximately 2 to 5 years, with a weekend 
pattern of abuse. Their initiation into amphetamine use 
was a combination of availability, peer group enticement, 
and “a feeling that sensitivity is expanded under the influ- 
ence of amphetamines.” Type B subjects had experi- 
mented with drugs such as marijuana, LSD, mescaline, 
psilocybin, and cocaine. They generally used small 
amounts of alcohol (relative to type A) for the purposes 
of socialization and titration of the amphetamine in their 
bodies (their average consumption was two ounces an 
evening). At the end of a weekend binge, however, they 
tended to drink enormous amounts of alcohol in order to 
sedate themselves. 

The effects type A subjects were looking for included 
increased sociability and loss of inhibition, euphoric feel- 
ings, and increased feelings of self-esteem. Type B sub- 
jects were also seeking the feelings of euphoria, as well as 
the antidepressant effects they would receive from the 
amphetamines. They enjoyed the apparent clarity of 
thinking attained from the amphetamines, in comparison 
with the sedation and disorientation so commonly ex- 
perienced by type A subjects. 

Both groups experienced unpleasant side effects. Type 
A subjects reported severe headaches, marked irritabil- 
ity, tremulousness, weight loss, muscular cramps, and 
gastrointestinal disturbances. The type B group com- 
plained of heart palpitations, weight loss, decreased sex- 
ual interest, disruption of normal sleep patterns up to 
four days following disuse, notions of suspicion and per- 
secution, and severe headaches. For several days follow- 
ing the weekend of abuse, type B subjects further experi- 
enced anxiety, nausea and vomiting, insomnia, and, 
interestingly, an increase in dreaming. 

Clearly, type B experienced greater side effects than 
did type A subjects. Neither group described hallucina- 
tions, delusions, or seizure activity, and neither had any 
financial or social difficulties in maintaining their pat- 
terns of drug abuse. Because they procured the ampheta- 
mines illegally on the street, none of the subjects had any 
idea what level or type of amphetamine they were taking. 
This created a problem for type A subjects, because tak- 
ing too much amphetamine meant that they would have 
to increase their consumption of alcohol tremendously in 
order to obtain the high they sought. 

The results of the psychological battery are presented 
in table 1. Since 15 subjects cannot realistically be con- 
sidered a sufficient sample for sophisticated statistical 
analysis, we decided to present only normal and mean 
values and standard deviations. These numbers should be 
interpreted with caution because they represent only a 
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TABLE 1 
Scores on the Psychological Bütiery {N=15} 





Psychological Normal Range Type A Subjects Type B see 
Test of Scores Mean + S.D. Mean + S.D. 








Beck Depression 


Inventory 0-12* 21.0 + 3.9 16.0 + 6.0 
Taylor Manifest 
Anxiety Inven- 
tory 7-21 31.0 + 4.6 40.9 + 3.8 
Lanyon Psycho- 
logical Screen- 
ing Inventory 
Alienation 3- 8 17.8 + 32 17.6 + 3.9 
Social non- 
conformity 5-13 17.5 + 3.4 147444 
Discomfort 3-14 15.3 + 4.0 22.9 + 3.4 
Expression 7-17 21.3 + 3.7 22.1 = 4.0 
Defensiveness 8-14 11.9 + 3.8 8.6 + 4.0 





* AND . diis 
Scores of 12-22 indicate moderate depression; a score of 22 indicates severe 
depression. 


very small segment of a much larger population. 

The psychological battery revealed several interesting 
findings. Both type A and type B subjects were moder- 
ately depressed and had significantly higher than normal 
anxiety levels. Above-normal or upper-limit normal 
scores were also seen on the Lanyon alienation, social 
nonconformity, discomfort, and expression subscales in 
both types of subjects (see table 1 and appendix 1). 


DISCUSSION 


Considering the fact that drug abuse may be contrib- 
uted to by an individual's inability to cope with life prob- 
lems, the moderate level of depression that was found in 
both groups might be expected. The presence of this af- 
fective component has important implications for the 
management of these patients. Whether the depression is 
primary or secondary to the co-abuse, it almost certainly 
plays a role in the perpetuation of the syndrome, and its 
recognition and treatment is clearly an important clinical 
consideration. The results from the Taylor Manifest 
Anxiety Inventory are interesting not only because both 
groups scored above normal but also because of the dif- 
ference in the scores of type A and type B subjects. We 
feel that the greater anxiety level found in type B sub- 
jects is of intrapsychic origin and is not drug-induced, 
since the subjects were routinely screened by mental 
status examination for toxic states before the psychologi- 
cal battery was administered. 

The results of the Lanyon Psychological Screening In- 
ventory are important for several reasons. They correlate 
well with objective interview data, i.e., scores on the so- 


-cial nonconformity subscale indicated a substantial likeli- 


hood of incarceration for type A and type B subjects, and 
those on the expression subscale suggested extroversion 
in both types. The alienation subscale results are also sig- 
nificant because they indicate that both groups have a 
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propensity toward psychiatric institutionalization. 


We feel that this study has important theoretical and 


practical implications. We suspect that the types of abuse 
patterns involving alcohol and amphetamines described 
here are not uncommon and may in fact be more wide- 
spread than has been previously supposed. Clinical ex- 
perience in a comprehensive alcoholism treatment pro- 
gram makes it clear that the population of alcoholics in 
any community is composed of several subgroups that 
require different treatment modalities. We suggest that 
_ one of these subgroups is involved with the concomitant 
abuse of amphetamines, and the pattern of this abuse 
appears to be clinically expressed in two well-defined 
ways. Physicians and other workers in the field of alcohol 
. and drug abuse should be aware of this syndrome, as its 
management will be different from that of syndromes in 
which alcohol or amphetamines are abused separately. 
Awareness of the fact that these drugs can be co-abused 
is also important in further emphasizing the establish- 
ment of strict criteria for the prescription of ampheta- 
mines, including the absolute contraindication of am- 
phetamines in patients suspected of alcohol abuse. 
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APPENDIX 1 
Use-‘of Terms in the Lanyon Psychological Screening Inventory 


Alienation: Attempts to identify the kind of person one might 
expect to find in a psychiatric institution. 

Social nonconformity: Attempts to identify the kind of person 
one might expect to find in prison. 

Discomfort: Represents the first factor typically identified in 
factor-analytic studies of adjustment inventories, variously 
conceptualized as anxiety, neuroticism, general malad- 
justment, and lack of ego strength. 

Expression: Represents the second major factor commonly 
identified in factor-analytic studies, variously labeled as con- 
trol, extroversion, and lack of repression. 

Defensiveness: Discriminates among a subtle attempt to “fake 
good," a normal approach, and a subtle attempt to “fake 
bad.” 
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Acute Organic Brain Syndrome: A Complication of Disulfiram Therapy 


BY STEVEN T. KNEE, M.D., AND JAVAD RAZANI, M.D. 





Consecutive admissions over a three-month period to a 
general psychiatric ward in a large urban medical center 
were reviewed for the presence of acute organic brain 
syndrome in patients being treated with disulfiram for 
chronic alcoholism. Five such cases were identified. The 
patients had initially been misdiagnosed as schizophrenic 
and had been treated with psychotropic medications, gen- 
erally with less than optimum results. The authors sug- 
gest the withdrawal of the offending agent and the use of 
supportive measures and sedation rather than major psy- 
chotropic medication as the treatments of choice for this 
syndrome. 





WILLIAMS (1) WAS THE FIRST to note that the compound 
tetramethylthiuram disulfide produced hypersensitivity 
to ethanol and suggested that the substance might be 
used in the treatment of alcoholism. However, no clincial 
trial took place for many years until Hald and asso- 
ciates (2), who had ingested disulfiram while searching 
for anthelmintics, became ill at a cocktail party. Fortui- 
tously, they discovered that intolerance to ethanol devel- 
ops after taking the ethyl cogener of tetramethylthiuram 
disulfide, which was then being used in the industrial pro- 
duction of rubber. Its application in the treatment of the 
chronic alcoholic soon became a popular mode of ther- 
apy, and more than two decades ago tetramethylthiuram 
disulfide or disulfiram began to be used with impunity 
by many practitioners. 

When ethanol is ingested with disulfiram, a toxic reac- 
tion develops as the result of an interference with the me- 
tabolism of ethanol. Ethanol is initially converted to acet- 
aldehyde, whose further conversion is retarded by the 
blocking of aldehyde dehydrogenase by disulfiram. Sub- 
sequently, high blood levels of acetaldehyde are pro- 
duced, the mechanism of the toxic reaction. In the pres- 
ence of ethanol, this reaction is characterized by the 
development of a sensation of cutaneous warmth, flush- 
ing, and vasodilation; hypotension; tachycardia and pal- 
pitations; dizziness; vomiting; and ultimately collapse 
and coma (3, p. 224). In addition, it is thought that 
there is a disturbance in the conversion of dopamine to 
norepinephrine as a result of the inhibition of dopamine- 
beta-hydroxylase directly by disulfiram, a mechanism 
hypothesized by Stein (4) to explain the production of 
psychosis in alcoholics taking this medication. 


The authors are with the Department of Psychiatry, University of 
Southern California School of Medicine, Los Angeles, Calif., where Dr. 
Knee is a resident and Dr. Razani is Assistant Professor. Address re- 
print requests to Dr. Knee, Psychiatric Outpatient Department, Los 
Angeles County-University of Southern California Medical Center, 
1237 Mission Rd., Los Angeles, Calif. 90033. 


Various untoward side effects have been reported occa- 
sionally without the introduction of ethanol into the clin- 
ical picture. These side effects include drowsiness, apathy, 
headache, impotence, fatigue, restlessness, neuropathy, 
dermatitis, acne form eruptions, garlic-like or metallic 
taste, gastrointestinal upset, and acute organic brain syn- 
drome. The latter is the subject of this report. 

The picture of acute organic brain syndrome, or what 
Engel and Romano(5) described as cerebral in- 
sufficiency, is today generally characterized by five differ- 
ent areas of symptomatology represented by disorien- 
tation, memory impairment, disordered intellectual 
functioning, impaired judgment, and affective changes 
characterized by lability and shallowness. In addition, 
diffuse electroencephalographic changes are noted during 
the acute phase of the illness. 

Liddon and Satran (6) made an extensive review of the 
literature concerning disulfiram psychoses and found that 
the reported incidence ranged from 2 to 20 percent of 
those patients taking the medication; many episodes were 
attributed to the high dose levels often prescribed (in the 
range of 1 to 2 grams per day). In our opinion these reac- 
tions, described by many authors as psychoses and/or de- 
liria, in fact ranged from simple anxiety reactions to 
frank convulsions. In the English-language literature 
Liddon and Satran (6) discovered only 52 cases in which 
psychotic behavior was reported. After careful review of 
these cases our impression was that 47 patients were 
clearly psychotic, 26 developing a picture of coarse brain 
disease as well, while 21 cases were clinically schizo- 
phrenic and probably reflected an exacerbation of a 
chronic process; 9 represented what in today's nomencla- 
ture would be considered acute schizophrenic episodes. 


PATIENT POPULATION 


Of 243 consecutive admissions to a general psychiatric 
ward at the Los Angeles County-University of Southern 
California Medical Center, 5 cases of acute organic brain 
syndrome with psychosis in patients taking disulfiram 
were noted. (None of the other 243 patients admitted 
were taking disulfiram.) Of these patients, 4, ranging in 
age from 28 to 56, had no history of psychiatric illness 
except chronic alcoholism; the 5th had a history of men- 
tal retardation. All were involved in a local alcoholism 
rehabilitation program, and all were on relatively low 
doses of disulfiram, i.e., 250 mg. per day. All were taking 
disulfiram faithfully as prescribed and using no other 
medication. None had recently ingested ethanol preced- 
ing the onset of their difficulties. All were on reasonably 
balanced diets. None were believed to be withdrawing 
from ethanol. 
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CASE REPORTS 


Case 1. M.D., a 39-year-old man, was admitted to the hospi- 
tal with a two-day history of increasingly bizarre behavior in- 
cluding mutism, head banging, refusal to eat, and incontinence 
of stool and urine. When initially examined he was noted to be 
mute but agitated, apparently responding to endogenous stim- 
uli. There was no history of psychiatric hospitalization; how- 
ever, there was a 22-year history of excessive alcohol intake. 
Four months prior to admission he had been started on 250 mg. 
per day of disulfiram, accompanied by complete cessation of al- 
cohol intake. 

He was given trifluoperazine and chlorpromazine in slowly 
increasing doses to 20 mg. of trifluoperazine four times a day 
and 300 mg. of chlorpromazine at bedtime. There was a slow 
reorganization of his behavior and thought processes over a 
nine-day period. His verbalizations early in the treatment 
course indicated that the patient was suffering from an organic 
brain syndrome, as demonstrated by disorientation, confusion, 
memory impairment, gross affectual changes, and impaired 
judgment. An electroencephalogram revealed diffuse anterior 
slowing that persisted after resolution of the brain syndrome. 
No previous electroencephalograms were available for com- 
parison. 

Follow-up at six months revealed no organic brain syndrome 
or psychosis. The patient had not reinstituted therapy with di- 
sulfiram, although he did remain on psychotropic medication. 


Case 2. O.T., a 54-year-old man with a 31-year history of ex- 
cess alcohol intake, had been started on 250 mg. of disulfiram a 
day four months before admission. Three days before eval- 
uation at the hospital his behavior became suddenly bizarre, 
and he was noted to be nonverbal with blunted affect. There was 
no history of psychiatric hospitalization or treatment except for 
alcoholism. He was initially treated with 10 mg. of tri- 
fluoperazine four times a day and, although becoming verbal, 
he was disoriented, confused, withdrawn, and exhibited memory 
impairment. Medication was discontinued after three days and 
the organic brain syndrome cleared after an additional three 
days. There was no recurrence after three months of follow-up. 


Case 3. G.C., a 56-year-old man with a 40-year history of eth- 
anol abuse, had been started on 250 mg. of disulfiram per day 
one month prior to admission. There was no psychiatric history 
except for alcoholism. Within three weeks his behavior became 
bizarre and his affect was inappropriate and labile. He was 
quite grandiose, with loose associations, and he was also dis- 
oriented; his memory was impaired and he ultimately became 
withdrawn. He was initially treated with 25 mg. of chlorproma- 
zine intramuscularly, but this treatment was discontinued after 
severe hypotension and cardiac arrhythmia developed. Halo- 
peridol, 1 mg. three times a day, was instituted, and there was 
slow resolution and reorganization over a period of two weeks. 
An electroencephalogram, lumbar puncture, and skull films af- 
ter the acute episode were within normal limits. Follow-up at 
four months after the patient had been without medication re- 
vealed no recurrence of these difficulties. 


Case 4. L.W., a 28-year-old man, was admitted after three 
days of disorientation, bizarre behavior, and memory impair- 
ment. There was no history of psychiatric hospitalization, al- 
though he had a 12-year history of ethanol abuse. Two months 
prior to admission he had been started on 250 mg. of disulfiram 
a day. On admission he was treated with low doses of chlor- 
promazine, and the symptomology resolved in two days. After 
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the acute episode, an electroencephalogram, lumbar puncture, 
and skull series were within normal limits. Medication was dis- 
continued at discharge, and there was no evidence of a recur- 
rence after nine months of follow-up. 


Case 5. A.M., a 29-year-old male alcoholic, had been started 
on 250 mg. of disulfiram a day three months prior to admission. 
At that time he became acutely disoriented, his recent memory 
was impaired, and his behavior was bizarre; he was also trou- 
bled with auditory hallucinations. This patient reported an 8- 
year history of excess alcohol intake. In addition the patient 
had spent his first 19 years in a mental institution for mild men- 
tal retardation. However, there was no history of a similar 
schizophreniform episode. He was treated initially with 10 mg. 
of trifluoperazine three times a day, and his difficulties in- 
tensified. Chlorpromazine was added to the regimen, without 
improvement. Subsequently phenothiazines were discontinued 
and a trial of 5 mg. of thiothixene three times a day was used, 
again without clinical improvement. There was a total of 10 
days of psychotropic medication. Medications were then dis- 
continued and the patient's difficulties cleared in 3 days. No 
long-term follow-up is available. 


RECOMMENDATIONS 


Surprisingly, in these cases the use of disulfiram and 
the development of an acute organic brain syndrome 
were rarely connected until after the initial hospitaliza- 
tion and attempts at treatment with psychotropic medi- 
cations. Discussions with various physicians active in 
several large alcoholism rehabilitation programs re- 
vealed a lack of knowledge as to the possibility of this 
adverse reaction, although disulfiram was being used 
extensively in the community. 

In our experience, response to antipsychotic medica- 
tion was generally poor and in fact such medication may 
worsen the clinical picture. Withdrawal from all medica- 
tion and the use of supportive measures in two cases re- 
sulted in rapid improvement. When the use of chemical 
restraints for behavioral control is necessary for the 
safety of the patient, it is suggested that a short-acting 
cortical depressant such as sodium amytal or a minor 
tranquilizer such as diazepam could be used instead of a 
major tranquilizer. 


REFERENCES 


I. Williams EE: Effects of alcohol on workers with carbon disulfide. 
JAMA 109:1472- 1473, 1937 

2. Hald J, Jacobson E, Larsen V: The sensitizing effect of tetraeth- 
ylthiuramdisulfide (Antabuse) to ethylalcohol. Acta Pharmacol 
Toxicol 4:285-296, 1948 

3. Forney RB, Harger RN: The alcohols, in Drill's Pharmacology in 
Medicine, 3rd ed. Edited by DiPalma JR. New York, McGraw- 
Hill Book Co, 1965, pp 210-231 

4. Stein L: Neurochemistry of reward and punishment: some implica- 
tions for the etiology of schizophrenia. J Psychiatr Res 8:345-361, 
1971 

5. Engel GL, Romano J: Delirium, a syndrome of cerebral in- 
sufficiency. J Chronic Dis 9:260-277, 1959 _ 

6. Liddon SC, Satran R: Disulfiram (Antabuse) psychosis. Am J Psy- 
chiatry 123:1284-1289, 1967 


BRIEF COMMUNICATIONS 


A Computerized Self-Assessment Examination for Residents 


BY SHERWYN M. WOODS, M.D. 





The author administered 194 randomly selected multiple- 
choice questions from the APA Psychiatric Knowledge 
and Skills Self-Assessment Program to 65 residents via a 
computerized response apparatus. The system provides 
immediate feedback on each question and on the test as a 
whole. Upon completion of the test, a computer printout 
indicates each resident's percent correct, score, and rank 
in the group being tested. Analysis of question-by-ques- 
tion group performance data can benefit teaching pro- 
grams by revealing areas of insufficient instruction. 





PERIODIC ASSESSMENT of professional knowledge and 
skills, perhaps even by required recertification, is quite 
probably the wave of the future(1, 2). With mush- 
rooming theoretical, technical, and clinical advances, the 
psychiatrist can no longer rely solely on his formal educa- 
tional background and accumulated clinical experience 
to maintain his expertise. The professional’s knowledge 
and clinical skills must constantly evolve and advance on 
the basis of newly acquired knowledge in his field. Peri- 
odic assessment of the learning process is necessary for 
both individuals and educational programs to determine 
whether these goals are being met. 

Perhaps the greatest challenge in psychiatric education 
today is that of establishing internal motivation for con- 
tinuous self-assessment and education as an integral part 
of personal professional identity. This study reports on a 
computerized adaptation of the American Psychiatric 
Association's Psychiatric Knowledge and Skills Self-As- 
sessment Program (PKSAP-II). The rationale and devel- 
opment of this examination have been detailed by Carmi- 
chael and Templeton (3) and others (4-6). The program 
consists of 240 multiple-choice items and 8 patient man- 
agement problems containing 283 erasure-disclosure op- 
tions (erasure removes a special coating on the page, re- 
vealing the correct answer). The 240 items are divided 
into 80-question units concerning diagnosis, treatment, 
and miscellaneous problems of current concern to psychi- 
atry and the behavioral sciences. The test materials were 
written and jointly reviewed by national test development 
committees. 


Dr. Woods is Associate Professor of Psychiatry and Director of Gradu- 
ate Education, Department of Psychiatry, University of Southern Cali- 
fornia School of Medicine, 1237 N. Mission Rd., Los Angeles, Calif. 
90033. 


IDEAL EXAMINATIONS IN RESIDENCY TRAINING 


An ideal examination for residents in training would 
accomplish both individual and program goals. Knowl- 
edge should be assessed relative to peers (those within a 
resident’s program and perhaps a national pool) and to 
the educational goals and teaching activities of the resi- 
dency program. An ideal examination would not only 
demonstrate general areas of strength and weakness but 
would aid in the establishment of priorities. Since the 
best examination is one that teaches, the ideal exam- 
ination would result in specific new learning as well as the 
unlearning of erroneous data, concepts, or beliefs. It 
would also help to overcome the self-deception that is a 
major occupational hazard in the learning and practice of 
psychiatry (7-9). Ideally, the examination should func- 
tion as does a productive confrontation in psychotherapy, 
bringing to light information gaps that, if dealt with and 
resolved, will result in growth. In the best of circum- 
stances, the examination would foster an attitude of self- 
motivated desire for periodic review and repair that 
would persist throughout professional life. 

The second group of goals relates to review and repair 
of the residency curriculum, since programs, as well as in- 
dividuals, are subject to self-deceptions and gaps in 
knowledge. Instructors must have feedback regarding the 
effectiveness and adequacy of both content and method- 
ology, since the real test of teaching and learning rests in 
the incorporation of knowledge into the fabric of the stu- 
dent’s cognitive processes and clinical skills. 

The PKSAP-II has the potential to accomplish many 
of these goals, and it is one of the better vehicles now 
available for the evaluation of professional knowledge. 
Of particular value are the norm tables developed from 
2,394 PKSAP-II examinees who were either residents in 
psychiatry or who had completed residency training (10). 
These tables convert overall scores and subtest scores 
into percentile and quartile ratings, making peer com- 
parison possible. 


LIMITATIONS OF PKSAP-II 


The PKSAP-II is normally self-administered and self- 
scored. Machine scoring is possible but currently unavail- 
able. Because the examination takes several hours, the 
scoring process becomes tedious and may be delayed by 
the examinee. Also, there are no "individua! program" 
scores and subscores available at this time for use when a 


Am J Psychiatry 131:11, November 1974 1283 





BRIEF COMMUNICATIONS 


group of residents take the examination. Delayed scoring 
deéreases the likelihood that the participant will recall 
the cognitive processes and choices that determined his 
answers; recognizing these processes is often exceedingly 
helpful in correcting erroneous concepts or errors in one’s 
data base. 

Computerized administration has the following advan- 
tages: 1) the examinee has immediate knowledge of the 
correctness of his response; 2) the correct or incorrect 
answer is recorded for both the examinee’s and the 
program’s subsequent analysis; 3) question-by-question 
comparison can be made with other members of the 
group tested; and 4) an overall score and rank can be pro- 
vided for peer comparison within the group. In addition, 
if the examination is administered compatibly with the 
requirements of the original PKSAP-II, the examinee 
can use the norm tables for peer comparison on a na- 
tional basis and has available extensive reference mate- 
rial for each question. 


A COMPUTERIZED RESPONSE SYSTEM 


' The exam was administered via a computerized re- 
sponse system similar to units that have been in operation 
at an increasing number of universities since 1966 (11). 
This system consists of a computer that receives input 
from student response stations at each seat in the medical 
schóol auditorium. Each response station has five num- 
bered buttons, any of which may be pressed in response 
to a question posed to the group. Pushing the correct but- 
ton causes a light to flash; an incorrect response produces 
no flash. The system can be set so that the examinees 
have only one choice or so that they may continue to se- 
lect, answers until the correct one is signaled. When the 
time interval allowed for a question elapses, the entire 
system is locked and all buttons become unresponsive. 
The computer records the answers given at each seat, and 
the correct answer is flashed on a display unit for those 
who did not respond or responded incorrectly. The com- 
puter analyzes the data for relay to a teletype that pro- 
vides an immediate readout with detailed data analysis of 
question-by-question performance of individual students 
and:the class as a whole. The problem analysis includes 
the following data: problem number, percent correct, cor- 
rect answer, and response count for each multiple-choice 
option (see table 1). The data also included the total num- 
ber of responders. Throughout the test the computer 
stores all responses for each response station, and pro- 
vides a student analysis that includes the following infor- 
mation upon completion of the test: seat number, percent 
correct, score, and rank within the group tested (table 2). 


ADMINISTRATION 


Sixty-five of 74 residents in their first through fourth 
years of training took the examination on a voluntary 
and anonymous basis. Only the resident himself knew 
which seat number in the computer printout reflected his 
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TABLE 1 
Sample Computer Printout: Problem Analysis 


Response Chosen 








Problem Percent Correct 

Number Correct Response I. 25234 5$ 
1 76 3 11 2 5 3 0 
2 78 2 451 5 4 1 
3 6 5 2 24 25 14 4 
4 42 l 28 7 16 5 10 
5 47 4 23 1 2 30 8 
6 68 2 244 3 I5 I 

TABLE 2 


Sample Computer Printout; Student Analysis 





Seat Number Percent Correct Score Rank in Group 
18 97 92 I 
20 78 74 5 
21 61 58 35 
30 59 56 43 
34 68 65 16 





score. By seating residents in different years of training in 
separate sections, it was possible to analyze the printout 
in terms of peer comparison by year of training. 

Ninety-seven questions were administered in each of 
two sittings of approximately two hours each, with a 
computer printout for each sitting (tables 1, 2). The 194 
randomly selected questions used were drawn from all 
three subcategories of the multiple-choice PKSAP-II 
section A. The residents were asked to complete at home 
the 46 unincluded items of section A, as well as the 293 
questions from the erasure-disclosure patient manage- 
ment problems of section B. Test booklets were provided 
at each seat, and the system was set so as to allow only 
one answer for each question. Each item was announced 
to the residents, after which they had 30 seconds to read 
the question and record their answers on the student re- 
sponse station. The correct answer was then flashed onto 
a display unit at the front of the auditorium. Residents 
were encouraged to use their test booklets to record both 
their answer and the correct answer. At the end of the ex- 
amination, the computer printouts were Xeroxed and 
given to the residents. 

Since the residents could complete section B and the 46 
unincluded questions of section A at home, they could 
also use the regular scoring procedures and obtain sub- 
test and overall performance ratings for use with the 
norm tables. This allowed them to compare their per- 
formance with a national sample of residents, as well as 
with psychiatrists of varying years of experience. 


RESULTS 


In general, the examination was well received, and 88 
percent of the residents, equally distributed throughout 


TABLE 3 


Responses of Residents to Questions Regarding Computerized PKSAP-II . 





Item Percent 





Rank in relationship to colleagues 


Higher than anticipated s 20.0 
About as anticipated 47.7 
Lower than anticipated 23.1 
Very much lower than anticipated 9.2 
Effect of the examination on future reading 
and study i 
Strongly encourage more 30.3 
Slightly encourage more 47.0 
No effect . 18.2 
Decrease motivation 4.5 


Attitude toward taking similar exam in 
the next year 
Will sign up 89.4 
Will not sign up 10.6 





all years of training, participated. In contrast, only about 
a quarter of our residents participate each year in volun- 
tary oral examinations patterned after the Board exam- 
inations. The anonymity offered by the computerized 
PKSAP-II was probably an important factor, sub- 
stantiating earlier observations that residents are eager 
for self-assessment, although they are fearful about dis- 
closure of their performance. This fear occurs not only 
among residents who have realistic concerns regarding 
poor performance but also among those generally ac- 
knowledged to be superior. Even superior students are 
anxious about a possible loss of peer, faculty, or self-es- 
teem. This observation is consistent with the stress pat- 
terns that have been noted to be inherent in psychiatric 
residency training (8). 

Seventy-five percent of the participants indicated that 
they found the self-assessment examination to be helpful 
or very helpful as an educational adjunct and/or stimu- 
lus, while 25 percent found that it was of little help or no 
help. Forty-four percent found the computerized group 
method to be much better or better than taking the test in 
the usual paper-and-pencil fashion at home, while 55 per- 
cent found it to be of uncertain value or no value. When 
the group was asked what type of administration they 
would prefer if a similar self-examination were offered in 
the future, 43 percent indicated they would like a com- 
puterized group administration, 12 percent preferred tak- 
ing the paper-and-pencil test by themselves, and 45 per- 
cent wanted a mixture of the two. This was somewhat 
puzzling, since 87 percent of the group found the immedi- 
ate feedback provided by the flashing responder button or 
the correct answer on the screen to be very useful or use- 
ful, while only 13 percent found it of little or no useful- 
ness. Also 89 percent indicated that they would volun- 
tarily sign up if a similar examination were offered the 
following year (table 3). In attempting to analyze this ap- 
parent discrepancy, it appeared that the fixed time inter- 
val for answering each question was the main issue—50 
percent of the residents found it significantly frustrating, 
and 36 percent found it so frustrating as to minimize or 
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TABLE 4 
PKSA P-II Scores: Group Computerized Sample Data Extrapolated to 
Norm Table Data 





Group Computerized Sampte® APA Norm Table Data** 








Year of Percent 
N Residency Correct Percentile Quartile 
2| First ^ 65.0 72 Fourth*** 
21 Second 62.6 60 Second 
16 Third 66.9 83 Fourth 
7 Fourth 62.7 60 Second 
65 All 64.3 67 Fourth 


(total sample) 





* Based on 194 questions from PKSAP-II, section A. 
** Based on 240 questions from PKSAP-II, section A (N = 504, not subdivided 
by year of residency). 
*** Highest quartile. 


negate any advantage of the computerized administra- 
tion. The residents complained that the time interval was 
too long and tedious when they were certain of their an- 
swers and frustrating and disconcerting when they were 
not. Many residents expressed the conviction that exam- 
ination at a response station that both allowed them to 
work at their own speed and scored the data for group 
analysis would be ideal. 

Carmichael and Templeton (3) found a positive corre- 
lation between an individual’s assessment of his knowl- 
edge and his performance on the PKSAP-II multiple- 
choice section. Table 3 shows that almost half of our resi- 
dents (47.7 percent) felt that their ranking relative to col- 
leagues was about what they would have anticipated 
prior to the test. The remainder of the residents scored ei- 
ther higher (20 percent) or lower (32.3 percent) than they 
would have anticipated. Table 4 indicates extrapolation 
of residents’ scores to the percentile and quartile rankings 
of the APA norm tables. While we have no data on the 
actual effect of participating, the majority (77 percent) of 
the residents felt the procedure would encourage and 
stimulate them to read and study more than they had in 
the past (table 3). 


DISCUSSION 


It is no longer unusual for medical schools to have 
available relatively sophisticated computerized response 
systems or other computer facilities that can be adapted 
to the administration of self-assessment examinations. 
Such equipment will become increasingly more available, 
sophisticated, and complete in capacity and adaptability. 

The most important drawback in our method was the 
necessity for the entire group to proceed at the same 
pace. This is frustrating and inefficient and does not max- 
imize the learning potential. Again, it is completely 
within the realm of current computer capability to pro- 
vide self-pacing individual stations, feeding all data to a 
master computer that would store and ultimately analyze 
both individual and group performance. Peer com- 
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parisons could be made on both a program and a national 
basis. 

A particularly important benefit of this procedure is its 
use in evaluating the effectiveness of teaching programs. 
By noting those questions that many or most of the resi- 
dents answer incorrectly, it is possible to delineate subject 
material that is being omitted or inadequately taught. We 
were not surprised to find that such inadequacies ex- 
isted—what was surprising was their occurrence in areas 
in which we thought adequate instruction was a certainty. 
Questions missed by more than 50 percent of the resi- 
dents were compiled and distributed to all residents and 
faculty. By making this information available to facul- 
ties, it is possible not only to influence overall program 
planning but also to encourage individual instructors to 
reassess content and teaching methodology. 
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Social Constriction in Psychiatric Patients: A Normative Study 


BY W. DEREK SHOWS, PH.D., W. DOYLE GENTRY; PH.D., AND LINDA C. WYRICK, PH.D. 





The authors analyzed scores on the Bates-Zimmerman 
Social Constriction Scale and the Minnesota Multiphasic 
Personality Inventory (MMPI) administered to 132 psy- 
chiatric inpatients. Neurotic patients evidenced a higher 
level of social constriction than did patients with psycho- 
physiologic disorders; no significant differences were 
found among the other diagnostic groups. Social con- 
striction was found to be positively related to scores on | 
the MMPI hypochondriasis, depression, psychasthenia, 
schizophrenia, social introversion, anxiety, repression, 
and F scales; constriction was negatively related to scores 
on the L, K, mania, and ego strength scales. The authors 
suggest that social constriction is specifically related to 
behavioral traits, irrespective of diagnostic labels, and 
that the Bates-Zimmerman Scale should be given wider 
use in diagnostic consultation. 


BATES AND ZIMMERMAN (1) recently developed a paper- 
and-pencil measure of social constriction or nonassertion 
for use in selecting candidates for assertive training. Basi- 
cally, this scale reflects the constriction of active, direct 
expression of affect (reflected by items such as “When 
you disapprove of your friend's behavior, do you let him 
know it?” and "Do you usually speak out at a meeting to 
oppose someone you feel is wrong?"). These authors 
found that social constriction was positively correlated 
with measures of neuroticism and fear and negatively 
correlated with measures of extroversion and affiliation. 
Constriction scores were related to, but distinct from, 
measures of dominance, deference, and autonomy. Self- 
report of satisfaction from environmental stimuli was 
also inversely related to constriction scores. Bates and 
Zimmerman's hypothesis that constricted individuals are 
more compliant to external demands than their more as- 
sertive peers was supported by the finding that scholastic 
grades are a function of constriction level. 

In a subsequent study, Gentry and Kirwin (2) exam- 
ined the relationship between social constriction and 
indices of motor and attitudinal aggression on the Buss- 
Durkee Hostility Inventory (3). In their sample of 17 
psychiatric patients selected for assertive training, con- 
striction appeared to be negatively related to motor com- 


The authors are with the Department of Psychiatry, Duke University 
Medical Center, Durham, N.C. 27710, where Dr. Shows is Assistant 
Professor in Medical Psychology, Dr. Gentry is Associate Professor 
and Head, Division of Medical Psychology, and Dr. Wyrick is Asso- 
ciate in Medical Psychology. 


ponents of aggression (assault, verbal aggression) but 
unrelated to attitudinal hostility. 

The Bates-Zimmerman Scale was standardized on a 
college population and therefore is not readily gener- 
alizable to application in clinical situations. Gentry and 
Kirwin used psychiatric patients as subjects, but their 
sample was too small to provide normative data. Our 
study was designed to establish norms for a psychiatric 
population and to examine the relationship between so- 
cial constriction and personality characteristics measured 
by the Minnesota Multiphasic Personality Inventory 
(MMPI). 


METHOD 


Our subjects were 132 inpatients (54 men and 78 
women) at Duke University Medical Center, Durham, 
N.C., who were referred to the psychodiagnostic labora- 
tory for psychological evaluation during a four-month 
period. These patients ranged in age from 14 to 70 (mean 
age = 31). They were divided into six psychiatric diag- 
nostic groups (4) on the basis of their primary diagnosis 
in discharge summaries in the medical records. The diag- 
nostic groups were as follows: neuroses (N = 39), psycho- 
ses (N=10), adolescent adjustment reactions (N=15), 
personality disorders (N=16), psychophysiologic dis- 
orders (N 244), and organic brain syndromes (N =8). Al- 
though primary diagnoses were used as the basis for 
grouping patients, it should be noted that most patients 
had multiple diagnoses that resulted in considerable over- 
lap. For example, depression was frequently listed as a 
secondary diagnosis in patients primarily diagnosed as 
having adolescent adjustment reactions or psycho- 
physiologic disorders. 

The Bates-Zimmerman Scale and the MMPI were ad- 
ministered to all patients, along with various other psy- 
chological tests. The Bates-Zimmerman Scale was not 
scored at the time of completion, nor was it used in the 
clinical evaluation of the patient. The psychiatric diag- 
nosis was independently derived by the attending physi- 
cian. 


RESULTS 
The mean score on the social constriction scale for our 


sample of 132 inpatients was 9.02 (with a range of 0-22 
and a standard deviation of 4.90). [n general, these values 
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TABLE | 


Mean Scores on the Bates-Zimmerman Social Constriction Scale 
(N=132) 





Mean Social 


TABLE 2 


Pearson Product-Moment Correlation Between Social Constriction 
Scores and M M PI Scale Scores 





Correlation with Social 











Diagnostic Group Number Constriction Score MMPI Scale Constriction Scores 
Neuroses 39 11.90* L -.22 
Psychoses 10 9.00 F .32 
Adolescent adjustment reactions 15 9.60 K -37 
Personality disorders 16 8.38 Hypochondriasis Š 23° 
Psychophysiologic disorders 44 7.31* Depression 5] 
Organic brain syndromes 8 9.37 Hysteria 13 
Psychopathic deviancy t5 
* Significantly different (p « 0.5, using the Duncan multiple-range test). Masculinity-feminity 12 
Paranoia 19 
Psychasthenia .50 
are comparable to those obtained for subjects in the two ras 46 
previously mentioned studies (1, 2). Hoe URN E 
An analysis of variance performed on constriction Anxiety 52 
scores for the six psychiatric diagnostic groups indicated Repression 29 
significant differences among groups (F=2.39, d.fi= Ego strength -38 


5/126, p « .05). Comparison of individual group mean 
scores (table 1) revealed a significant difference between 
the psychophysiologic disorders and neuroses groups 
(means=7.31 and 11.90, respectively): Patients with a 
primary diagnosis of psychophysiologic disorder were 
less socially constricted than patients diagnosed as hav- 
ing neuroses (the latter group consisted primarily of 
patients with depressive symptomatology). 

Pearson product-moment correlation coefficients (r) 
between social constriction and MMPI scale scores are 
shown in table 2. The 12 significant correlations may be 
arbitrarily divided into three levels of clinical impor- 
tance, based on their statistical magnitude. At the highest 
level of correlation (|r| 2 .50), social constriction was 
positively related to social introversion, anxiety, depres- 
sion, and psychasthenia. At a more moderate level 
(.30 < |r] < .50), social constriction was positively re- 
lated to scores on the schizophrenia and F scales 
and was negatively related to scores on the ego strength 
and K scales. At the lowest level of statistically signifi- 
cant correlation (.20 < |r| < .30), constriction was posi- 
tively related to hypochondriasis and repression and neg- 
atively related to scores on the mania and L scales. Social 
constriction was unrelated to scores on the hysteria, psy- 
chopathic deviancy, masculinity-femininity, and para- 
noia scales. 


DISCUSSION 


Our results are in general agreement with previously 
reported patient (2) and nonpatient (1) norms for social 
constriction. 

There was a notable difference in the level of social 
constriction of psychiatric patients with a primary diag- 
nosis of psychophysiologic disorder and those with a 
diagnosis of neurosis. This finding is consistent with the 
often noted clinical observation that patients whose emo- 
tional conflicts are channeled into specific physiologic 
symptoms experience less overt anxiety, depression, and 


1288 Am J Psychiatry 131:11, November 1974 





disruption in interpersonal relationships than those who 
do not have accompanying physical symptoms. The fact 
that no other significant differences were found among 
the other diagnostic groups probably reflects the general 
problem of overlap and of the gross nature of diagnostic 
classification encountered in using DSM-IT (4). The high 
correlations between social constriction and various per- 
sonality characteristics measured by the MMPI seem to 
indicate that social constriction is specifically related to 
symptom constellations such as depression, anxiety, in- 
trospection, and self-preoccupation. Thus, the Social 
Constriction Scale may be most appropriately used to in- 
dicate the relative presence or absence of discrete behav- 
ioral traits, regardless of the particular diagnostic label 
employed. 

The correlations we found between constriction scores 
and MMPI scale scores are strikingly similar to those 
found by Damgaard (5) in psychiatric patients in a VA 
hospital. She noted that constriction was most highly cor- 
related with indices of social introversion (r= 4-.67), de- 
pression (r =+ .47), and psychasthenia (r « 4- .49). 

The results of our study suggest a more general use of 
the Bates-Zimmerman Scale in psychodiagnostic consul- 
tation, in addition to its use in screening patients for as- 
sertive training. 
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LETTERS TO THE EDITOR 








Dominance and Sexual Behavior Related to Psychoanalytic 
Literature 


Sir: In her article “Dominance and Sexual Behavior: A Hy- 
pothesis” (July 1974 issue), Virginia Abernethy, Ph.D., pro- 
poses the straightforward hypothesis that “female dominance 
inhibits heterosexual copulatory behavior, whereas male domi- 
nance facilitates it.” 

I feél that Dr. Abernethy’s hypothesis, by virtue of its sim- 
plicity, is a useful alternative to a theory proposed by Freud to 
account for an incident (described below) that lends support to 
her hypothesis. 

In a paper dealing with the subject of psychical impotence 
Freud (1) observed that a certain type of neurotic individual 
“almost always feels his respect for the woman acting as a re- 
striction on his sexual activity, and only develops full potency 
when he is with a debased sexual object..." (emphasis mine 
here and in the following quotes). He spoke of this type of indi- 
vidual's need for a “woman who is ethically inferior" and noted 
"the tendency so often observed in men of the highest classes in 
society to choose a woman of a lower class as a permanent mis- 
tress or even as a wife" as ‘‘a consequence of their need for a de- 
based sexual object, to whom, psychologically, the possibility of 
complete satisfaction is linked." Freud also referred to “the 
boy's phantasies ... which degrade the mother to the /evel of a 
prostitute” and characterized these as “efforts . . . by debasing 
the mother to acquire her as an object of sensuality.” Inter- 
estingly, Freud also made the observation that “in the case of 
women there is little sign of a need to debase their sexual ob- 
ject.” 

Freud’s explanation of these observations was based on a 
postulated failure of fusion of two currents of erotic feelings: 
the affectionate and the sensual. While it is revealing, this ex- 
planation, as expressed in the language of libido theory, is 
somewhat clumsy and difficult to follow. A fresh approach to 
the problem is suggested by an examination of the italicized 
words in Freud’s description. They are reminiscent of words 
used by ethologists in their descriptions of the dominance hier- 
archies found in numerous animal species, including man’s 
closest living relative, the chimpanzee. 

Thus, Feud’s observations could be formulated as follows: 
Certain men need to choose women over whom they can con- 
sider themselves dominant to experience full sexual potency. 
This is virtually a corollary to Dr. Abernethy’s hypothesis. 
Freud’s statement concerning the boy’s fantasies could be for- 
mulated as follows: In fantasy, the boy attempts to establish 
dominance over the mother and thus win her as an object of 
sensuality. Thus, the boy may attempt in fantasy what the mon- 
key reported by Sade and cited by Abernethy accomplished in 
reality, i.e., establishing dominance over the mother, permitting 
a copulatory relationship with her. 
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More on *Dying with Their Rights On" 


Sir: The letter by Herbert M. Silverberg, J.D., (June 1974 is- 
sue) is thought-provoking. It concerns the suicide of his severely 
depressed client, who was denied electroconvulsive therapy 
(ECT) because the treatment was considered to be "merely 
symptomatic” and “insufficiently understood." Involvement in 
psychotherapy was suggested instead. A short time following 
her admission to the hospital, the patient eloped and committed 
suicide. 

Since ECT was first introduced 36 years ago, sufficient evi- 
dence has accumulated to indicate that patients with agitated 
menopausal depressions respond well to this treatment. Of 
course there are borderline areas with ambiguous indications 
for drugs or ECT, as well as clear-cut cases for psychotherapy 
as the main approach. On the basis of the short description of 
the case, it is apparent to me that ECT was clearly indicated for 
Dr. Silverberg’s client. 

What went wrong? Dr. Silverberg believes that the problem 
was a lack of meaningful review and “the sanctity of one per- 
son's ‘clinical impression.’ He is partially correct in that most 
medical decisions are based on one person's clinical impression, 
but I believe that the ultimate cause is much deeper. This kind 
of incident, which would not have happened 15 years ago, has 
become more prominent since the mid-sixties. The patient's 
death was not caused by a lack of accumulated experience, nor 
did it result from sheer ignorance, neglect, or indifference. 
Rather, the cause was a frightening ideological confusion in the 
psychiatric community. 

Dr. Silverberg's letter has opened the Pandora's box of psy- 
chiatric woes of the past decade. In the past, the medically ori- 
ented psychiatrist had to contend only with psychoanalysts (and 
only some of them), but now there is a new breed—the political 
psychiatrist. 

Younger psychiatrists are increasingly more attuned to bom- 
bastic, irrational, slogan-directed pronouncements than to the 
voice of reason and empirical experience. This confusion is now 
spreading to the legal profession. In a case similar to that of Dr. 
Silverberg’s client (1), the psychiatrist requested long-term hos- 
pitalization for a chronically suicidal patient, but the judge, in- 
fluenced by antimedical trends, refused to have the patient com- 
mitted. The result was suicide "with civil rights on.” 

I believe that the trend toward the demedicalization of psy- 
chiatry will result in increasing irrationality and confusion. For 
example, one study (2) reported that the majority of the psychi- 
atric residents interviewed were: 1) lukewarm to the idea of in- 
ternship, 2) opposed to performing physical examinations of 
their patients, and 3) against inclusion of neurology for certifi- 
cation by the American Board of Psychiatry and Neurology. In 
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a letter to the editor of the Journal (March 197] issue) Stephen 
Weinreb, M.D., a law school graduate, wrote that “medical 
training has short-changed them [medical students approaching 
psychiatric residency] intellectually." 

I will add an anecdotal case. While 1 was leafing through a 
book on the Wernicke-Korsakoff syndrome, a young psychiat- 
ric resident made the remark that the book was useless because 
the authors should have done something to abolish alcoholism 
instead of spending time on this problem. I presume he was pro- 
mulgating activism as opposed to the existing order. 

Politics, ideology, and confusion— not ignorance—killed Dr. 
Silverberg's client. 
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EUGENE RrviTCH, M.D. 
Edison, N J. 


Siz: ] wish you would not publish letters such as that by Her- 
bert M. Silverberg, J.D. The majority of the psychiatrists and 
physicians I know are sincerely concerned with the complicated 
problems involving the issue of patients' civil rights. Dr. Silver- 
berg's letter is eloquent but adds nothing. 

Based on the way Dr. Silverberg presents his client's case, 
anyone would agree that what she needed was the type of ther- 
apy that had helped her in the past. Undoubtedly, the defects 
that allowed this patient to be inadequately treated and to elope 
must be corrected. Does Dr. Silverberg think that no one at the 
hospital took this occurrence seriously? Does he have any sug- 
gestions for the prevention of such incidents? Are we to believe 
that a respected institution does not administer ECT when it is 
indicated? Tens of thousands of suicidal people are treated ef- 
fectively with ECT every year, despite the intervention of 
“knowledgeable” friends who protest the barbarity of the treat- 
ment and endeavor to protect their “rights.” 

One cannot quantitate all the things that are involved in ar- 
riving at a correct clinical judgment. However, imprecise 
though we are, the number of completed suicides in hospitalized 

` patients is quite small compared with the number of patients 
who improve. 

Dr. Silverberg says that he does not want to ‘draw morals" 
(whatever that means). However, when he says that he was told 
that the patient was denied ECT because it is merely a symp- 
tomatic treatment and that she would have to get to the source 
of her problem instead, he is in fact promulgating a moral ap- 
proach rather than a medical one. It is probable that the hospi- 
tal staff preferred not to commit themselves to a course of ECT 
without first seeing whether the patient might improve with hos- 
pitalization and medication. 

Dr. Silverberg's most unfair and untrue statement is that 
patients are "subjected to deaths . . . on the altar of the sanctity 
of one person's 'clinical impression.' " The overwhelming ma- 
jority of people who need medical attention will be seen by com- 
petent practitioners because this is considered a "right." Ask 
some poor people whether it is easier for them to get medical 
care or to be adequately represented by counsel. 


SETH FIELDING, M.D. 
Portsmouth, N.H. 


1290 Am J Psychiatry 131:11, November 1974 


Phenothiazines and Breast Cancer 


Str: The role of prolactin as a facilitator of development and 
growth of carcinoma of the breast is under investigation in a 
number of centers. Prolactin is known to increase in some 
people receiving phenothiazines. Until adequate prospective 
studies are completed, it would seem wise to monitor our high- 
tisk female patients with appropriately frequent mammo- 
graphic examinations. 


FELIX GOTTLIEB, M.D. 
New Haven, Conn. 


Ethology, Anthropology, and Psychiatry 


Sir: New conceptual bases for the understanding of behavior, 
no matter how valid, mee: with the same kind of gut responses 
as most Americans display to the French fondness for snails or 
the African delectation of grasshoppers. Understandably, con- 
ceptualizations about the nature of. behavior become inter- 
woven with a person’s belief system. Many scientists, including 
skilled professionals in psychology and psychiatry, believe that 
their thinking is objective, but they are nevertheless governed by 
embedded patterns of feelings. New ideas in the area of psycho- 
logical principles are relegated to a modest place out of the 
mainstream of general thinking until a cumulative effect, de- 
pending on a time factor, opens a channel that leads to aca- 
demic acceptance. ] 

Specifically, we would :ike to call attention to the work of 
ethologists and evolutionary anthropologists.and the signifi- 
cance of this work for the practice of psychiatry. In a surprising 
departure, the 1973 Nobel Prize in physiology was awarded to 
three scientists who have pioneered in the study of animal be- 
havior. The Nobel committee noted that “‘these first discoveries 
were made in insects, fishes and birds, but the basic principles 
have proved applicable also to mammals, including man." 

The fragmented state of the behavioral sciences requires the 
mobilization of as many relevant disciplines as possible. For an 
understanding of human behavior, we must go beyond the char- 
acteristics of the individual or culture. If we want to discover 
the wellsprings of human behavior, we must go beyond the lat- 
est acquisitions and try to reconstruct the environment and be- 
havior not only of our precultural ancestors but of earlier pre- 
cursors, and we must also examine the responses of creatures on 
lower rungs of the evolutionary ladder. 

The many areas of psychiatry that could profit greatly from 
exploration of ethological findings include child rearing, family 
life, psychodynamic formuiation, ascertaining the limits of phe- 
notypic adjustability, etc. 

Having absorbed orthodox psychoanalytic thought, as well as 
the variants of Horney and Adler, I prefer the ethological to the 
purely psychoanalytic model because it promises to be more 
heuristic. Older psychiatrists, often unaware of the vast amount 
of research in comparative behavior, are committed to an anthro- 
pocentric ideology. They acknowledge an evolutionary conti- 
nuity of vegetative or instinctive responses responsible for psy- 
chosomatic ailments but draw a sharp line when it comes to the 
so-called higher functions of man. This view persists in spite of 
the fact that all of man's psychological patterns can be traced to 
his evolutionary ancestors. The tact that phylogenetically pro- 
grammed responses may underlie the various aspects of psycho- 
pathology is not too palatable a concept for psychoanalytically 
oriented psychiatrists—being so oriented, I can attest to this. 

My colleagues and I began our work by concentrating on the 
implication of man's development by the retardation of biologi- 


cal processes resulting in neoteny, and sought to identify them 
as they find expression in physiological and psychological mani- 
festations. The stretching out of developmental phases that re- 
sults in man’s neotenous form has received attention only from 
anthropologists. We maintain that such a process has inevitably 
been accompanied by parallel processes in physiology (e.g., 
man’s gastrointestinal functions remain at a level equivalent to 
the weaning stage of other higher mammals; myelination is de- 
layed into the postnatal period, etc. [1]) and in behavior (the 
playfulness, curiosity, social immaturity, and other character- 
istics of the young in many mammalian species [2-6]). 

We have encountered an exasperation with the psychiatric 
profession in our discussions with ethologists. Over about a half 
a century, zoologists have accumulated a wealth of freely avail- 
able data, but psychiatrists are minimally cognizant of this lode 
of information. The ethologists themselves, as well as some evo- 
lutionary anthropologists (7), are now embarking on ethologi- 
cal studies of the species Homo sapiens, and a renewed appeal 
has been made to the psychiatric profession by the Tinbergens 
to take more notice of some developments in ethology (8). 

As an American psychiatrist teaching in England, I have 
found a few colleagues espousing an appreciation of the rele- 
vance of ethology and anthropology to their work, but they 
form the barest trickle. [In U.S. psychiatric circles a beginning 
interest in such matters seems to be emerging. I appeal to the 
chairmen of departments of psychology and psychiatry to con- 
sider iricluding ethology in their curricula. 
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Ethical Standards in Psychotherapy 


SIR: Peer review, with the prospect of close scrutiny of psy- 
chotherapist-patient interaction, is upon us. Unfortunately, 
clear guidelines for the conduct of psychotherapy do not exist at 
the present time. Thus, whereas many cases of apparent abuses 
and questionable ethical conduct in psychotherapy are commu- 
nicated by practitioners by word of mouth or are reported by 
the press, there is some question as to whose values and stan- 
dards have been abused in these cases. 

I am currently engaged in the study of ethical issues in the 
conduct of psychotherapy and am trying to track down and 
document cases and situations involving ethical questions. Ac- 
cordingly, ] am requesting the aid of all clinicians in document- 
ing specific cases in which therapist conduct has raised ethical 
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questions. I am interested in cases in which apparently ques- 
tionable ethical behavior led to or was part of a successful 
therapeutic experience, as well as negative cases resulting in 
psychological damage to the patient. 

I would like to hear from all those who have had direct expe- 
rience with or knowledge of such cases. 


CARL GOLDBERG, PH.D. 
307 Stonington Rd. 
Silver Spring, Md. 20902 
301-593-0895 


Clorazepate Dipotassium in Tardive Dyskinesia 


SiR: Some time ago we made an observation concerning the 
beneficial effects of clorazepate dipotassium in patients with 
tardive dyskinesia. The following systematic but uncontrolled 
study confirmed this observation. 

Based on the finding that the movements of tardive dyski- 
nesia showed a significant worsening during anxiety states, we 
investigated the therapeutic effects of a series of anxiolytic 
agents in patients with severe cases of tardive dyskinesia. Clor- 
azepate dipotassium (Tranxene) seemed to show the most ef- 
fect on tardive dyskinesia and anxiety. 

Encouraged by this experience, we sytematically treated a 
group of patients with severe tardive dyskinesia with cloraze- 
pate dipotassium. 

Twelve elderly (61-86 years) female patients (11 diagnosed as 
schizophrenic and one as manic-depressive, manic type) were 
treated for a period of six weeks with daily doses of 15.0 mg. to 
45.0 mg. (mean -27.0 mg.) after a minimum two-week wash- 
out period of previous psychotropic drugs. Slight to marked de- 
grees of improvement were noted in lip, tongue, and mouth 
automatisms in 7 of the 12 patients compared with the drug- 
free period, and in 9 of the 12 patients compared with previous 
treatment with psychotropic drugs. 

Clorazepate dipotassium was not only effective on the move- 
ments of tardive dyskinesia but also controlled psychiatric 
symptoms. Overall psychopathology showed slight to marked 
improvement in eight patients compared with the drug-free pe- 
riod and in eight patients compared with the previous period of 
psychotropic medication. Slight worsening was observed in onlv 
one patient compared with previous psychotropic medication. 
No significant side effects were encountered. 


T.M. IriL, M.D. 
C. UNvERDI, M.D. 
D. Menta, M.D. 
New York, N.Y. 


Gestalt Therapy’s Potential for Harm 


SIR: In his review of Fritz Perls's The Gestalt Approach & 
Eye Witness to Therapy (June 1974 issue), Paul Chodoff, M.D., 
draws some general conclusions about the character and worth 
of Gestalt therapy compared to more traditional forms of psy- 
chotherapy. I believe that Dr. Chodoff omitted one of the most 
important characteristics of Gestalt therapy—its potential for 
harm to the patient. 

The training of the traditional medical psychotherapist is 
highly disciplined. The fact that the therapist may be motivated 
by self-serving or pathological needs is of central concern to the 
traditional psychotherapeutic discipline. Efforts to identify and 
cope with countertransference have the effect of containing and 
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constraining the therapist’s potentially destructive behavior to- 
ward his patient. 

The lack of discipline in the training of the Gestalt therapist 
fails to provide the structure necessary to constrain the thera- 
pist who is naive, sick, or self-serving. Gestalt therapy, with its 
emphasis on the therapist’s spontaneity and showmanship, en- 
courages the participation of therapists who are unstructured, 
bored, or histrionic. 

Primum non nocere is a concept implicit in the discipline of 
traditional medical psychotherapy. As physicians, we should 
encourage and promote the training of psychotherapists who 
are routinely effective anc responsible—not “genius gurus.” A 
treatment modality should be judged on the basis not only of 
the good it can do in highly skilled hands but also the harm that 
it can do in the hands of those who are unskilled or poorly dis- 
ciplined. 


Davin S. SPRAGUE, M.D. 
Radford, Va. 


Journal Review Procedures 


SIR: I participated in the workshop organized by the Ameri- 
can Medical Writers Association at the last American Psychi- 
atric Association annual meeting. An interesting feature of the 
workshop was a dialogue with the editors of psychiatric jour- 
nals, including The American Journal of Psychiatry. One par- 
ticipant questioned the practice by which the Journal’s review- 
ers, by and large, remain anonymous, while the authors do not. 

I have often wondered about this unilateral anonymity, and 
I feel that either both or neither of the parties should be iden- 
tified. 

There is no question in my mind that reviewers are selected 
on the basis of expertise in their field. However, they are hu- 
man, and many factors in zddition to a paper's value or the lack 
thereof influenze their opinions. Such factors, I think, would be 
minimized if the reviewers were to send a signed copy of their 
evaluation to the authors. Another possibility is blind review. It 
seems to me that the reviewers now have too much power over 
what is and is rot published. 

I would be interested to hear how the membership feels about 
this matter. Perhaps those who would like to express their views 
will write to the editor. 


CLARA G. Livsey, M.D. 
Baltimore, Md. 


The Court and Psychotherapy 


Sir: I read with great interest and satisfaction “The Thera- 
peutic Utilization of the Juvenile Court" (October 1973 issue) 
by Yehuda Nir, M.D., and Rhoda Cutler, Ph.D. Their well- 
written and clinically sourd article describes the therapeutic 
principles upon which the Massachusetts Court Clinics Pro- 
gram was founded in 1954 and which continue to be espoused in 
32 clinics in courts throughout the state. 

The points made by Richard R. Parlour, M.D., in his letter to 
the editor of the Journal ("The Myth of Voluntary Therapy," 
May 1974 issue) are also well taken. He noted that much work 
has been done on offender therapy that has been published but 
has been neglected by psychiatry. The majority of the approxi- 
mately 40 articles contribuzed by our court clinic psychiatrists 
have been published in the 7nternational Journal of Offender 
Therapy and Comparative Criminology (published in London). 
Drs. Nir and Cutler are apparently unfamiliar with that journal, 
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as they did not list it among their 25 references. 

It is to be expected that as the community mental health 
movement crystallizes, we will have to focus increasing atten- 
tion on the provision of psychotherapeutic services to people 
whose psychopathology is manifested by dyssocial acts or be- 
havior. Therapeutic utilization of the juvenile court has long 
been a significant element in child psychiatry training at the 
Judge Baker Guidance Center through its affiliation with the 
Boston Juvenile Court Clinic. 


DONALD HAYES RUSSELL, M.D. 
Boston, Mass. 


The Capgras Syndrome 


Sir: In “The Capgras Syndrome and Its Psychopathology” 
(August 1974 issue), B. Frank Vogel, M.D., provides an ex- 
cellent formulation that permits therapists to recognize and dif- 
ferentiate this rare problem from others in the paranoid group. 

I have twice encountered the Capgras syndrome in my prac- 
tice as a family therapist. In both instances, special family dy- 
namics were operating in concert with the psychotic defenses 
outlined by Dr. Vogel. Both patients were women who believed 
that their husbands were impostors. One woman had even writ- 
ten to the mayor of the town where her husband’s parents lived, 
requesting that he investigate the authenticity of her husband’s 
identity. I was intrigued by the degree to which the husband’s 
behavior complemented his wife’s pathology. He had married 
the patient essentially to rescue her from a hostile/dependent 
relationship with her mother, whom he unconsciously hoped to 
replace. The patient began to detect (accurately) her husband’s 
lack of genuine feeling for her. Being dependent on him, how- 
ever, she was driven to develop the defenses against rage that 
typify the Capgras syndrome. 

In both of these cases, the patients were expressing suspicions 
for which there was probably some justification, inasmuch as 
their love objects were “posing” as husbands but acting like 
mothers. 

I feel that the Capgras syndrome should be examined in the 
context of the patient’s relationship with the love object in order 
to expose the complementarity of the pathological symptoms. 


SANDOR E. BLUM, D.S.W. 
Westborough, Mass. 


Assaults by Patients 


SIR: As part of a project stemming from work on APA’s 
Clinical Aspects of the Violent Individual, task force report 8, I 
am attempting to gather information on patients’ assaults on 
clinicians. I would appreciate hearing from any clinician who 
has been assaulted by a patient or who has knowledge of such 
an assault. I would like to be provided with the following details 
of the incident: the degree of therapeutic involvement with the 
patient, possible provocative aspects, diagnosis, and year of oc- 
currence. 


JOHN R. Lion, M.D. 

Director, Clinical Research Program 

for Violent Behavior 

University of Maryland School of Medicine 
645 W. Redwood St. 

Baltimore, Md. 21201 
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Mortality and Morbidity After Excessive Stress: A Follow-Up 
Investigation of Norwegian Concentration Camp Survivors, by 
Leo Eitinger and Axel Strøm. Atlantic Highlands, NJ., Hu- 
manities Press, 1973, 153 pp., $16.00. 


The title of this important and carefully conducted study is 
deceptively understated. Although it deals primarily with a de- 
tailed, long-range follow-up of Norwegians who managed to 
survive the German concentration camps of World War II, the 
results of this study have far-reaching implications for psychia- 
try and all other medical specialties concerned with the after- 
effects of severe stress. The study was supported in part by a 
grant from the U.S. National Institute of Mental Health. 

Studies of concentration camp survivors tend to be unpopu- 
lar. They do not make pleasant reading. There is a tendency, 
even for the well-intentioned professional, to develop an “avoid- 
ance" syndrome rationalized by saying, “Well, World War II 
was a long time ago and concentration camps are no longer im- 
portant." Nothing could be farther from the truth. Unfortu- 
nately, there are still millions of people in various parts of the 
world in forced labor and concentration camps who may some- 
day share the fate of the survivors of this study. A quick reading 
of The Gulag Archipelago by Aleksandr Solzhenitsyn (1) 
should be enough to convince the most skeptical. The brutality 
and inhumanity of putting people in concentration camps is bad 
enough. Eitinger and Strøm have gathered a solid mass of data 
to buttress their conclusion that the survivors, for the most part, 
will be doomed to a higher morbidity for the rest of their lives. 
As they state: 


The prisoner who was supposedly given a limited sen- 
tence has, in fact, received a lifelong sentence, which re- 
duces his life span, affects his health if not his liberty, and 
puts a drain on the country’s health services. This empha- 
sizes the importance of future prevention of such “‘man- 
made pathology.” 


Although the literature abounds in a variety of studies of con- 
centration camp survivors, few are as carefully controlled, me- 
ticulously documented, or statistically valid as is this study. The 
morbidity study was based on a random sample of 498 survi- 
vors out of the 6,193 Norwegians who were deported and placed 
in concentration camps between 1940 and 1945. Of the 762 
Norwegian Jews sent to concentration camps, only 23 survived. 
Unlike many of the previous studies, there was no preselection 
for any special characteristics and the survivors were analyzed 
for a broad range of illnesses. These included tuberculosis, neu- 
rosis, alcohol and drug abuse, psychosis, cardiovascular dis- 
eases, respiratory diseases, gastrointestinal diseases, skin dis- 
orders, musculoskeletal diseases, and injuries. A matched 
control group was selected from health insurance files. 

The results are striking and unequivocal. In all diagnostic 
groups there was a significantly higher morbidity among the 
study sample than among the controls. In addition, the ex-pris- 
oners had less stable working lives and were hospitalized more 
frequently and for longer periods of time. 

The mortality study, based on another sample of 719 of the 
763 deaths that occurred between 1940 and 1945, revealed a 





much higher mortality among the ex-prisoners compared with 
the mortality of the Norwegian population. This was particu- 
larly marked during the first few years after release and was due 
primarily to the great number of deaths from tuberculosis and 
other infectious diseases. Oddly enough, duration of imprison- 
ment seemed to have had no influence on the mortality rate. 

How does one explain the findings of this exhaustive and 
comprehensive study? The authors conclude that “the most nat- 
ural explanation of the ex-prisoners’ higher mortality and mor- 
bidity is that the excessive stress they experienced during im- 
prisonment lowered their resistance to infection and lessened 
their ability to adjust to environmental changes.” The materials 
on which this conclusion is based will form a rich source for fu- 
ture students of life stress on the human organism. It should 
also be an illuminating and provocative book for sociologists, 
legislators, political scientists, and civil servants who administer 
pensions and insurance programs. 

The objectivity and restraint of this book are made all the 
more remarkable by the fact that the senior author is himself a 
survivor of a concentration camp. 
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ZIGMOND M. LEBENSOHN, M.D. 
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The Roots of Psychology: A Sourcebook in the History of Ideas, 
edited by Solomon Diamond. New York, N.Y., Basic Books, 
1974, 764 pp., $24.95. 


The distinguished compiler of this volume tells us that the 
purpose of a sourcebook is to help see history close up. He 
writes: 


Even so, the glimpses it can give are like those caught 
when flying above a broken cloud cover. In the end, who- 
ever wants to see all of the beauty of the countryside must 
walk. The justification for anthologies is that no one has 
the time to walk on all roads. 


Diamond tries to supplement existing sourcebooks rather 
than supplant them; he also tries to avoid repeating the sources 
already available. As an instance, he has given less space to the 
description of mental disease because of his admiration for 
Macalpine and Hunter's Three Hundred Y ears of Psychiatry 
(D. 

The volume in general is an excellent one; it is a monumental 
overview of psychology's roots, beginning with Hippocrates and 
Plato and continuing on to include Piaget and B.F. Skinner. All 
of the important seminal works in between are considered. 
There are 28 chapters consisting of 304 selections by 225 au- 
thors—a truly comprehensive work. Each chapter considers a 
vital aspect of psychological insight, beginning with the "Con- 
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cept of Man,” moving on through “The Riddle of Life,” 
"Knowledge and Illusion," "Sense Qualities,” and “The 
Learned Act," and ending with a chapter titled “The Definition 
of a Science," which extracts from the works of Francis Bacon, 
J.S. Mill, Wundt, and McDougall. The appendices deal with *A 
Brief Note on Vocabulary" and a “Chronological Short Title 
List of Works Excerpted.” 

The selections constitute a delicious historical and psycholog- 
ical smorgastord. The first chapter is a good example of the 
fare; it includes extracts from the works of Plato, Pliny, Lac- 
tantius Firmianus (the Christian Cicero), Moses, Maimonides, 
Baruch Spinoza, Condorcet, and several others. Some of these 
are familiar and some are less familiar to us, but all have com- 
ments to make upon the concept of man. 

Whether one samples chapter 2, “The Riddle of Life," or 
chapter 10, "Localization of Function in the Brain," or any 
chapter in bet ween, one will find much that is interesting. Aris- 
totle and St. Augustine are quoted in the first chapter along 
with others, including Jacques Loeb, J.B. Watson, and F.H.C. 
Crick. Chapter 10 should interest neurologists as well as psychi- 
atrists and psychologists, for it covers work from that of Gregor 
Reisch (1525) up through that of Karl Lashley (1890-1958). 
Chapter 15, “Instinct Controversy," is noteworthy because it 
quotes extracts from Seneca (3 B.C.-A.D. 65) through Galen, 
St. Thomas Aquinas, Kenelm Digby, William James, and Kon- 
rad Lorenz. 

There is a strong temptation to quote from many of the ab- 
stracts but to succumb to it would soon bog down this review. 
Chapter 24 has to do with mental illness; Theophrastus (circa 
372-287 B.C.) and Johann Weyer (1515-1588) are considered 
in it as well as Thomas Willis, Griesinger, and Johann Lange. 
Strangely, only Harry Stack Sullivan and Carl Rogers among 
the contemporaries of Freud and Jung are dealt with under the 
title "Character Temperament and Personality" in chapter 23. 

AIL in all, then, this is a first-class sourcebook that will be 
sampled, referred to regularly, and appreciated particularly by 
scholars and writers. The undergraduate, sometimes tempted to 
think that most valuable knowledge in this field is of recent ori- 
gin, will be surprised and enlightened by the insights of the an- 
cients. Some of the extracts appear for the first time in English, 
and many of the writers unearthed are a revelation to those of 
us who considzred ourselves knowledgeable in the field. Dia- 
mond has done an excellent job and the compilation is well 
presented. It is a valuable reference volume and can be highly 
recommended, 
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Youth: Transition to Adulthood. Report of the Panel on Youth of 
the President's Science Advisory Committee. Chicago, Il., Uni- 
versity of Chicago Press, 1974, 190 pp., $8.50; $1.95 (paper). 


This book is the result of a series of conferences held by 10 
well-known scholars interested in the fundamental processes of 
education, under the chairmanship of James S. Coleman. 
Young people from the ages of 14 to 24 were the central con- 
cern, with particular reference to their making a successful 
transition from childhood to adulthood. Whether or not schools 
are equal to the task of helping young people make this transi- 
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tion without major changes in policy and procedures was a cen- 
tral concern of the scholars, particularly in view of schools' rel- 
ative isolation from the rest of society, their emphasis on 
acquiring skills and knowledge at the expense of developing re- 
sponsibility for persons, and their propensity for keeping young 
people dependent rather than encouraging self-reliance. 

An especially large range of issues is authoritatively dis- 
cussed, including a history of age grouping in the United States, 
the rights of children and youth, economic problems, biological 
and sociological development, segregation from and integration 
with adults, and characteristics of a youth culture. Various al- 
ternatives to our present system are discussed, particularly al- 
ternation of school and work. 

Only a hint of the richness of this volume can be conveyed in 
a review because the book itself is a review of a vast literature in 
education. It is warmly recommended to all educators inter- 
ested in making our schools more vital, more relevant to cur- 
rent concerns, and a medium through which social values can be 
learned. Psychiatrists will find that it will give them a much 
wider range of knowledge of the issues involved in youth devel- 
opment, particularly issues that get little consideration in in- 
tense studies of individuals. Persons concerned with '"'commu- 
nity control" should find the book good treatment for myopia. 


DANA L. FARNSWORTH, M.D. 
Boston, Mass. 


Ego Functions in Schizophrenics, Neurotics, and Normals: A 
Systematic Study of Conceptual, Diagnostic, and Therapeutic 
Aspects, by Leopold Bellak, M.D., Marvin Hurvich, Ph.D., and 
Helen K. Gediman, Ph.D. New York, N.Y., John Wiley & 
Sons, 1973, 535 pp.. $19.95. 


It has been reported, although the story is probably apocry- 
phal, that Freud was concerned that the cure of schizophrenia 
would be achieved before an adequate understanding of its psy- 
chology was. Much of the current literature on schizophrenia 
seems to justify this concern in that it emphasizes treatment 
rather than psychologic understanding of the syndrome. This 
volume, on the other hand, while it does deal with therapeutic 
and even diagnostic issues, attempts to explore some of our fun- 
damental conceptualizations of the disorder. 

The authors devote the first section of the book to a careful 
but succinct review of the psychoanalytic and dynamic concepts 
that relate to schizophrenia. In particular, they examine the 
construct of an ego. In the second part of the book, they discuss 
in detail 12 specific ego functions. These range from reality test- 
ing to object relations and cover a broad range of ego functions 
that are of interest to clinicians. What is of particular utility is 
that the authors have developed and standardized various in- 
struments for quantifying the ego functions under discussion. 
The appendices are especielly useful to the interested clinician 
in this regard. 

The specific research reported in the third section of the vol- 
ume demonstrates that schizophrenics can be differentiated 
from neurotics and normals by quantifiable differences in their 
adaptive levels of ego functions. The population labeled as 
schizophrenic in this study was more seriously impaired than 
neurotics and normals. Certain questions can be raised con- 
cerning the clinical criteria for admission to the study: one can 
raise objections to the fact that the authors identify as schizo- 
phrenic all patients who are so labeled by psychiatrists. Some 
critics would even argue that accepting the diagnosis of many 
different psychiatrists produces an excessively heterogeneous 
population and that fixed, specified criteria should be used. De- 


spite the limitations that are implicit in all clinical studies, the 
research reported by these authors is of significance. They have 
demonstrated quantitative differences in levels of ego function- 
ing that differentiate schizophrenics from certain non- 
schizophrenics. This in itself is an important finding. Perhaps 
even more important is that the work is described in sufficient 
detail to make verification possible. 

The final section of the book is devoted to clinical application 
of the ego function profile to the questions of diagnosis, treat- 
ment, prognosis, and prevention. The busy practitioner might 
find the theoretical review of the psychoanalytic theory con- 
cerning the topography of the mind too detailed. This hypothet- 
ical clinician might also find the methods and rationale for 
quantifying ego functions impractical. On the other hand, it is 
difficult—if not impossible—to see how any clinician, busy or 
otherwise, can help but be benefited by a careful reading of the 
90 pages devoted to clinical application. It is written by clini- 
cians for clinicians. It is practical, to the point, and useful. The 
authors are to be commended for a volume that is very well 
done and a section on clinical application that is outstanding. 


ROBERT CANCRO, M.D. 
Hartford, Conn. 


Psychopathology: Contributions from the Social, Behavioral, 
and Biological Sciences, edited by Muriel Hammer, Ph.D., Kurt 
Salzinger, Ph.D., and Samuel Sutton, Ph.D. New York, N.Y., 
John Wiley & Sons, 1973, 559 pp., $18.95. 


The dedication of this highly condensed and informative ref- 
erence work to Joseph Zubin is consistent with its broad ap- 
proach, for Dr. Zubin’s own work is catholic in range, as his ex- 
tensive bibliography attests. No one who has been fortunate 
enough to have had even tangential contact with him has failed 
to be impressed by the wide scope of his interests and skills. 

There are six sections in this book: two on external and inter- 
nal milieus, two on psychophysiological organization of behav- 
ior, one on problems of nosology, and one on mathematical de- 
scription. The last section deals not with phenomena, as the 
previous sections do, but with the use of mathematical systems 
to analyze "the open systems that phenomena involve." The 
sections are bound together by a common focus on psycho- 
pathology and methodological problems in working with psy- 
chopathologic phenomena, but there is really no way for a re- 
viewer to provide an overview without penalizing the excellent 
individual presentations. 

The section on the external milieu deals with the inter- 
relationships existing between psychopathology and the social 
situation. Beginning with a discussion of the problems of as- 
saying psychiatric disorders in various class and ethnic groups, 
the author of this discussion goes on to describe bizarre but spe- 
cific situations of ego-syntonic behavior patterns like latah and 
amok. These patterns have social significance or even "value"; 
this leads logically to the proposition that schizophrenia has 
persisted because it has some usefulness for survival. According 
to the colorfully ingenious exposition by Jarvik and Chadwick, 
the *odyssean personality," which is described as a “potentially 
successful schizoid-paranoid individual," has an excellent op- 
portunity for coping with his environment. They postulate that 
such behavior patterns will therefore "be perpetuated socially 
and genetically, as well as the gene(s) for schizophrenia that di- 
rects this behavior.” 

In the next two sections, the 10 thoughtful and informative 
chapters cannot be disposed of en bloc. One is tempted to fix on 
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dramatic quotations such as Watson’s, "We win our happiness 
or lose it by the kind of behavior our unstriped muscles or guts 
lead us into," followed by the astringent comment of Razran 
that between Watson and Skinner, “in 25 years, a very prestig- 
ious portion of American systematic psychology seems to have 
lost its guts." Or one might seize on special interests like 
“prosthetic environments" or the problems of psycho- 
physiological differences in cross-cultural research or the whole 
question of input regulation and the notion of “gating.” None 
of these is a fair or sensible course to pursue, but I really have 
no other choice than to state my respect for a considerable mass 
of succinct and useful information in this part of the book. 

In section four there is a discussion of the mind-brain prob- 
lem from several points of view. Rapport outlines the immuno- 
neurological scene, which, admitting the technical difficulties 
attendant on research in this area, may well be the next highly 
promising field for exploration. The attempt to ascertain where 
"fancy" is bred leads John into consideration of the heart-head 
dichotomy and to the intriguing report of the finding by Liv- 
anov that “intercorrelated” activity between electrodes placed 
on the scalp can be modified by intellectual exercises and oc- 
curs even at rest in an “obsessive neurosis.” The report by Med- 
nick and Schulzinger of their observations in Copenhagen notes 
the possibility that some preventive work might be effective in 
their high-risk populations, either in the area of "psycho- 
pharmacological intervention at an early premorbid age" or by 
some attempt to avert hippocampal damage. In the final chap- 
ter, Lehmann warns of the difficulties inherent in drug-action 
evaluations and wonders, a little wistfully, if in the attempt to 
create a Newtonian system with “fully determined causality,” 
etc., the behavioral sciences are not making mystique play “the 
role of mathematics.” 

The section on problems of psychiatric classification offers 
some interesting variations on the theme, but unfortunately it 
does not—and probably cannot—offer any real solutions to 
these problems. What may be most important in this section is 
the attempt to clarify some of the difficulties. Gurland discusses 
flexibility and suggests that there are times when a flexible ap- 
proach should not be adopted, as when flexibility might inter- 
fere with communication between therapists. He also suggests 
that there are times when no classification is necessary, as when 
a single treatment mode such as psychoanalysis is favored 
above others. (It is worth noting here that third-party payment 
plans may make any real flexibility in categorization economi- 
cally impossible, but this is not the focus of attention in this 
chapter of the book.) Although not directly related to problems 
of classification as such, Hunt's differentiation of malingering, 
dissimulation, and pathology may also prove to have usefulness 
in evaluating "real" illness for insurance and other com- 
pensation purposes. 

Critical appraisal of part six, which focuses on mathematical 
description, is really outside the range of my ability. It deals 
with mathematical formulations as they may be used to foster 
clarity and adequate standards in describing psycho- 
pathology—developments that are certainly needed. The edi- 
tors summarize the section as including “highly abstract model 
building, systematization of methods for collecting theoretically 
relevant data, and approaches to analyzing data in theoretically 
relevant ways." 

In one way or another, this epitomizes what the various au- 
thors have been doing throughout this broad-based reference 
work. It will encourage disciplined thinking in an area where it 
has been badly needed. 


C.H. HARDIN BRANCH, M.D. 
Santa Barbara, Calif. 
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Insanity Defense, by Richard Arens. New York, N.Y., Philo- 
sophical Library, 1974, 328 pp., $12.50. 


The title of this book is misleading in that it sounds gener- 
alized. The book actually deals only with the operation of the 
administration of criminal justice in the District of Columbia in 
the years between the birth and death of the Durham deci- 
sion (1). 

The author reports on “a project of insanity research and liti- 
gation.” The project, which was not strictly an objective re- 
search study, encountered major problems very rapidly. In de- 
scribing these problems Prof. Arens is very critical of the 
situation in the District of Columbia; he believes that the psy- 
chiatrists at St. Elizabeths Hospital, who are government em- 
ployees, have undue influence in the disposition of defendants 
who are mentally ill. He is also critical of private psychiatrists, 
the American Psychiatric Association, the judges in the district 
courts, and the attorneys in the Attorney General’s office. The 
motives he ascribes to all who differ with him do not include 
honest differences of opinion based on the intellectual process 
or on practical experience. 

Approximately two-thirds of the book is devoted to three 
particular cases. These are described in detail and include long 
excerpts from the court records. The author was intimately in- 
volved on the side of the defense in each of these cases. 

This book does point out significant problems encountered in 
the District of Columbia with respect to psychiatric testimony. 
Unfortunately, it is difficult to judge the validity of many of the 
author's assessments because, a humanist at heart, he is a fer- 
vent advocate of the principles originally enunciated by Judge 
David L. Bazelon when the latter first formulated the Durham 
rule, namely, that the psychiatrist should develop the psycho- 
dynamic evolution of the defendant and present the relationship 
of the behavior of the accused to his intrapsychic makeup. 
Arens views the adoption of the American Law Institute Model 
Penal Code in the Archie Brawner decision (2) as a return to the 
dark ages of M’Naghten (3). 
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Tahitians: Mimd and Experience in the Society Islands, by Rob- 
ert I. Levy. Chicago, Ill., University of Chicago Press, 1973, 529 
pp., $12.50. 


Dr. Levy, a psychiatrist and an anthropologist, describes and 
discusses in this satisfying book the lifeways of Tahitians in a 
rural village and in a section of urban Papeete as these lifeways 
interact with personality, both in general and in a number ofin- 
dividuals. The author was able to build on the large amount of 
data collected since World War II about Tahiti and related 
areas. Having these data on hand permitted him to concentrate 
his attention on the meaning and effect of various cultural items 
and configurations in the molding and maintenance of Tahitian 
personality. 

After a pilot visit to Tahiti in [961, Dr. Levy spent two years 
there, mostly ia a rural village where life was comparatively tra- 
ditional. He used a section of the city of Papeete for com- 
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parison. He lived with the family of one of his subjects and 
knew the Tahitian language. This provided him with intimate 
firsthand knowledge of interpersonal relationships, which is im- 
possible to achieve in any other way. From the family he lived 
with and from other villagers, he was able to gather innumer- 
able examples of behavior and conversations to enliven and illu- 
minate the points he makes in the book. 

Most Americans have only vague notions about Polynesians 
like the Tahitians—impressions from Gauguin's paintings or 
the novel Hawaii (1) of bright colors, easygoing manners, and 
sexual permissiveness. This book indicates that these notions 
are partially correct but that their meaning for Polynesians is 
rather different from the conclusions we tend to draw. 

Dr. Levy's thoughtful consideration of how the psychological 
and sociocultural aspects of this particular culture fit together 
and function makes fascinating reading. It is fortunate that he 
got to Tahiti when he did, for by 1970 many traditional charac- 
teristics had been altered by the far-reaching influence of *mod- 
ernization." It is doubtful that the traditional scene would have 
been available for study after 1970. 

Although three women are included in Levy's individual 
sketches and although he had opportunities to informally ob- 
serve the women in his host family, women do not seem as vivid 
as men do in this work. The author discusses this briefly in a 
section titled Reflections on Male and Female Personality. He 
feels that cultural variation shows up more clearly in men of dif- 
ferent cultures than in women because women share so much 
common ground across cultures. He further points out that the 
Tahitian girl's life is a more continuous experience than a boy's 
and implies that it is easier to be a girl growing into a woman 
than to be a boy growing into a man, although the former is 
probably duller. 

I agree that women across cultures share more common ex- 
periences than men, but I suspect that a woman investigator 
might have been in a better position to judge the outlook of a 
Tahitian woman. In all cultures women certainly have common 
childbearing and child-rearing roles as well as complementary 
sexual roles to men. How deeply biological or how culturally in- 
duced and enforced these roles are is not yet clear. Women in 
America and Europe are raising serious questions about the bi- 
ological inevitability of women's status in many societies. 

I found this book well written, thoughtful, and quite provoca- 
tive of reflections on my part regarding people in other cultures 
that I have known. Dr. Levy has resisted the temptation to fit 
Tahitians into any ready-made framework or to use either psy- 
chiatric or anthropological technical jargon, for which most 
readers will be grateful. 


REFERENCE 
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DOROTHEA C. LEIGHTON, M.D. 
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Family Communication: A Guide to Emotional Health, by Sven 
Wahlroos, Ph.D. New York, N.Y., Macmillan Publishing Co., 
1974, 308 pp., $8.95. 


If Alice were to visit most families today, she would probably 
find herself quite at home with the mystifying cast of characters 
who are playing multiple, ill-defined roles and who often nei- 
ther say what they mean nor mean what they say. If a new 
Alice book, Wonder in Family Land, were ever to be published, 


Family Communication would serve as a very suitable annota- 
tion. 

The author describes this book as a commonsense guide to 
better communication in the family. He hopes that it will help 
to counter the irresponsible, untested, and sensational therapies 
based on fad and fantasy that in recent years have led to thera- 
peutic anarchy. The book is an invitation to family members to 
study the way in which they communicate with each other both 
verbally and nonverbally. This seems an obvious suggestion to 
all of us who would embark on some form of family living 
(which means all of us), and yet this very basic part of our edu- 
cation has been left out. I suppose this is because we delude 
ourselves that the art of communication clearly and unambig- 
uously is magically acquired when we first learn language. 

The first part of the book consists of 20 well-illustrated rules 
of communication coupled with an exposé listing of unfair tech- 
niques. These are most useful because the problems are out- 
lined specifically and clearly, the underlying causes are ex- 
plained simply and unambiguously, and remedies are suggested. 
Dr. Wahlroos makes it all sound rather simple: Either the 
couple can help themselves with the aid of this book or they can 
seek professional help as well. Dr. Wahlroos gives numerous 
examples from his clinical practice, all of which turned out 
remarkably well. This section would have been more lifelike to 
me if it had included some failures; both rules and therapy are 
so often too little and too late. 

I felt that the premise stated early in the book that most 
family members have love and good intentions for one another 
that they fail to communicate is a truism, like saying there is 
some good in everyone, and equally unhelpful. What seems 
more fundamental is the main subject of the second part of the 
book, that the individual needs to develop a good self-concept. 
Dr. Wahlroos gives a number of useful pointers toward this 
end. I do not believe that family members will have the energy 
to develop positive feelings toward one another if they do not 
have love and good intentions toward themselves. In these days 
of disillusionment with institutions, mechanistic dehumaniza- 
tion, and chemical self-abuse, a good self-concept is hard to 
come by. I would therefore rather have seen the second part of 
this book at the beginning. 

In summary, this is a basic self-help book enumerating prob- 
lems in communication within families and suggesting reme- 
dies. Dr. Wahlroos hopes that it will be widely recommended 
to families with young children, those who are about to get 
married, and couples contemplating divorce. I agree that the 
readership will probably be derived from among the middle- 
class readers of Dr. Spock, but I fear that the average family is 
more likely to want to come to grips with the problems of dia- 
betes, diarrhea, and diapers than with phoniness, pickiness, and 
playing God. I suggest that professionals who are working with 
families read this book; I think it would be a useful adjunct to 
therapy for some families. It may also act as a stimulus to 
teachers and clergymen to develop for children long-overdue 
basic courses in communication. 


N. MICHAEL Murpuy, M.D. 
Albany, N.Y. 


Databanks in a Free Society: Computers, Record-Keeping and 
Privacy. Alan F. Westin, Project Director, and Michael A. 
Baker, Assistant Project Director. New York, N.Y., Quad- 
rangle/ New York Times Book Co., 1972, 501 pp., $12.50. 


This volume is a report of a study done under the aegis of the 
National Research Council, with the support of the Russell 
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Sage Foundation. The study began in 1969 and was completed 
in 1972. 

The book is a well-organized presentation of the procedures 
followed by the project group. There is an opening statement of 
the issues concerning record keeping, computerization of these 
records, arid the complexities regarding civil liberties involved 
in these activities. 

The project staff selected 55 organizations that were using 
and expanding computerized databanks. Twenty-nine govern- 
mental systems were investigated, half of which were law en- 
forcement and public safety agencies. The Federal Bureau of 
Investigation system, 2 statewide motor vehicle computerized 
databanks, 10 welfare and Social Security systems, 5 school 
and university systems, 7 health and hospital systems, and 8 
taxation, finance, and control installations were investigated. 
The others were scattered across a range of activities. 

Twenty-six private systems were also investigated. These in- 
cluded systems in insurance companies, banks, and an airline. 
Four systems in the hospital and health fields and 4 specific re- 
search projects were also studied. 

Site visits were made to all of these installations and a sys- 
tematic evaluation was made of the automation development, 
the types of data held in the computerized and manual files, and 
the privacy, security, and confidentiality controls. The ability of 
individuals to have access to their own records in these files as 
well as the availability of appropriate procedures for removing 
information or correcting misinformation were a major part of 
the investigation. : 

There is a rather lengthy discussion of the techniques used by 
insurance companies to protect the privacy of health records. 
Even though there is no stated legal obligation for con- 
fidentiality after the information has left the physician’s office, 
the insurance companies feel that “we have to protect our files; 
we’d lose our policy owners if we became lax on this.” The Kai- 
ser-Permanente medical care program is described in detail, 
with considerable discussion of the confidentiality of medical 
records information. The authors point out that since this plan 
is both insurer and medical provider, members need not supply 
claims information. The authors feel that this may be a signifi- 
cant difference in terms of some of the confidentiality issues. In 
Blue Cross and Blue Shield and other private insurance plans 
a nonmedical institution must process and retain claims forms 
containing medical information. 

The authors conclude that there are remarkably few success- 
ful organization-wide or jurisdiction-wide large-scale data- 
banks and that much of the concern expressed by civil liber- 
tarians, while theoretically correct, is still of little importance 
practically. The cost of building large central databanks and 
keeping them running efficiently is still out of the reach of most 
organizations; the technology is not yet adequate to the task. As 
the authors state: 


Lest our discussion is misunderstood, we must empha- 
size that we are not saying that central databanks within 
single organizations or in jurisdiction-wide systems are 
technologically impossible, or that they will never be built. 
We are saying that we found nothing in actual operation 
among our 55 organizations today [1972] that fits the defi- 
nition of these systems we have outlined, and that none is 
ready to appear in the immediate future. 


Similarly, in their investigation of the privacy and con- 
fidentiality in record keeping and provisions for due process for 
individuals in terms of their personal information files, the au- 
thors found little evidence to justify the fears that were ex- 
pressed in the 1960s about the destruction of privacy that would 
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result from the larger databanks. The authors’ impression is 
that the use of computerized records had not increased the 
scope of information being collected about individuals and that 
regulations about sharing information that existed before the 
advent of computerized files were still in effect and well en- 
forced. — 

The authors discuss future directions in computer technology 
and then conclude with a summary of the implications of their 
findings for public policy. While this report does not specifically 
tackle the issue of medical records, the general principles they 
discuss would apply to medical information systems. The broad 
issues raised about the appropriate balance to be struck be- 
tween the advantages to the individual and to society from hav- 
ing large stores of information that could be readily retrieved 
for a wide variety of purposes (e.g., monitoring communicable 
disease patterns) and the potential harm to the individual from 
multiple exposure of private and confidential information are 
well presented. 

It is this section of the book that deserves the attention of 
everyone in the health care field. It is of special interest to psy- 
chiatrists because of the uniquely sensitive nature of much of 
the information we must obtain from our patients. Since the fi- 
nal legal definitions of many of the technical areas have not 
been completed, and since many of the procedural rules for the 
handling of data are still in the process of development, up-to- 
date information about the field, such as is provided in this vol- 
ume, is essential for all mental health workers. 


BERNARD C. GLUECK, M.D. 
Hartford, Conn. 


Understanding Children, by Richard A. Gardner, M.D. New 
York, N.Y., Jason Aronson, 1973, 249 pp., $10.00. 


Dr. Gardner has written a number of books relating to spe- 
cific interest areas in child psychiatry. In this book he ap- 
proaches general issues in child development and child psychia- 
try by directly confronting the perennial challenge of spurring 
more effective parenting so as to enhance the developmental ho- 
rizons of all children. 

The reader may have some difficulty initially in assessing the 
prime target audience of this book, whether it is child psychia- 
try colleagues, parents with a troubled child, parents without a 
troubled child, mental health trainees, or members of the gen- 
eral public who want to become more effective parents. How- 
ever, it soon becomes apparent that Gardner has truly written a 
book for each of these groups and that all of them will gain in 
selective and/or general ways from it. 

Essentially, the book is a compendium of the recurrent issues 
and problems that Gardner has gleaned from an extensive set of 
experiences as child psychiatrist, teacher, and parent. The book 
consists of 10 sections: Parent-Child Love; Self-Esteem; Eating 
and Other Orel Gratifications; Childhood Sexuality and the 
Oedipus Comp-ex; Guilt; Anger; Reward, Discipline, and Pun- 
ishment; Children’s Play; Education; and Television. A useful 
index completes this tightly written book. 

Throughout the book Gardner clearly notes that the major 
application of his reflections and studies are for both normal 
and troubled children—and their parents. He steadfastly 
presents a primary and early secondary prevention approach to 
the wide variety of psychosocial-developmental challenges re- 
viewed. To enhance the reader’s indentification with these gen- 
eral challenges, he uses a full repertoire of the seemingly endless 
child-rearing clichés (i.e., "We never fight in front of the chil- 
dren.” “When I was your age ... " "How can you do this to 
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me?" “Why can't you be like Howard?’’). 

Unlike the literal wave of “cookbooks” for parenting—-re- 
plete with the various authors' highly personalized views of chil- 
dren (and the world at large)—-Gardner’s book consistently re- 
lates the traditional viewpoints of child-rearing practices, 
constructively questions such topic areas as childhood sexuality, 
and clearly separates theoretical, clinical, and personal obser- 
vations and reflections. 

Highlights of this book are the sections on childhood sex- 
uality; the mechanisms, manifestations, and management of 
anger in childhood; and guidelines for reward, disciplines, and 
punishment. At all times, the context is contemporary and the 
humanism of the author as one who is truly appreciative of both 
the wonders and individual dignity of children shines through. 
Similarly, although he repeatedly underscores the all-encom- 
passing role(s) of parents in the etiology of childhood emo- 
tional disturbances (especially in an excellent section on 
school phobia), he is obviously not at war with parents—either 
as a protector of children from their wrath or in the frequently 
noted professional posture of “The doctor knows best." This 
latter professional posture has at times tended to dim the effec- 
tiveness of child psychiatrists, but Gardner diligently adds to a 
more positive image of the child psychiatrist as a well-trained 
fellow human being who wants to help children and their par- 
ents. He thus helps put to rest the stereotype of the child psychi- 
atrist as the "reader of the unconscious.” 

In sharing his rich repertoire of professional knowledge and 
experience in a format that is highly informative and readable, 
Dr. Gardner has accomplished a prodigious task. I believe he 
has aptly fulfilled his hope that the book would appreciably help 
all parents contribute more effectively to the healthy devel- 
opment of their children. Accordingly, I highly recommend this 
book to colleagues in all areas of psychiatric endeavor. 


FRANK J. MENOLASCINO, M.D. 
Omaha, Neb. 


Models of the Mind: A Psychoanalytic Theory, by John E. Gedo 
and Arnold Goldberg. Chicago, Ill., University of Chicago 
Press, 1973, 203 pp., $9.50. 


Models of the mind have an important place in psycho- 
analytic theory. They are constructs based on data from psy- 
choanalytic observations that conceptualize psychic function- 
ing. Freud developed three models of the mind in the course of 
his work. Gedo and Goldberg believe that these three models 
are not contradictory but are complementary. No single model 
can encompass the different perspectives from which psychic 
functioning can be viewed and no single model can include the 
interactions of the many variables involved in psychic function- 
ing. 

The authors review Freud's models and conclude that they il- 
lustrate psychic functioning at specific phases of life. The reflex 
arc model reflects the condition at the inception of life, when 
discharge of tension is the primary consideration. The topo- 
graphic model highlights the issue of accessibility to conscious- 
ness and becomes applicable when repression has been fully 
established—a condition that prevails only after the resolution 
of the Oedipus complex. The tripartite, or structural, model, 
which also applies only to the postoedipal state, was developed 
to account for states between the inception of life and the dif- 
ferentiation of psychic structure. The authors propose to fill the 
gaps in Freud's theory by offering additional models. 

They favor a systems approach to model making. In psycho- 
analysis the concept of lines of development of different vari- 


ables in interaction corresponds to systems theory. The authors 
consider the selected variables that are accessible to study in the 
psychoanalytic situation. They focus on the epigenesis of dan- 
ger situations, defenses, self and object representations, and 
reality testing. While there are phase-specific interactions be- 
tween organism and environment that result in phase-specific 
functional positions, and while there is an expectable progres- 
sion of these positions, earlier positions never entirely dis- 
appear, as evidenced by regression. Some positions become 
autonomous while others remain subject to conflict. Thus men- 
tal life is hierarchically ordered. To illustrate the hierarchy of 
mental functioning and the interaction of various patterns, the 
authors construct a graph indicating five chronological phases 
of development and describing five modes of functioning. 

The modes of functioning are determined by the variables 
mentioned above. For each mode the authors suggest an appro- 
priate model of the mind. Freud's reflex arc model has ex- 
planatory value for early life, the tripartite for the period after 
ego differentiation, and the topographic for the fully differ- 
entiated psychic apparatus. The authors contribute models for 
modes of intermediary periods in which development of object 
and self representations are crucial. A considerable portion of 
the book is therefore devoted to a discussion of narcissism and 
object relations. 

The value of the hierarchical model is that it can be used both 
to define psychopathology and to assess the overall personality. 
It indicates that while there may be developmental lags or re- 
gression in certain functions, others may be unaffected. To dem- 
onstrate its usefulness in ordering clinical data the authors ap- 
ply their model to the cases of the Rat Man, the Wolf-Man, and 
Schreber as well as to a published case of a juvenile delinquent. 
The authors also indicate the potential of the model as a basis 
for nosology in psychiatry and psychoanalysis and as a guide in 
determining appropriate treatment modalities. 

Although the authors achieve their goal of presenting a 
model of the mind reflecting the principle that multiple determi- 
nants in multiple interactions characterize both the pathologic 
and adaptive aspects of psychic functioning, they recognize that 
their model is limited because they have considered only a few 
variables and that some of their constructs are not well defined. 
Their work is preliminary. Much needs to be done both in refin- 
ing some of their concepts and in exploring more variables be- 
fore their model can be truly serviceable. Nevertheless, their 
book should interest psychoanalysts, psychiatrists, and those in 
other fields concerned with theories of mental functioning and 
their clinical applications. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


Serotonin—New Vistas: Histochemistry and Pharmacology. 
Advances in Biochemical Psychopharmacology, vol. 10, and 
Serotonin—New Vistas: Biochemistry and Behavioral and Clini- 
cal Studies. Advances in Biochemical Psychopharmacology, vol. 
11, edited by E. Costa, M.D., G.L. Gessa, M.D., and Merton 
Sandler, M.D. New York, N.Y., Raven Press, vol. 10, 320 pp.; 
vol. 11,418 pp.; vol. 10, $19.75; vol. 11, $19.75. 


The success of the scientific method depends in large measure 
on the ability to isolate the phenomenon under investigation 
from its total interactions with the universe. Thus scientific laws 
tend to have an abstract quality. In their classical form New- 
ton's laws are applicable only in a vacuum and with masses of a 
certain range in size; the gas laws describe the properties of 
some gases under limited conditions of temperature and pres- 
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sure. But physiology presents problems that stretch this classi- 
cal approach to its limit. When complex functions such as those 
regulated by the nervous system come under examination, the 
classical approach is perhaps stretched to its breaking point. 

In these two latest volumes of Advances in Biochemical Psy- 
chopharmacology, this bothersome problem is posed with nag- 
ging persistence. Unfortunately, however, it is posed only im- 
plicitly. The intensive investigations of the relationship between 
serotonin and sleep now make it clear that "there are more 
things in heaven and earth, Horatio, than are dreamt of in your 
philosophy." The correlations between increased serotonin 
turnover and sexual behavior permit one of three conclusions: 
sexual activity is increased, sexual activity may be increased in 
some species but not in others, or sexual activity is not affected. 
A similar agnosticism is permissible about the relations be- 
tween serotonin metabolism and that anthropomorphic cate- 
gory, aggressive behavior. Serotonin is now assigned a position 
of honor, along with many other distinguished molecules, since 
it may participate in the consolidation of memory. Changes in 
serotonin metabolism may be causally related to depression, 
but perhaps not, Some products of serotonin metabolism, par- 
ticularly the N,N-dimethyl derivatives, may be schizophreno- 
genic, but we are not sure. 

In contrast to these uncertainties, hard and exciting data flow 
from studies that lend themselves to the methods developed by 
the classical scientific tradition. The dihydroxytryptamines 
have been used to make significant advances in the ongoing 
study of the distribution of serotoninergic neurons in the brain 
and have opened a fascinating approach to the study of neuro- 
nal regeneration.. Tryptophan hydroxylase, which may be a 
rate-limiting substance in the synthesis of serotonin, is slowly 
yielding its secrets to the concerted attempt to purify it and to 
define its enzymatic properties. N-methylation of the in- 
doleamines, a metabolic pathway about which there has been 
much speculation in the past, does occur in the brain. Further, it 
has been shown that N-methyltetrahydrofolic acid is the physi- 
ological methyl donor in indoleamine N- and O-methylation. 
Alkylated derivatives of tryptamine have powerful actions on 
central neuronal activity and some of these may be transmitter 
substances. Affinity chromatography shows promise in the iso- 
lation of serotonin-binding proteins, opening a line of investiga- 
tion that may be fruitful, as it has been in the cholinergic sys- 
tem. 

Compendia of this kind have useful purposes. They are a con- 
venient source of information for those who do not follow the 
periodical literature, and the bibliographies offer access to this 
literature for those who wish to immerse themselves in the de- 
tails of this area of investigation for the first time. However, the 
reader should have been made privy to the many interesting in- 
formal discussions that no doubt took place at the meeting. 
They probably had more to say about the state of the field, its 
outstanding problems, and possible paths of future investiga- 
tion than do the formal presentations. These volumes suffer 
from the failure of the editors to report such discussions or even 
to try to summarize them. 


MALCOLM GORDON, PH.D. 
Norwich, Conn. 


Schizophrenia and Genetics: A Twin Study Vantage Point, by 
Irving I. Gottesman and James Shields. New York, N.Y., Aca- 
demic Press, 1972, 415 pp., no price listed. 


The quality and timeliness of this book has already been rec- 
ognized by the American Psychiatric Association, which gave 
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the Lester N. Hofheimer Prize for Research to the authors in 
1973. Like the pioneering monographs of Kallmann and of Sla- 
ter, this is an original work in its field. It is rich in material, sug- 
gestive in hypothesis and interpretation, and thorough in its 
treatment. Previous reports by the authors have given us some 
of their data, and some of their commentaries have been voiced 
by them before, but having it all brought together is a major 
contribution. The provocative critical afterword by Paul E. 
Meehl should induce the reader to return to the text and further 
explore its facts, its theories, and its implications for clinical 
practice and future research. 

The investigation itself is based on 57 pairs of twins admitted 
to outpatient and short-stay inpatient units of the Maudsley 
Hospital, London, between 1948 and 1964. These were selected 
from the Maudsley Twin Register, which was initiated by Sla- 
ter, by virtue of having the diagnosis of schizophrenia made on 
admission, during treatment, or on a subsequent occasion after 
discharge from the hospital. As Gottesman and Shields have re- 
ported before, the overall concordance rate for monozygotic 
twins, based on the original diagnosis, was 42 percent. For di- 
zygotic twins, it was 9 percent. The concordance rates varied di- 
rectly with clirical severity of the index twin, at least for mono- 
zygotic twins. 

TO be sure, this book provides no really new evidence for the 
role of heredity in schizophrenia. It does not uncover any spe- 
cific environmental factors important in pathogenesis. It suc- 
ceeds no more than others have done in characterizing the 
healthy monozygotic co-twins of schizophrenic patients. Al- 
though the authors explain their preference for a polygenic the- 
ory, they make no claim to have settled the problems of what is 
inherited and by what mode. The virtues of the book lie else- 
: where. Its importance is threefold: it lays to rest the ad homi- 
nem criticisms of genetic theories made by some wishful think- 
ers in the past, it provides a fascinating storehouse of case 
studies that bring life to the usual statistics, and it points the 
. way to new pathways of research to follow. 

On the first score, those who questioned the possibility of 
diagnosing schizophrenia in a genetic study without bias or cir- 
cular thinking are refuted by the success of a very pragmatic ex- 
periment in consensus diagnosis: all of the twins were indepen- 
dently diagnosed by six judges from Britain, the United States, 
and Japan. These judges represented a Supreme Court of world 
psychiatry and clinical psychology. All of the judges, it turned 
out, appeared to be measuring the same things, although they 
had different cutoff points. Based on these consensus diagnoses, 
the concordance rates became 50 percent in the monozygotic 
pairs and 9 percent in the dizygotic. Using still more con- 
servative criteria, a seventh judge (Erik Essen-Móller), repre- 
senting the Scandinavian tradition, discriminated even more 
strikingly between concordance rates in the two varieties of 
twins. 

Regarding the tendency Ín recent years to make some rather 
loose formulations on the meaning of current twin studies, often 
to the effect that the genetic factor seems to be weaker than it is 
usually considered to be, Gottesman and Shields make it quite 
clear that low absolute values of concordance in monozygotic 
twins are in no way incompatible with high heritability. Accord- 
ing to their owr carefully worded conclusion, ‘Once provisions 
are made for differences in sampling and diagnostic practices, 
twin studies of schizophrenia can be seen as successful replica- 
tions of the same experimert.” 

The case studies actually take up about one-third of the book. 
They include femily and psychiatric histories as well as inter- 
views with both twins whenever possible. It is refreshing that the 
authors are secure enough about the clinical validity of their 
frame of reference to venture their own comments about the 
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roles of genotype and life history in individual families, but here 
they are at play; one hopes the reader will distinguish the sci- 
ence from the art in this book, while enjoying both. 

As for the future, it still awaits the endophenotype—the Was- 
serman Test for schizophrenia, as Kallmann used to put it—or 
at least a reliable and specific behavioral or psychometric in- 
dicator. In an intriguing, although frustrating, chapter, for ex- 
ample, the authors describe their use of the MMPI, which 
proved able to verify the clinical diagnoses of the schizophrenic 
twins and co-twins but failed on the whole to identify the group 
of high-risk co-twins not clinically ill. Still, some suggestive 
qualitative criteria were found by examining individual MMPI 
profiles. 

Whatever methods are used to tackle the next set of questions 
that must be answered about schizophrenia and genetics, and 
whatever success is achieved, this book will have been a land- 
mark in its sophisticated summing up and definitive replication 
of the past and in its stimulation of productive thinking for the 
future. 


Joun D. Rainer, M.D. 
New York, N.Y. 


Public and Private Lives of Psychotherapists, by William E. 
Henry, John H. Sims, and S. Lee Spray. San Francisco, Calif., 
Jossey-Bass, 1973, 263 pp., $12.50. 


The three authors of this book, two professors of psychology 
and one professor of sociology, present the personal histories, 
careers, and personalities of highly visible and respected" pro- 
fessionals (who are nameless) in the fields of psychiatry, psycho- 
analysis, psychology, and social work. They provide the reader 
with a vast amount of data gathered from these different profes- 
sional groups through the use of questionnaires and personal in- 
terviews. The greater number of responses, about 2,900, came 
from psychologists and social workers. Responses were ob- 
tained from approximately 1,400 psychiatrists and psycho- 
analysts from Los Angeles, Chicago, and New York City. The 
data are varied and it is left largely to the reader to determine 
their relevance. 

The authors find, for example, that family size of mental 
health professionals is inversely proportional to their socio- 
economic level. Medical practitioners make more money than 
nonmedical practitioners, which may partly account for an- 
other finding, that twice as many spouses of psychologists and 
social workers work full-time as do spouses of psychiatrists. 
The authors (as well as myself) decline to speculate on the 
meaning of the following bit of information: The average age at 
first experience of coitus is 20.4 years for psychiatrists and 18.8 
years for psychologists. 

More importantly, the data about the working life of these 
practitioners indicates that the preferred method of treatment is 
one-to-one therapy; only a small percentage of respondents 
practice group or family therapy. A majority of therapists re- 
port little experience working with black people, the old and 
aged, and alcoholics or other drug-dependent persons. In view 
of the shortage of well-trained mental health professionals and 
the treatment needs of the general population as well as of the 
specific patient populations mentioned, these data clearly sug- 
gest that training programs reevaluate what they are teaching 
and its relevance to national mental hygiene priorities. The 
authors note that the mental health field is an example of a 
group of professions that has undergone rapid—even though in- 
adequate—— increase in size and social significance. Accordingly, 


they are to be commended for helping the field keep abreast and 
stay aware of itself. 

This is an interesting and informative book that will appeal 
to the educator and to the clinician. Many of the former will be 
stimulated to embark on new and more innovative training pro- 
grams. Clinicians will have the opportunity to compare them- 
selves with their peers according to a number of varied fac- 
tors—including age at first coitus.. 


BENJAMIN J. Sapock, M.D. 
` New York, N.Y. 


Mental Health on the Campus: A Field Study, by Raymond M. 
Glasscote, M.A., and Michael E. Fishman, M.D. Washington, 
D.C., Joint Information Service of the American Psychiatric 
Association and the National Association for Mental Health, 
1973, 216 pp., $7.00. 


Over the past decade, changes in higher education have be- 
come increasingly apparent. Numerous colleges and universi- 
ties have sprung up all over the country, resulting not only in ac- 
ademic program development but also in several omissions 
from the educational system. Many institutions of higher edu- 
cation have placed little emphasis on providing supportive serv- 
ices for students experiencing emotional crises. Mental Health 
on the Campus was written to stimulate the university commu- 
nity to take a more active interest in providing these services. 

Rather than portraying a model by which other schools could 
pattern their programs, Glasscote and Fishman undertook a 
field survey of seven existing institutions. In collaboration with 
several consultants, the authors surveyed mental health re- 
sources at the University of Florida, Gainesville, Fla.; Yale 
University, New Haven, Conn; a private contracting group in 
Boston, Mass., known as the College Mental Health Center; 
Kansas State University, Manhattan, Kans.; Brigham Young 
University, Provo, Utah; Sarah Lawrence College, Bronxville, 
N.Y.; and the University of Wisconsin, Madison, Wis. The 
schools were reviewed by various combinations of consultants 
and in all cases by the two authors. A standard questionnaire 
was administered in advance of the review and interviews were 
conducted with the staff of the mental health service and with 
representatives from the administration, faculty, and student 
body as well as from housing and religious services. 

The first section of the book consists of an overview that in- 
cludes a description of not only the schools surveyed but also 
campuses in general. Essentially, this portion of the book em- 
phasizes that the scope of mental health services lies beyond the 
formal programs. Glasscote and Fishman note that after the 
ferment of the 1960s we face a quiet, often internalized tur- 
moil in the 1970s. Accordingly, they provide a description of 
student needs along with the nature of potential crises on cam- 
pus. They look at university administrations in relation to the 
students, at maturation and identity adjustments, and at the re- 
sponse of universities to these developmental stages. This por- 
tion of the book presents a highly useful rationale for campus 
mental health services. The perspective that mental health bene- 
fits the entire student population rather than a select few justi- 
fies funding and program development. 

The second portion of the book consists of a description of 
the information gleaned from the seven schools. The surveys, 
although complete, are somewhat inconsistent. These inconsis- 
tencies could be explained by the. fact that different collabora- 
tors worked with the two authors. This lack of consistency is 
most evident in the amount of detail afforded each school. The 
36-page description of Brigham Young Univers:ty is more than 
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sufficient and perhaps overdone, while the 11-page cursory at- 
tention given the program at the University of Wisconsin left 
me in a quandary. This approach revealed little continuity and 
served merely as a "show and tell” description of that program. 

The authors also make little or no attempt to draw inferences 
from the programs or to point out the good and bad aspects of 
each program, thereby possibly encouraging the reader to mis- 
interpret their intent. The reader might interpret the fact that 
the authors do not point out weaknesses in a particular program 
as an endorsement of that program. One instance where this 
kind of misinterpretation could occur is in the authors' non- 
decisive treatment of confidentiality. While pointing out 
breaches in confidentiality in college mental health programs, 
they do not indicate the serious danger inherent in such 
breaches. It would be a tragic mistake for the reader to inter- 
pret this “objectivity” as an endorsement of lack of con- 
fidentiality. 

The third section of the book consists of two very valuable 
appendices. Appendix | provides a bibliography of the books 
written on college mental health. This comprehensive listing 
furnishes the reader with an excellent overview of the field. The 
standard questionnaire used to survey the schools is given in ap- 
pendix 2. This information enables the reader to evaluate the in- 
formation surveyed and the comprehensiveness of other pro- 
grams. 

In sum, although this book has certain limitations that must 
be considered, the authors achieve their objective of providing a 
good reference book that stimulates good ideas. Although sev- 
eral of the mental health programs surveyed are good and suf- 
ficient attention is given to staffing, financial problems, methods 
of operation, and interrelationships among other campus-re- 
lated activities, the consensual philosophy of the programs stud- 
ied is typical of the philosophy of most institutions of higher 
education. Unfortunately, this philosophy encourages using 
available resources rather than seeking new ones and thereby 
achieving mental health programs that would better serve the 
population. 

I would recommend a concluding statement to the book— 
perhaps a presentation of a model program—in order to allow 
the reader to. discern ways for improving or setting up a mental 
health program in a college setting. Nonetheless, the book con- 
tains a very resourceful study done in an interesting manner and 
is a welcome addition to the literature on college mental health. 


JOHN R. Curtis, M.D. 
Athens, Ga. 


Clinical Psychology: The Study of Personality and Behavior, by 
Sol L. Garfield. Chicago, Ill., Aldine Publishing Co., 1974, 448 
pp., $14.95; $8.95 (paper). 


When an elder statesman of clinical psychology, a profes- 
sional man widely versed in all aspects of his discipline—assess- 
ment, treatment, research, training, and administration—dis- 
cusses his field, one expects a measured, scholarly, and 
comprehensive treatment. This is what Prof. Garfield has given 
us in a book designed as a "reliable source of information for 
the individual who contemplates a professional career as a clini- 
cal psychologist. It will also serve as a reference volume for in- 
terested colleagues in the mental health sciences within and 
without psychology who wish to discover for themselves or re- 
fresh their memory of what clinical practice means and has 


-meant to the psychologist. 


This book is meant strictly for professional use and not for 
general reading. Garfield leads us through the development of 
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clinical psychology and its functions in diagnosis and assess- 
ment, psychozherapy, and research, with due attention to the 
professional problems arising therefrom. Roughly one-third of 
the book is devoted to assessment and one-third to psychother- 
apy. The rest is distributed among history, personality theory, 
behavior, reszarch, professional problems, and community 
mental health. 

The inclusivenesss of Garfield’s treatment of his subject 
sometimes of necessity limits its comprehensiveness. The tone is 
essentially expository rather than critical and innovative, but 
this is as it should be in an eclectic textbook. It does give us an 
excellent picture of classical clinical psychology. 

If the book has a fault it may well be that the picture is too 
“classical” to do full justice to all the divergent currents and 
conflicting cross-currents of contemporary clinical thinking and 
practice. It is a revision of an earlier introductory text of 1957, 
and this may in part contribute to its historical flavor. It may 
also be that in times of turmoil and change like the present, the 
established truths of historical development offer better guide- 
lines to the student than the intuitive revelations of the changing 
and still formative present, inspirational though they may be. 


WILLIAM A. Hunt, PH.D. 
Evanston, Ill. 


The Resolution of Conflict: Constructive and Destructive Proc- 
esses, by Morton Deutsch. New Haven, Conn., Yale University 
Press, 1973, 412 pp., $15.00. 


The author has expanded the Carl Hovland Memorial Lec- 
tures he delivered at Yale University, New Haven, Conn., and 
added additional theoretical essays and research papers of his 
own and of his students to make up this book. It is presented in 
three main sections. The first is composed of theoretical essays 
on such commonplace and important subjects as cooperative 
and competitive processes, intrapsychic conflict, trust, and 
suspicion. The second section is devoted to research papers that 
seek to validate experimentally the theoretical premises of the 
preceding section. The final section comes to grips with the hard 
facts of conflict and its resolution under the title “Concluding 
Essay: Factors Influencing the Resolution of Conflict." The ex- 
tensive bibliography is deliberately. limited by the author to his 
own interests m this area and makes no attempt to survey the 
literature. This is followed by a suitable index. 

Since the many elements entering into conflict are generally 
better understood than are suitable methods for resolution, it 
comes as no surprise that the third section of this book is the 
shortest of the three by far. Nevertheless, I found this section 
far more informative than the preceding two. For the psychia- 
trist, whose da:ly work consists of immersion in problems of co- 
operation and competition, intrapsychic conflicts, intergroup 
conflicts, threzts, promises, and influence as well as affective 
states of trust and suspicion, both the theoretical essays and the 
research papers ring persistently familiar bells. Mutual cooper- 
ation is obviously more constructive than competition. We 
know how intrapsychic conflict can distort issues and give rise 
to irrational responses to conflict, we have had much experience 
with the effects of trust and of suspicion, and we know some- 
thing about their genesis in individuals and in groups. As a re- 
sult, I found the first two sections to be both simplistic and bor- 
ing. The third section comes alive. 

It is in this section that the author brings to bear his broad ex- 
perience in the difficult task of managing conflict situations, 
whether they be between two persons, in small groups, or be- 
tween large groups (here he gives suggestions that could apply 
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to the conflict between nations). He outlines specific policies, at- 
titudes, and procedures that will determine the end result of 
conflict—depending on how well or ill they are pursued. His 
suggestions are psychologically sound and eminently useful. 
The author is modest; he remains aware always that despite 
awareness of the sources of conflict and validity of certain 
courses of action, one's emotional response to another may 
override all rational intentions at any given moment. 

This book is well written and the author's style is congenial. 
Clinicians will find the third section to be a most profitable one; 
others may delight in all of the book. 


JAMES MANN, M.D. 
Waban, Mass. 


Án Introduction to Psychopathology, 3rd ed., by D. Russell 
Davis, M.A., M.D. New York, N.Y., Oxford University Press, 
1973, 181 pp., $5.95 (paper). 


This is the third edition of a book first published in 1957. The 
text has been revised throughout and new material has been 
added to bring the discussion up to date. In the preface and first 
chapter the author presenis his concept of the nature, scope, and 
practical application of psychopathology in dealing with prob- 
lems: of behavior disorders. Psychopathology is defined as a 
branch of science that seeks to explain behavior disorders and 
to show how the knowledge acquired by this science can be used 
in the development of methods of treatment and in the practice 
of clinical psychiatry. 

In support of the idea that psychopathology is a branch of 
science is the fact that much of the knowledge contributed by it 
lends itself to experimental investigation and can be replicated. 
This has been particularly emphasized by a number of investi- 
gators who have been able to produce experimentally behavior 
disorders that more or less closely resemble naturally occurring 
ones and to formulate models of psychopathological reaction 
types. The author presents brief reviews of some of these mod- 
els and points out their fundamental features and the relative 
values of their contributions to the study of psychopathology. 
The author succeeds in providing an adequate summarization 
of the highlights of these models as well as an unusually broad 
scope of references to guide those whose interest is stimulated 
to seek further information. 

The discussion of the variety of types of behavior disorders 
and the factors that contribute to their development, as well as 
the final chapter on methods of psychotherapy, are also well 
done. In both of these, the material is presented in such a con- 
cise manner that it does not permit any further condensation if 
it is to maintain the validity and comprehensiveness originally 
intended by the author. Here, too, the list of references will be 
very helpful to the reader who wishes to increase his scope of 
studies in this field. 

In assessing the value of this book and its importance—-par- 
ticularly to students who are in the process of preparation for 
advanced study in the various aspects of behavior disorders, it is 
well to keep in mind two fundamental concepts that are basic to 
the author's view of psychopathology. One is that it can justifi- 
ably be considered a branch of science, and the other is that the 
knowledge acquired by this science can and should be applied in 
psychotherapy and clinical psychiatry. In this book, the author 
presents adequate data for the justification and feasibility of 
both concepts and their basic importance in an introduction to 
psychopathology. 


WILLIAM MALAMUD, SR., M.D. 
Boston, Mass. 


The Mentally Retarded Child and His Family, by Harold D. 
Love, Ed.D. Springfield, HL, Charles C Thomas, 1973, 198 pp., 
$7.95. 


This is not a book for professionals. Judged on professional 
grounds it is superficial, repetitive, full of obvious and trite 
statements, and very incomplete. It shows either avoidance of 
the complexities of the field of mental retardation or (what ap- 
pears more likely in so prolific a writer in such a wide range of 
fields as Love) inadequate knowledge on the part of the author. 

This harsh judgment of the book as a scientific document is 
unfair, however, since it is not addressed to professionals but to 
the parents of retarded children. It does seem legitimate, never- 
theless, to ask whether such parents and the public in general 
should have to read material with so many faults in order to get 
the knowledge they need. Reading the book leads mainly to a 
yearning for better popular scientific writing. 

The book deals with many of the problems confronted by 
parents in discovering they have a retarded child and in raising 
the child. The author criticizes professionals for frequently re- 
fusing to listen seriously to parents who point out devel- 
opmental lags and distortions of behavior and for superficially 
denying the problem with statements like "He'll grow out of it.” 

Shopping for medical and other diagnoses in the hope of find- 
ing a palatable one is discussed as a part of the process of adap- 
tation to the crushing realization of the child's retardation. Vol- 
untary and governmental provisions for the care of the retarded 
are superficially discussed, but the author furnishes sources 
from which further information may be obtained. The material 
on prevention is scattered and difficult for the reader to orga- 
nize. This material has the advantage of presenting a reasonable 
balance between organic causes and those secondary to psycho- 
logical and emotional deprivation. 

The medical reader is likely to be worried by inaccuracies in 
details, such as those relating to metabolism in phenylketonuria 
on page 61. There is no discussion of vaccination against ru- 
bella; this seems unforgivable in the light of current knowledge. 

Since the author is the chairman of a department of special 
education, one might expect a good discussion of that field. 
What there is appears to come from lecture notes; it is mainly 
composed of lists of questions to be considered and "helpful 
hints." One of the questions, which is not accompanied by a def- 
inition of terms or other discussion, is, “Is there sufficient trans- 
fer value?" This question carries an extraordinary load of as- 
sumption. A “helpful hint" for the education of the trainable 
mentally retarded is, Keep the activity snappy and lively." 

Is this mere carping criticism of a book that can be genuinely 
helpful to parents in need? A friend with great experience in 
dealing with such parents feels the book could well be helpful to 
them. I am afraid I remain ambivalent on the point. 


Paut V. LEMKAU, M.D. 
Baltimore, Md. 


Social Competence and Mental Handicap: An Introduction to 
Social Education, 2nd ed., by H.C. Gunzburg, Ph.D. Baltimore, 
Md., Williams & Wilkins Co. (U.S. agents), 1973, 230 pp., 
$13.25. 


Despite its flaws, this is a book that one will wish to keep in 
the top right-hand drawer, or wherever one keeps the books fre- 
quently referred to in making decisions regarding the mentally 
retarded patient. As the author assures us, it is not a compre- 
hensive or even an adequate coverage of mental retardation. It 
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does, however, say a great deal about an aspect of mental retar- 
dation that psychiatrists, among others, should regard as pri- 
mary: social competence, or the ability and willingness to con- 
form to the customs, habits, and standards of the community in 
which a person lives. While the book seems primarily intended 
for educators, Gunzburg makes an ample case that social edu- 
cation concerns itself with everything that has a persistent in- 
fluence on living practices. The book therefore deserves and 
should receive a wide interdisciplinary audience. 

While most treatments of social competence deal with social 
inadequacies of the mentally retarded person compared with 
community norms, this book invites us to consider each re- 
tarded person's behavior compared with normative standards 
for the mentally retarded. Before we expect too much or too 
little of a retarded patient, we need to know the boundaries of 
retardate social competence. This is a reality base that seems 
often overlooked by professionals and family members alike. 

After dispensing with conventional distinctions between in- 
tellect and social efficiency, the author puts social competence 
in a developmental perspective. There is some discussion of re- 
tardate personality, which contains, almost in passing, a treat- 
ment of a concept called “weakness of drive." This is an in- 
triguing, perhaps simplistic concept not ordinarily found in 
American literature (the author is British). One wishes the sec- 
tion were not so fleeting. 

The meat of the book, for a psychiatrist, is contained in two 
sections: one on surveys of social knowledge and another on de- 
velopmental stages of social competence. Both rely heavily on 
Gunzburg’s own studies. While his personal experience with the 
data can be reassuring, it also tends to limit generalization of 
the findings, as the author is quick to point out. 

One has to respect the breadth of his efforts. These sections 
contain nearly 60 tables and figures detailing the percentages of 
retarded persons attaining various social skills or the ages at 
which they can be expected to attain them. One can find every- 
thing, from what age moderately retarded persons can play 
team sports to what percentage of mildly retarded persons can 
fill out an employment application. These tables are admittedly 
noncomprehensive; some are based on limited numbers. But 
they are all informative. There are also discussions of a social 
education “first-aid” program, teaching methods, and an em- 
ployability outlook. All are worth reading. I would also advise 
reading the footnotes; some provide serious limitations to tex- 
tual material and others are far too informative to be relegated 
to the bottom of the page. 

One minor frustration is that the book does not contain the 
author’s complete packet for his Progress Assessment Chart of 
Social Development (PAC), which is among the better visual 
representations of social adequacy that I have seen. On balance, 
the worst one can say about this book is that some data are a bit 
premature and less than full coverage is given in some areas. It 
is nonetheless an important and useful effort. I wish an Ameri- 
can educator would write one like it. 


STEVEN R. Forngss, Ep.D. 
Los Angeles, Calif. 


Acupuncture Therapy: Current Chinese Practice, by Leong T. 
Tan, M.D., Margaret Y.-C. Tan, M.S., and Iza Veith, Ph.D. 
Philadelphia, Pa., Temple University Press, 1973, 159 pp, 
$15.00. 


This book derives its data primarily from four books recently 
published in the People’s Republic of China. It brings to Eng- 
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lish-speaking physicians the essence of traditional acupuncture 
as well as modern acupuncture as it is practiced in China today. 

The book is forwarded by Walter R. Tkach, M.D., personal 
physician to ex-President Nixon. Dr. Tkach accompanied the 
President on the famous visit to China, which was probably the 
most important factor in generating widespread interest in 
acupuncture in this country. 

The book is divided into four major sections: The Essentials 
of Acupuncture, Most Commonly Used Acupuncture Points, 
Diseases and Symptoms Amenable to Acupuncture, and Acu- 
puncture-Anesthesia. There are ample anatomical illustrations 
that simplify identification of acupuncture points. How and to 
what depth to insert the needles as well as methods of manual 
and electrical manipulation are described. 

Fifty-five diseases and symptoms purportedly respond well to 
acupuncture; tiis book names the recommended acupuncture 
points. In some cases, the options of ear points and moxibustion 
(ignipuncture) are added. The text is well organized and written 
in a clear, precise, and concise manner. The transliteration of 
the names of acupuncture points is based on the standard pro- 
nunciation (Mandarin) and is accurate. Two indices are pro- 
vided for easy reference. 

Since this work is a compilation of the latest authentic infor- 
mation direct from "the horse’s mouth," it is a useful handbook 
on acupuncture therapy. 


CALVIN H. CHEN, M.D., M.Sc. 
Northville, Mich. 


Human Figure Drawings in Adolescence, by Mollie S. Schild- 
krout, M.D., I. Ronald Shenker, M.D., and Marsha Sonnen- 
blick, M.S. New York, N.Y., Brunner/Mazel, 1972, 149 pp., 
$8.95. 


The authors—-a psychiatrist, a pediatrician, and a psycholo- 
gist—present an interesting collection of data illustrating some 
aspects of the significance of drawings by adolescents. The fact 
that certain drawings may reflect personality features requires 
no elaborate argument; this has been amply described in the lit- 
erature over the past 50 years and more. The authors have 
drawn particulzrly from the works of Goodenough, Machover, 
and Koppitz. They state that they "sought a device that might 
help to alert a variety of professionals working with adolescents 
to the existence of maturational deviations and of existing psy- 
chopathology." 

Inasmuch as the human figure drawing has proved its useful- 
ness and validity in many studies of children and adults, the au- 
thors decided to further explore its usefulness in adolescents ex- 
clusively. Their aim was to use the drawing as a quick device for 
case finding and as a diagnostic tool for adolescents. 

They collected and studied about 1,500 human figure draw- 
ings. The procedure was relatively simple: at the time of the first 
visit to the clinic studied, each patient was asked to draw in pen- 
cil a whole person on a blank sheet of paper. The patient was 
then asked to draw a person of the opposite sex on another 
sheet of paper. These tasks were done in an informal manner in 
the waiting room; the patients were not observed while they 
were drawing bv any staff member. When finished, the drawings 
were collected by the clerical or nursing staff and subsequently 
analyzed by the authors. 

The adolescents studied ranged in age from 12 to 19 years, 
with a peak number in the 14-year-old group. Control groups 
were also studied and follow-up drawings were obtained from a 
number of the patients after an interval of two to three years. 
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What is of particular interest and value in this book is the re- 
production of 192 drawings illustrating certain characteristics 
of adolescents classified into various categories such as nor- 
malcy, problems of sexual identity, neurosis, and psychosis. A 
brief and very concise description with interpretative data ac- 
companies each drawing. 

The authors emphasize the fact that a diagnosis cannot be 
made according to these human figure drawings alone. The 
drawings must be used in conjunction with a psychiatric assess- 
ment of the total clinical picture. However, the authors con- 
clude that the drawings are a “highly revealing and useful tool 
in spotting psychopathology of all varieties." Although this 
does not in itself make a diagnosis possible, it does “ring a bell 
in the mind of the observer." The authors also suggest that the 
drawings represent a simple and rapid tool to alert non- 
psychiatric mental health workers and guidance personnel to 
the possibility of significant emotional problems or subtle cere- 
bral organic pathology in patients with a wide variety of com- 
plaints and behavioral manifestations. 

I am in essential agreement with the conclusions of the au- 
thors. I believe they have produced a clinically instructive and 
useful book that illustrates, through a projective technique, 
well-accepted psychodynamic considerations of the self-image, 
derivatives of the self-image, preoccupations of the adolescent 
with instinctual (sexual and aggressive) strivings, character- 
ological and defensive attitudes, aspects of emotional matura- 
tion, and, possibly, organic deviations from the norm. However, 
I would caution that the final evaluation or interpretation of a 
projective technique should be validated and used only in the 
light of the total clinical psychiatric assessment of the child. I 
imagine that the authors would agree with this word of caution. 

The book is recommended highly for both professional and 
nonprofessional mental health workers as well as students in the 
field. 


BERNARD L. PACELLA, M. D. 
New York, N.Y. 


Selected Writings of Bertram D. Lewin, edited by Jacob A. Ar- 
low, M.D. New York, N.Y., Psychoanalytic Quarterly, 1973, 
586 pp., $15.00. 


Dr. Arlow has performed a remarkable service in selecting 
and arranging for publication some 40 of Bertram D. Lewin’s 
most significant publications. This opus includes Lewin’s initial 
psychoanalytic paper, “The Compulsive Character” (1930), as 
well as the final one, “Metaphor, Mind, and Manikin” (1971). 

Arlow has organized the papers under six headings that enun- 
ciate the range and depth of Lewin’s contributions. The initial 
section, Early Clinical Studies, introduces conceptions of gen- 
ital and pregenital strivings that foreshadow themes to come 
later. The second section, The Psychology of Mania, contains 
reprints of Lewin’s three early papers on this topic that antici- 
pated The Psychoanalysis of Elation (1). Lewin formulated the 
idea that the hypomanic state is structurally the same as an 
identification with both parents in coitus. 

The introduction of the conceptualization of the dream 
screen in 1946 opened a new era in Lewin’s creative life. He 
postulated that the breast is represented in sleep by the dream 
screen, which also represents fulfillment of the wish to sleep. 
Wishes that threaten to waken the sleeper are projected on the 
dream screen and sleep is protected. The dream without visual 
content, which repeats the infantile situation, heralds states of 
elation. Lewin saw both mania and sleep as resulting from an 


intrapsychic fusion with the breast at nursing. In focusing on 
the psychology of wakefulness and sleep, Lewin spoke of the 
triad of oral wishes—to eat, to be eaten, and to sleep. These in 
turn are elaborated and transformed by the defensive needs of 
the ego. 

Subsequent sections of this book include Clinical Appli- 
cations of Dream Psychology and The Pursuit of Knowledge 
and the Nature of the Mind. The former deals with clinical in- 
terpretation and psychoanalytic technique; the latter gives us 
Lewin at his creative best. 

The final section, Psychoanalysis and Education, focuses par- 
ticularly on the dilemmas posed by psychoanalytic training. 
The paper titled “Countertransference in the Technique of 
Medical Practice" (1946) should be required reading for medi- 
cal students, residents, and medical school faculty— particularly 
those pursuing specialties other than psychiatry. Lewin and 
Helen Ross spent years studying the academic and emotional 
climates of the psychoanalytic institutes and training centers in 
this eountry. Some of their findings and recommendations for 
improving the health of these institutes are reported here. 

In reviewing this collection of the highlights of 40 years of 
Lewin's thought and creativity, one's perspective is different 
than it might have been a decade or two ago. The relevant ques- 
tion in addressing these writings is, "Where are the people?" 
None are mentioned. Rather, human behavior is described and 
purportedly explained in terms of the vicissitudes of intra- 
psychic dynamics. Mother is personified as breast and father 
and mother are mechanized sexual participants in intercourse. 
Only in such activities are they recognized as models for the 
child. Ego psychology and interpersonal and adaptational theo- 
ries provide other and often analogous perspectives on human 
behavior and its aberrations. Along with such theories and their 
recognition of contemporary reality come differences in psycho- 
analytic technique that may be valuable. 

Lewin and Ross's study of psychoanalytic institutes disclosed 
the dilemma posed by psychoanalysis and supervision of stu- 
dents on the one hand and their academic training on the other. 
They dealt with this issue in some detail and depth. However, 
they gave insufficient attention to the individuals who founded 
and fostered the burgeoning number of institutes. The inter- 
necine battles in societies and institutes involving ideological 
controversy and personal antipathy are not mentioned. Such 
warfare has preceded the founding of new institutes on several 
occasions. A study of the dynamics of such occurrences should 
be included in future evaluations of psychoanalytic education. 

This volume is worthy of the attention of every serious stu- 
dent of the psychoanalytic scene. Dr. Lewin's wry humor punc- 
tuates many of the papers and his warm smile and twinkling 
eyes shine through the pages. 
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Family Therapy: A Triadic-Based Approach, by Gerald H. Zuk, 
Ph.D. New York, N.Y., Behavioral Publications, 1972, 239 pp., 
$12.95. 


In Family Therapy: A Triadic-Based Approach, Dr. Zuk 
uses elements of the dynamics observable in the therapist's ex- 
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perience to identify isomorphic structures and relationships 
within the family. For example, the therapist who is called on 
by the family for help is initially accepted as mediator. How- 
ever, each individual in the family wants him on his side. It is 
obviously not possible to fulfill both of these roles fairly. The 
therapist is therefore permitted to take sides temporarily at his 
discretion. He then alternates these roles in a manner he deems 
fair, helping the family acquire frustration tolerance as they 
participate with him. During the course of the therapy he points 
out that the mediating and side-taking ascribed to him and used 
by him to help the family are being used by the various mem- 
bers of the family in their own efforts at control. Within the 
family, however, this maintains unresolved conflicts while giv- 
ing temporary control or mastery to one individual or segment 
in the family. 

A by-product of this conceptual development is the portrayal 
of the family as a system. A system is more than the sum of its 
parts, more than the summation of the analyses or dynamics of 
its individual members. I believe this is an important contribu- 
tion of Zuk's and should help to disseminate not only the con- 
cepts of family therapy but also concepts of general systems 
theory. 

This book traces one man's path from the intrapsychic sys- 
tems of a dyadic psychotherapy to the interpersonal social sys- 
tems of the family. The pattern traced applies to the dynamics 
of the therapy group as well. Originally conceived of as an as- 
semblage of individuals, the therapy group has come to be re- 
garded as a gathering of representatives from a number of fam- 
ily groups that interface in the group. I think that the author's 
concern with the differentiation of the triadic relationship is an 
important one for the family therapist because it relates family 
dynamics to group dynamics in a more precise way. 

The therapist's focus on the here and now, which deempha- 
sizes the discussion of past events or absent members and con- 
centrates on the ongoing system, consolidates the family-thera- 
pist grouping. This strengthens the motivation for change and 
provides leverage against resistance. The therapist presses to 
identify the problem around which the family conflict operates. 
This is kept in awareness while he assumes the roles of mediator 
and side-taker alternately. 

Dr. Zuk breaks down the components of the go-between 
process and thereby clearly delineates them. This may be a use- 
ful service for many psychotherapists using different ap- 
proaches who perform the process unconsciously as a natural 
result of their experience working with more than one person. 
The examples Zuk gives of precautionary measures to prevent 
loss of control to a family member are also interesting and help- 
ful. The extensive discussion of laughter is perhaps excessive, 
but the description of "silencing strategies" used for control 
within the family as well as against the therapist is convincing 
and useful. 

Dr. Zuk differentiates his therapy from the psychoanalytic 
releasing of energies and from the concept of conflict resolution. 
His goal is to reduce and replace pathogenic relating. He ac- 
complishes this by direct intervention and confrontation on is- 
sues that are current. This method is characteristic of more re- 
cent family approaches in that the therapy is a mode of changz 
rather than of release. Each session must be complete in its own 
usefulness. This method was developed with and is useful for 
underprivileged families who are not sophisticated enough to 
participate in the more conventional modes of therapy and not 
very amenable to the concept of therapy itself. It is highly prob- 
able that what may be essential for one segment of the popu- 
lation has at least a degree of usefulness for all other segments. 

There is perhaps not enough differentiation in Zuk's book be- 
tween “the therapist defining and increasing his power and con- 
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trol” and "pathogenic control" in the family—that is, manipu- 
lation in the **[-i"' sense as against the "I-thou" mode of 
Martin Buber. To introduce, increase, and potentiate the I-thou 
sense is the therapist's task. 

Although I was not too impressed with the examples and re- 
sults presented in this book, I recommend it as a step forward in 
conceptualizing family and group dynamics, as a useful view- 
point, and as an addition to the psychotherapist's armamen- 
tarium. 


Davip MENDELL, M.D. 
Houston, Tex. 


Task Force Report 5: Behavior Therapy in Psychiatry. Wash- 
ington, D.C., American Psychiatric Association, 1973, 64 pp., 
$3.50 (paper). 


In recent years the American Psychiatric Association has 
published a series of monographs. Past President Alfred M. 
Freedman, M.D., (1973-1974) states in the beginning of this 
book that these are designed to “give wider dissemination to the 
findings of the Association’s many commissions, committees 
and task forces that are called upon from time to time to eval- 
uate the state cf the art in a problem area of current concern to 
the profession, to related disciplines, and often to the public.” 

This particular report is the product of the Task Force on Be- 
havior Therapy, which set zs a goal the following: 


The purpose of this report is to inform the reader of the 
nature and crigin of behavior therapy and to clarify some 
basic issues related to its methodology and range of appli- 
cation. We also hope to stimulate the reader to learn more 
about this clinical approach to psychiatry through indepen- 
dent reading, participation in courses, conferences, and 
symposia, ar.d especially through an ongoing reevaluation 
ofthe clinical data encouatered in his own practice (p. ix). 


In restricting its discussion to slightly more than 60 pages, 
the task force set itself a formidable challenge. By necessity, the 
literary style is very concise, compact, and heavily referenced. 
This is not the sort of style that makes for easy reading or 
skimming. It requires considerable concentration and, most 
likely, rereadinz several times to grasp the full scope. 

For many psychiatrists, the more valuable sections of the 
monograph concern the areas of abuses and concerns in the 
field and also the relationsaip of behavior therapy to dynamic 
psychiatry. The authors have addressed two vital issues that are 
only too seldom discussed. As each new method of therapy 
comes into prominence, it is too often embraced with a 
quasi-religious fervor and all that has gone before is discarded. 
It is encumbent upon the profession to welcome new ap- 
proaches to therapy but, further, to subject them to critical 
scrutiny and to integrate them with preexisting practices. It is 
gratifying to see the report of this task force has not overlooked 
this issue. 

Overall, the volume would probably be most interesting to 
one who has at.least a working knowledge of behaviorist tech- 
niques rather than to the neophyte. It is not an instructive man- 
ual but one that stresses the great potential and widespread ap- 
plicability of the field. One cannot fail to be impressed with the 
rapid growth and relevance of behavioral modification. 


MAJ. THOMAS C. Bonp, MC, USA 
Ft. Leavenworth, Kans. 
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Task Force Report 6: The Present and Future Importance of 
Patterns of Private Psychiatric Practice in the Delivery of Men- 
tal Health Services. Washington, D.C., American Psychiatric 
Association, 1973, 29 pp., $2.00 (paper). 


In recent years physicians engaged in private practice have 
been criticized as pushcart vendors in an age of supermarkets 
and participants in a nonsystem of health care. Such charges 
have not been based on factual information or careful analysis 
of the issues; nevertheless, such simplistic and appealing argu- 
ments appear to have influenced legislators and government 
policy makers. Many health care legislative proposals for na- 
tional health insurance, health maintenance organizations, and 
Social Security amendments are designed to favor so-called or- 
ganized systems of health care as opposed to private practice. 

Task force report 6 provides a comprehensive description of 
the role of private psychiatric practice in the delivery of mental 
health services. It is an effective statement that explodes such 
myths as: Private psychiatrists treat only the rich. It is cheaper 
to treat patients in clinics. Private psychiatrists do not treat the 
really sick people. 

This report asserts and then documents how the private sec- 
tor of psychiatry meets the criteria for adequate psychiatric 
services better than any other part of the mental health system. 
It is a well-balanced statement noting deficiencies that should 
be corrected, the high cost of medical care, and the need to 
make services more accessible. The main thrust is that a mass 
conversion to an organized system is not the solution; private 
psychiatrists do now and should in the future provide a major 
portion of mental health services. 

The analysis of data collected on mental health services in 
Kentucky is extremely revealing. Private psychiatrists treated 
nearly half of all the persons who received treatment; they 
treated patients from all economic classes; and their patients 
varied as to severity of illness. These psychiatrists provided a 
wide range of services and offered a full spectrum of treatment 
modalities. 

The Kentucky study does not give as much insight into the 
patterns of private psychiatric practice in the major large met- 
ropolitan areas of the country as we might like, however. The 
report could also have been strengthened by more data about 
the activity of psychoanalysts and psychoanalytically oriented 
psychiatrists. As of this writing, the American Psychoanalytic 
Association had 1,374 active members, 222 associate members, 
and 293 affiliate members. There were also about 1,200 can- 
didates in training and approximately 800 graduates of psycho- 
analytic institutes who were not members, as well as at least 
another 800 who had had training in institutes outside of the 
United States. This body of some 4,700 private practicing 
psychiatrists represents a major resource in the provision of 
psychoanalytic treatment and psychotherapy to many patients. 
Their contribution to teaching and research in university cen- 
ters is also most impressive. 

The conclusions and recommendations of this report deserve 
the thoughtful study of all members of the American Psychiat- 
ric Association. They emphasize the necessity for a pluralistic 
plan, active participation in policy making, studies of delivery 
and quality control, the development of new services, 
approaches to manpower development, and a plan for legisla- 
tive action. These recommendations constitute a challenge that 
American psychiatrists must strive to meet. 


Ropert W. GiBsoN, M.D. 
Towson, Md. 


The Thyroid Axis, Drugs, and Behavior, edited by Arthur J. 
Prange, Jr. New York, N.Y., Raven Press, 1974, 199 pp., 
$15.95. 


Reading this book is like ingesting a gourmet banquet con- 
sisting of elegant, exciting new dishes prepared by master chefs 
who labored diligently and carefully to produce a feast that 
pleases and at the same time stimulates a desire for more. The 
appetizer is a fine concise critical review of old and new knowl- 


edge from clinical studies of the relationship of thyroid status . 


and human mentation, affect, and behavior. This is followed by 
a succinct exposition of early pharmacological studies that veri- 
fied the enhancement of the toxicity of several centrally acting 
drugs by thyroid hormones, the subsequent discovery that treat- 
ment of animals with thyroid enhances the toxicity of the tri- 
cyclic antidepressant imipramine, and the latest animal re- 
search to define further the thyroid-imipramine interaction. It is 
hoped that this research will provide further insight into the role 
of neurotransmitters in the pathogenesis of depression and 
other mentaF disorders. The next chapter describes clinical trials 
of L-triiodthyronine (T3) alone and with imipramine in the 
treatment of depressed women. These studies further sub- 
stantiate the idea that T3 not only is as effective as imipramine 
as an antidepressant but also accelerates the antidepressant ac- 
tion of imipramine in women. 

Since tricyclic antidepressants and phenothiazine neurolep- 
tics are similar molecules, it is logical to investigate the possi- 
bility that thyroid hormones may potentiate the actions of phe- 
nothiazines. A chapter on animal experiments demonstrating 
that thyroid hormones do potentiate the actions of phenothia- 
zines is followed by a report of a placebo-controlled trial in 20 
acute schizophrenic patients indicating that the therapeutic ef- 
fects of chlorpromazine are enhanced by T3. This preliminary 
finding must be replicated to determine if T3 adds qualitatively 
to the therapeutic action of chlorpromazine; however, as the au- 
thor of this chapter rightly states: "Even if T3 does no more 
than to permit the use of less chlorpromazine, it might be valu- 
able. The combination may be a useful way to decrease the in- 
cidence of extrapyramidal symptoms, tardive dyskinesia, and 
other toxicity." 

Further evidence of the psychopharmacologic and therapeu- 
tic usefulness of T3 is contained in the chapter by Magda 
Campbell and Barbara Fish. They treated 20 hospitalized eu- 
thyroid schizophrenic children with T3, which “proved to be 
one of the most effective agents used over the years in the treat- 
ment of this population of children. It had both stimulating and 
antipsychotic properties." This is quite a statement from two of 
the most experienced evaluators of psychopharmacologic 
agents in children. 

Since the thyrotropin-releasing hormone (TRH) has been 
shown to have antidepressant activity, the results of animal 
studies to examine the influence of TRH on levels of cerebral 
biogenic amine concentrations in brain, the interaction of TRH 
with centrally acting drugs (dopa, monoamine oxidase inhib- 
itors, phenothiazines, tricyclic antidepressants, barbiturates, al- 
cohol, and amphetamine), and the differential effects of hypo- 
thalamic polypeptides are described as a prelude to excellent 
chapters on the effects of TRH in depressed patients and in nor- 
mal women volunteers. A double-blind comparison of a single 
injection of TRH and of saline in 10 euthyroid women with uni- 
polar depression revealed that TRH produced ‘ta prompt, brief 
improvement in depression without causing significant side ef- 
fects." In another double-blind study comparing intravenously 
administered TRH with saline, TRH subjects experienced a va- 
riety of somatic symptoms, usually within minutes after the in- 
jection. Later, TRH subjects experienced relaxation, mild eu- 
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phoria, and a sense of increased energy. The mechanism by 
which TRH produces these effects is not yet known. 

It is now well established that lithium can cause thyroid dis- 
turbance. Possible explanations of this effect of lithium are the 
subject of the two final chapters of this book. Each contains 
data of importance to the clinician and the researcher. — ^ 

This is a superior book. It is well written and well edited. I 
did not find a single editing or printing error—something un- 
common in recently published medical volumes. The topical co- 
herence and the inclusion of a substantial, carefully selected 
bibliography at the end of each chapter enhances the merits of 
this authoritative, informative overview of the latest research 
and clinical data on the role of the hypothalamic-pituitary-thy- 
roid axis in psychiatric illness. The numerous examples of so- 
phisticated basic and clinical research methodology and their 
results provide the reader with new data, a preliminary hypoth- 
esis, and a wealth of ideas for further animal and human re- 
search. As Morris Lipton aptly writes in the introduction, this 
fascinating, provocative book will have served its function “if it 
results in a critical examination of some of the axioms regard- 
ing the biological substrates of mental illness and especially the 
role of the different thyroid hormones and the function of the 
hypothalamus." I confidently predict this book will do just that. 
It deserves to be labeled a classic and warrants unqualified rec- 
ommendation to psychiatrists, physiologists, and psycho- 
pharmacologists. The editor and the contributors are to be con- 
gratulated for mzking this book a reality. 


FRANK J. AYD, JR, M.D. . 
Baltimore, Md. 


Galen on Psychology, Psychopathology, and Function and Dis- 
eases of the Nervous System, by Rudolph E. Siegel, M.D. New 
York, N.Y., S. Karger, 1973, 288 pp., $42.90. 


Galen (131-200 A.D.), the most renowned physician of his 
time and medical adviser to several Roman emperors, left a leg- 
acy that determined the scope and quality of both Eastern and 
Western medicine for over 1,300 years after his death. Galen's 
writings covered many fields beside his chosen one of medicine, 
in which about 500 books have been attributed to him. The col- 
lected works, edited by Kuhn and published in 1833, consist of 
22 volumes; additional writings have since been uncovered (1). 
Since less than a score of Galen's works have been translated 
into English, Siegel's work fills an important and valuable need. 
This volume on Galen's psychiatry is the third in a series by Sie- 
gel on Galen's work, the first being on physiology and medi- 
cine and the second on sense perception. 

Galen was the great classifier and systematizer of medicine. 
He formulated a comprehensive physiological and pharmaca- 
logical basis for the practice of medicine according to the hu- 
moral theory. The basic elements (fire, air, earth, and water), 
the qualities of matter (hot, cold, dry, and moist), and the de- 
rived four humors (blood, phlegm, black bile, and yellow bile) 
were his physiological basis for diagnosing and his pharmaco- 
logical basis for selecting medications and treating disease. Sie- 
gel explains the theory and its psychological and psychiatric 
ramifications in a lucid and understandable manner, giving 
meaning and credit to the logic and utility of the theory. 

Galen's all-encompassing theoretical framework of psychol- 
ogy, physiology, and pathology was buttressed by his enormous 
fund of experience and observation, his anatomical studies, vivi- 
section, and experimentation. His integration of the many levels 
of biology may be considered a forerunner of contemporary 
general systems theory. 
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The careful indexing and organization of Siegel’s book make 
it particularly useful to the reader who is interested in focusing 
on a particular aspect of Galen’s psychiatry. The descriptions of 
psychiatric disorders as seen by Galen and other ancients are 
particularly interesting and might be explored further for the 
light they might shed on transcultural psychiatry. For example, 
the syndrome bf lycanthropy, in which the patient is possessed 
by the feeling that he is a wolf, is of particular value in relation 
to the topic of epidemic madness. As our own society witnesses 
excursions into a wide variety of epidemic aberrant behaviors, 
~ the existence of such phenomena throughout the history of hu- 
man society deserves careful study. 

I have only minor criticisms of the work, which in general I 
enjoyed and would recommend to the psychiatrist whether his 
interests be gereral or more specifically with history. The Greek 
word psyche has usually been translated as "soul" by Siegel. 
For the conterrporary reader the English word “mind” or even 
“psyche” might be more understandable, since “soul” contains 
a connotation that Galen probably did not intend. Galen was an 
urbane pagan who criticized equally Christians and Jews (2). 
He was devoted above all to logic and philosophy (1). 

Another crit.cism has to do with the likelihood that ancient 
medicine is indebted to the Egyptians. The humoral theory was 
not fuily develcped by the Hippocratic writers; it found its full- 
est form in the writings of Galen. As propounded by Galen, 
however, the theory placed heavy emphasis on putrefaction and 
the rising of gases from the abdomen and hypochrondium to 
produce various pathological effects. The combining of a putre- 
factive and humoral physiology was a synthesis on the part of 
Galen that points strongly to an Egyptian influence. on Greek 
medicine (3). The Egyptians related much of pathology to ab- 
dominal putrefaction and used embalming to prevent the proc- 
ess. It would have been interesting to have had the ideas of a 
scholar such as Siegel on the subject of Galen's debt to Egyp- 
tian medicine. 
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The Psychiatric Outpatient: Clinical and Organizational As- 
pects, by Lynn Gillis, M.D., D.P.M., and Stella Egert. London, 
England, Faber and Faber, 1973, 127 pp., £2.40. 


The Psychiatric Outpatient is a very small volume or booklet 
presenting an interesting account of the investigation, analysis, 
and subsequent reorganization of the psychiatric outpatient 
clinic of Groote Schuur Hospital, a general hospital serving a 
population composed of equal numbers of whites and “‘col- 
oureds" in Cape Town, South Africa. Although the data are 
from a different country, there are many clinical and adminis- 
trative parallels to outpatient treatment in the United States. 

The investigation was a methodical effort to bring order out 
of chaos in the clinic by examining the demographic character- 
istics of 260 new patients in one year, 1968, and analyzing who 
referred them, why they came, what diagnoses were applied, 
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what happened to them after they came, and why they termi- 
nated or did not terminate. The statistical analysis of these data 
is reported in considerabie detail in the first third of the book. 
Through the use of questionnaires, the investigators probed into 
patient expectations and related them to ethnic group and social 
class. Further, the investigators sat in on the psychiatrists' inter- 
views for direct observation and documentation of not only the - 
questions asked by the doctors but their therapeutic actions as 
well. The effect of lack of definite goals in treatment planning, 
the psychiatrists’ attitudes and reactions, and the concept of the 
"role of patient" are all discussed, particularly in reference to 
the issue of patients entering into treatment ad infinitum with 
resultant patient regression and congestion of the clinic itself. 
The clinic was clearly dominated by psychiatrists. Their appar- 
ent failure to properly use the other professionals such as social 
workers and nurses restricted patient care. 

Based on the findings of this investigation, plans were made 
for reorganization and revitalization of the clinic. This included 
removal of emergency care and grossly disturbed patients to a 
new special service, arranging clinic visits by prescheduled ap- 
pointments, and using specialized groups run by community 
nurses and psychiatric social workers under the overall respon- 
sibility of a psychiatrist to deal with long-term chronic 
patients. These groups were structured to meet particular 
needs— i.e., those of geriatric patients, schizophrenic patients, 
adolescents, alcoholics, couples with marital problems, and 
people in need of general support. Included in this reorganiza- 
tion was the establishment of a rehabilitation clinic, to which 
any patient attending the clinic for over six months was referred 
for reassessment as if he were a new patient. This seems to have 
left a specialized psychiatric clinic devoted essentially to psy- 
chotherapy. 

Needless to say, in order to achieve these changes, staff atti- 
tudes had to change. This was accomplished through reporting 
the results of the investigation itself and then holding ongoing 
discussion sessions. From the clinical standpoint, the authors 
stress the need for clear assessment and establishment of a 
treatment plan with follow-up assessment. From an administra- 
tive point of view, they emphasize that the key to the successful 
functioning of a psychiatric clinic is the continual supervision of 
the operation by a person specially deputed to the job. 

The report is good reading, in spite of some ambiguity in such 
terms as “long-term attenders," “new cases," and "number of 
attendances," which are, most likely, common parlance at that 
hospital. The work also provides extensive references in all 
chapters to the literature, including the section on Facilitation 
of the Sick Role. A surprising amount of information is 
presented in this compact volume, offering much food for 
thought to those working in clinics. I recommend the book to 
those workers, but not as essential reading. 


ROBERT S. MCKNIGHT, M.D. 
Hartford, Conn. 


The Awakening Nightmare: A Breakthrough in Treating the 
Mentally Ill, by Albert M. Honig. New York, N.Y., Dell Pub- 
lishing Co., 1973, 299 pp., $2.65 (paper). 


The title of this book, The Awakening Nightmare, is an 
evocative metaphor for one of its major themes: Recovery from 
a psychotic adaptation to life is not unlike the process of awak- 
ening from a troubled sleep in which there are stages of increas- 
ing arousal, perceptiveness, and the capacity to recognize and 
feel secure with events of the real world. In both situations it 


helps to have a friend with whom to share the experience and 
make sense of it. 

The author presents his views on treatment of the mentally 
ill, particularly the seriously mentally ill, in a series of essays in 
which he openly shares the knowledge, skills, experience, and 
personal speculations of an innovative practitioner with more 
than 15 years of experience as founder and director of the Dela- 
ware Valley Mental Health Foundation, a private, nonprofit 
mental hospital located in Bucks County, Pa. Honig's style is 
individualistic, candid, and controversial; it may represent the 
influence of his mentor John Rosen on his literary style and pro- 
fessional approach. At times this style tends to communicate a 
tone of conceptual dogmatism and prescriptive over- 
inclusiveness. 

In an era when, constrained by increasingly limited state and 
federal resources, some practitioners advocate the effectiveness 
of brief, limited therapeutic contacts with the seriously mentally 
il] and rationalize the inherently therapeutic benefits of exis- 
tence in a community setting, Dr. Honig refuses to condone 
therapeutic malnutrition for his patients. In this book as in his 
professional work, he deals with the need of seriously mentally 
ill persons for a total environment, a total experience that will 
be corrective of previous experiences and yet closely tied to 
the real world of local community. Honig feels that recovery 
from mental illness is a full-time, 24-hour-a-day job that re- 
quires empathic, humane guides at all points of the experience, 
in the hospital and in the community, if the patient is to rethink, 
refeel, and reexperience alternatives to the dysfunctional modes 
of thinking, feeling, behaving, and relating that he has pre- 
viously learned. The author suggests that this guided corrective 
experience should be of some duration. He states that the Dela- 
ware Valley Mental Health Foundation and its surrounding 
community provide a living and learning laboratory for his 
patients during this experience. 

While the book and the work it describes are provocative and 
show innovative brilliance at times, there is some conceptual re- 
dundancy in the essays as well as an inadequacy of material on 
the roles of members of the therapeutic team other than the au- 
thor who help to create and maintain the therapeutic ambience 
of the organization. One wonders, for example, about the selec- 
tion, training, and functional roles of houseparents, who alleg- 
edly play an important caregiving role, and how their work is 
integrated with the patients’ personal therapy. There are tan- 
talizingly brief statements about these issues and others relating 
to milieu management in the hospital and in the community, yet 
the main focus appears to be on what the author says and does 
in therapeutic interviews. In spite of these missing pieces, the 
book is eminently readable and offers the useful advice of an ex- 
perienced practitioner to those who deal with the difficult prob- 
lems of the seriously mentally ill. 


JEROME A. COLLINS, M.D. 
Waban, Mass. 


Challenge to Community Psychiatry: A Dialogue Between Two 
Faculties, edited by Archie R. Foley, M.D. New York, N.Y., 
Behavioral Publications, 1972, 203 pp., $10.95. 


As our society careens headlong down the path of increasing 
complexity, change has become the order of the day; efforts to 
manage change have sprouted up in scientific, educational, and 
business organizations. Experts in change techniques have con- 
tributed to a growing literature on the subject, a literature in 
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which this book belongs because it documents one such attempt 
at managed organizational change. 

In the spring of 1968, the chairman of the division of psychia- 
try at Boston University, Boston, Mass., held an Institute for 
Training in Community and Social Psychiatry for the faculty of 
his department to heal what he saw as a polarization between 
pro- and anti-community-psychiatry factions. The institute was 
held as a four-day group experience. Leaders and resource 
people were assembled by the faculty of the department of psy- 
chiatry at Columbia University, New York, N.Y. The aim was 
to resolve tensions, clarify issues, and develop "a common base 
of shared understanding" in the faculty at Boston University. 

Dr. Foley's book is a collection of the shards of that four-day 
experience. It is lcosely edited and the task of piecing together a 
coherent picture of what happened is left in large part to the 
reader. 

After a long prologue, which is based on the application to 
NIMH for funds, the editor presents abstracts of the recorder's 
notes for each of eight small groups into which the participants 
were divided. These are followed by the scattered impressions of 
discussion leaders and resource consultants who were the fac- 
ulty of the instituze. The chairman of Boston University's divi- 
sion of psychiatry then describes the aftermath of the four-day 
experience, which turns out to have been a revolution in admin- 
istration of the department that led to a year-long process of re- 
structuring with an appropriate increase in participation of the 
faculty in its own governance. A social science evaluation of the 
experience sticks pretty closely to a study of the original aim 
but also manages to interweave material about this basic orga- 
nizational change. 

The institute described in Challenge to Community Psychia- 
try offers an interesting case history of a problem that lies at the 
heart of change management. The real aim of the institute was 
indoctrination of the anti-community-psychiatry faction in the 
psychiatry division of Boston University, but that aim was 
cloaked in the language and methods of nonmanipulative group 
process. What happened was as responsive to the latent manip- 
ulation as it was to the manifest situation. The division chair- 
man insightfully notes the ambivalence in his leadership: it was 
paternalistic and benevolent yet authoritarian. The institute re- 
flected the authoritarian aspect of that leadership in its manipu- 
lative intent; the faculty, reacting against that manipulation, 
took up the more basic issue of the way the division was run. 
The fact that they were able to start a revolution reflected the 
benevolent aspects of their leader and of the institute. 

Unfortunately, this book does not serve its content well. The 
editing is almost nonexistent; most readers will not care to plow 
through 25 pages of process-note abstracts of the sessions. An 
integration of group themes and a narrative of the action is 
what one expects of a book, as distinguished from a notebook. 
The faculty reflections are spotty in quality because they are 
quick impressions gathered shortly after the fact. However, the 
social science evaluation is carefully done and provides some in- 
tegration of the material. 

This book will interest anyone who is planning an effort at or- 
ganizational change. However, it is frustrating because the raw 
materials of the experience are left in their natural state and are 
insufficiently pulled together into a coherent picture. Interesting 
things happened at Boston University that have significant im- 
plications for the functioning of organizations and for the man- 
agement of change. It is unfortunate that they are not more 
clearly presented in this book. 


Mices F. SHORE, M.D. 
Boston, Mass. 
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Psychiatric Nursing in the Hospital and the Community, by Ann 
C. Burgess, R.N., D.N.Sc., and Aaron Lazare, M.D. Engle- 
wood Cliffs, N.J., Prentice-Hall, 1973, 417 pp., $8.95. 


Students frcm a junior college nursing program and a hospi- 
tal nursing program aided in the evolution of this book, which 
applies the humanistic perspective to both student and patient. 
The first section, Basic Concepts, focuses on the concerns and 
fears usually experienced by most students as they begin their 
psychiatric nursing clinical work. Anyone who has taught and 
supervised beginning students will recognize the discussion cat- 
egories and will welcome such an open approach to them. One 
chapter deals with the patient's perception of a variety of inter- 
actional encounters with nurses. For example, the concept of 
depersonalization is discussed and explained with quotes from a 
patient. So much explanation in this section is grounded in 
commonplace interactional events between nurse and patient 
that the material comes to life dramatically. In my opinion, this 
grounding of clinical material in the real world of the individuals 
involved is one of the strengths of the book. 

In the other sections, the material one usually expects in such 
a book can be found, e.g., the interview, conceptual models of 
psychiatric care, nursing assessments, and management of clini- 
cal syndromes. A number of refreshing differences are found 
here as well. I shall mention only a few. One of the chapters apt 
to be of great assistance to students deals with the concept of 
stalls in the therapeutic process. The concept is divided into 
three categories: stalls in human qualities, stalls in feelings, and 
stalls in therapeutic tasks. Specifically, the discussion focuses 
on behavioral style, judgmental feelings, ambivalent feelings, 
rescue feelings, feelings: of pessimism, feelings of impotence and 
omniscience, setting goals, being reassuring, confrontation, 
misuse of the analytical approach, misjudging the patient's 
overidentification with the problem, nontherapeutic in- 
volvement, bearing painful feelings, misuse of honesty, and pit- 
falls in listening. 

Another usezul chapter, on management of the medically ill 
and the dying, discusses the patient's reaction to his illness and 
the four phases he passes through. This chapter also deals with 
nursing the dying patient and the stalls that occur in this proc- 
ess. ; . 

One entire section (six chapters) focuses on the community. 
The topics range from the interrelationship of social class and 
mental illness, the community mental health movement, crisis 
intervention, and the grief process to specific community prob- 
lems such as the abuse of alcohol and other drugs and the men- 
tal health problems of children, youth, and the elderly. One 


chapter in this section, titled “The Patient as a Consumer,” ex-. 


plores the range of requests made by patients seeking mental 
health services. 

A vocabulary of drug slang and a glossary of terms provide 
additional aids for the novice in the role of psychiatric nurse. 
These will prove helpful for nurses in other roles and settings as 
well. 

A number of minor criticisms must be reported. First, and 
this is a very personal response, the book has drawings that gen- 
erally add nothing to the content and seem more appropriate 
for a juvenile audience. Second, the concept of “management of 
patient" bothers me. An individual manages a store but to man- 
age another human being, especially within a humanistic frame- 
work, strikes a discordant note. Since rhetoric reflects attitudes 
and attitudes have something to do with behavior, it seems 
worthwhile to mention this. 

However, throughout the book the authors rely on excellent 
clinical observations and pertinent research findings. They have 
produced a worthy and refreshing addition to the literature for 


1310 Am J Psychiatry 131:11, November 1974 


nurses. The book is clearly written and logically organized and 
will prove beneficial to a whole host of nurses in a variety of 
clinical settings. 


ANNE J. Davis, R.N., PH.D. 
San Francisco, Calif. 


Helping the Helpers to Help: Mental Health Consultation to 
Aid Clergymen in Pastoral Work, by Ruth B. Caplan and oth- 
ers. New York, N.Y., Seabury Press, 1972, 234 pp., $6.95. 


The innovative, promising, and exciting part of this book is 
the last third, which is composed of two chapters by Gerald 
Caplan, one by Bishop Anson Phelps Stokes, Jr., and one by 
Bishop David E. Richards. Gerald Caplan describes the theory 
behind his initial consultation with Bishop Stokes and how this 
relationship proceeded. Bishop Stokes writes that Caplan's 
principal contribution in this process was “‘in helping me to un- 
derstand my role." This relationship led to others and even- 
tually to a system whereby new bishops could have the benefit 
of consultation with more experienced bishops if they chose. 
Bishop Richards argues even more forcibly than Gerald Caplan 
for development of a “workable support system” for church ad- 
ministrators because of the “hazards of executive loneliness." 

The first two-thirds of the book, by Ruth B. Caplan, is an- 
other story. It describes what are called "consultations" with 
groups of Episcopal clergy by persons who are called “mental 
health professionals" but who seem always to be psychiatrists. 
Verbatim material from the consultation sessions shows them 
to be in fact seminar education. They have the merit of showing 
failures as well as successes but the clergy are regarded through- 
out by Ruth Caplan as gifted amateurs while the consultants 
are either clinicians or mental health professionals. i 

Undoubtedly, support, education, assistance in defining pro- 
fessional self-identity, and other good things followed from the 
program Ruth Caplan describes, but she seems to envision the 
clergy as permanent pupils and the clinicians as permanent con- 
sultant-teachers. Gerald Caplan, on the other hand, dealt with 
church executives and taught some of them to take over duties 
he performed at first. 

Ruth Caplan’s two-thirds of this book is written as if no 
clergy had become experts in mental health, as if the clinical 
pastoral education movement had never existed, and with no 
reference to the many programs of advanced education, career 
guidance, support systems, and research about clergymen that 
have been going on. I suggest that the reader skim the first two- 
thirds of the book and read carefully the last four imaginative 
chapters. 


SEWARD HILTNER, PH.D. 
Princeton, NJ. 


Guide to Drug Rehabilitation: A Public Health Approach, by 
Roger E. Meyer, M.D. Boston, Mass., Beacon Press, 1972, 167 
pp., $5.95. 


This book reviews and evaluates the various types of drug re- 
habilitation, including detziled accounts of methods of detoxifi- 
cation and the signs and symptoms to be looked for in the acute 
stages of drug intoxication and withdrawal. In addition to de- 
scribing the clinical aspects of the management of those who 
are drug dependent, the author makes some highly con- 
troversial (although well-taken) comments on the efforts of so- 
ciety to cope with the drug epidemic. He also points up the hy- 


pocrisy and bias of society in its attitude toward the drug scene 
as opposed to its acceptance of the far more widespread prob- 
lem of alcohol abuse. 

Dr. Meyer is a professor of psychiatry at Boston University; 
he has had a good deal of experience in drug rehabilitation and 
research. Since he was a consultant to the White House Special 
Action Office on Drug Abuse Prevention, his opinions should 
not be taken lightly. One would hope that his comments might 
presage a more comprehensive and coherent national attack on 
this extremely serious problem than is evident at present. 

In describing the state of confusion in which the various fed- 
eral, state, and local community agencies operate, Dr. Meyer 
states, “The scene is reminiscent of a slapstick comedy in which 
a theater full of screaming, bickering people is burning to the 
ground because the fire engines are out of gasoline, or are other- 
wise prevented from coming to the rescue." As an example of 
this confusion, after describing methadone as being the first sig- 
nificant breakthrough in the treatment of heroin addiction, Dr. 
Meyer points out the lack of coherent guidelines for its adminis- 
tration at either the state or federal level. He also draws atten- 
tion to the fact that the Bureau of Narcotics and Dangerous 
Drugs was viewing the methadone maintenance program with 
ambivalence while the Food and Drug Administration was 
broadening this field of treatment to physicians in private prac- 
tice. At the same time, the AMA Committee on Alcoholism 
and Drug Dependence and the National Research Council 
Committee on Problems of Drug Dependence were pointing out 
the following: 


The individual physician cannot provide all of the serv- 
ices for the various therapeutic needs of the patient. The in- 
dividual physician also is not in a position to assure control 
against redistribution of the drug into illicit channels (1). 


All this was surely a case of the right hand not knowing what 
the left hand was doing. > 

In describing the problem at the community level, Dr. Meyer 
points out some of the ways in which clinics can be run, how 
personnel can be recruited and trained, and some of the pitfalls 
to be avoided. He firmly believes that community control of 
drug clinics does not mean control by the consumer population 
or by politicians but, rather, by a “politically sophisticated 
group within the local area.” He does not believe that a white 
psychiatrist can run a drug addiction treatment program in a 
black community where there is strong community control be- 
cause pressures placed upon him and accusations of racism 
might interfere with his efforts. However, the author points out 
that even a black director is liable to find himself facing the 
same pressures when there is strong community control, His 
conclusion is that “no facility should voluntarily accept com- 
munity control.” He feels that “what is required is a system of 
community accountability which informs and advises the com- 
munity about addiction treatment and its implications.” 

As mentioned at the beginning of this review, Dr. Meyer 
carefully enumerates and describes the methods of treatment of 
those who are drug dependent—not only the narcotic addict but 
also those who are dependent on barbiturates, amphetamine 
substances, and hallucinogens. This description is painstakingly 
and clearly written and should be of immense help to all who 
are involved in drug programs as well as to the staffs of general 
and psychiatric hospitals. While most of the ground that is cov- 
ered is familiar, it more than bears repeating in the light of the 
many tragedies that occur as a result of overdoses. 

I cannot recommend this book too highly, It is well written, 
thought provoking, controversial, and of the utmost clinical 
value. 
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Jail House Blues: Studies of Suicidal Behavior in Jail and 
Prison, edited by Bruce L. Danto, M.D. Orchard Lake, Mich., 
Epic Publications, 1973, 320 pp., $8.95. 


This book is a collection of papers by psychiatrists, social 
workers, psychologists, attorneys, administrators, former 
prison inmates, and one neurologist. The volume evolved from 
a symposium presented at a meeting of the American Associa- 
tion of Suicidology held in Detroit, Mich., on March 31, 1972. 
It attempts to cover most aspects of suicide as it occurs in jails 
and prisons in the United States and in Belgium, Austria, and 
Peru. The international flavor of the contents is perhaps valu- 
able but it is too scanty to bear definitely on the subject itself. 

It would of course be impossible to avoid repetitions in these 
somewhat uncorrelated articles written on so many levels by au- 
thors from so many different disciplines. Some articles are too 
short to meet the need of the specialist, but some will be helpful 
as an orientation for the young psychiatrist, lawyer, or crimi- 
nologist. T wo of these helpful articles are written by the editor, 
Dr. Danto, "Suicide at Wayne County Jail: 1967-70" and 
"Perspectives and Prescriptions." Other helpful articles are 
"Suicide at the County Jail," by Jan Fawcett and Betty Marrs, 
“Suicidal Behavior in Jail: Prognostic Considerations," by Al- 
lan Beigel and Harold E. Russell, and “Considerations of Sui- 
cidal Trauma in a Detention Facility," by Frank Wilkerson. 

A great deal of useful information is assembled in this book. 
For example, Beigel states that the person who attempts suicide 
is found to be 


significantly younger than the average inmate, to have al- 
ready had a failure in marriage, to be in jail for a non-vio- 
lent crime, and to have had a previous history of place- 
ments in jail and/or prison. Furthermore, he is more likely 
to have a history of previous suicide attempts. The critical 
period for a suicide attempt, if it is to occur, is in the first 
six weeks of jail confinement (p. 111). 


In view of this information, Heilig’s statement that “90 per- 
cent of all suicides occur within the first few hours after the ar- 
rest" (p. 47) may come as a surprise. Suicide depends upon the 
preexisting psychopathology of the individual and the situation 
within the jail. Another paper, “Attempted and Committed 
Suicide in County Jails" by Richard Esparsa, describes such 
causes of suicide as social isolation, depression, mental illness, 
alcoholism, and previous history of violent crimes like murder, 
rape, and armed robbery. Esparsa cites studies showing that 
hanging is the most successful method of self-destruction in pri- 
sons. This contrasts sharply with the method of manipulative 
suicide attempts by cutting the wrists. According to my own 
experience, inmazes who used the latter method may have been 
malingerers. 

The book points out the striking fact that prisoners in jails 
commit suicide five times more often than prisoners in federal 
prisons. The rate of suicide among jail prisoners is about three 
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times the rate for the general population. The federal prison 
system has a low suicide rate: 10.5 per 100,000. This is in con- 
trast with the rate of suicide in county jails: 57.5 per 100,000. 
The reason for this difference may well be as stated in the book 
(p. 35): that it is rooted in the crisis situation in which the pris- 
oner finds himself, particularly since he does not know what the 
outcome of his case will be. Prolonged incarceration brings 
about more uncertainty, doubt, and frustration about the final 
result of the case. All this puts the prisoner under inhuman pres- 
sure. Again, trial delayed is justice failed. The difference may 
also be due to the fact that prisoners who do not commit suicide 
act out their hostile aggression against others instead of inter- 
nalizing it. They turn it outward, a characteristic found in in- 
mates manifesting a character disorder. f 

There must be little doubt that jails are a natural habitat for 
the person who is inclined to commit suicide. The number of 
people who kill themselves in jail is amazingly high. 1 am sur- 
prised, however, that more people do not do it. The trauma of 
incarceration, the emotional stress of confinement, the isolation 
and guilt, the resulting gnawing depression, the loss of a loved 
one, frustration, fear, and loss of self-esteem (these two latter 
factors are hardly mentioned in the book) are all powerful ele- 
ments in heightening the wish to end a miserable life. 

Throughout the book there are few descriptions of childhood 
experiences or family relationships that might explain psycho- 
dynamically why the suicidal inmate came to jail in the first 
place and why he attempted or succeeded in suicide. 

The suicidal inmate is of serious concern to the administra- 
tion of justice, to the psychiatric profession, and to society as 
well. The desire to take one's life does not necessarily begin in 
prison, although it may be precipitated there. It begins in child- 
hood as a result of interpersonal relationships developed in the 
family and augmented by later relationships. Prevention of sui- 
cide, then, lies in establishing healthy family relationships and a 
frustration-reducing society, both of which are Utopian con- 
cepts that we nevertheless have to strive for. A humanization 
of our lives should be the first order of the day, and I am glad to 
say that in this respect the book succeeds. 


Davip ABRAHAMSEN, M.D. 
New York, N.Y. 


The Psychoanalytic Forum, vol. 4, edited by John A. Lindon, 
M.D. New York, N.Y., International Universities Press, 1972, 
452 pp., $15.00. 


This book presents 12 original and stimulating papers on 
relevant current topics related to psychoanalytic theory and 
practice. Each paper is followed by three to eight critical dis- 
cussions by experts with often markedly different points of 
view. Because many of the concepts presented within these pa- 
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pers are either novel or controversial, the discussions and the 
authors' replies are usually poignantly informative. For each 
topic the reader is given a number of well-formulated, contrast- 
ing theoretical positions. I will mention the major topics consid- 
ered. 

Robert S. Liebert studies the confrontation between students 
and administration at Columbia University, New York, N.Y., 
in the spring of 1968. He applies the psychoanalytic insight 
gathered from individual patients to his observations of this so- 
ciological phenomenon. Kurt O. Schlesinger uses a psycho- 
analytic interpretation of Shakespeare's King Lear as a point of 
departure for presenting some speculative ideas about today's 
conflict between youth and the established society. The thesis 
that adolescent thinking is characterized by the mourning of as- 
pects of infancy and childhood is presented by Arminda Aber- 
astury and associates. Ernest A. Ticho stresses the point that 
analysts should be as aware of their realistic personality traits 
as they are of their neurotic traits. The discussants to his article 
agree, but they also point out that it is difficult to define the dif- 
ference between neurotic and normal traits. 

Psychoanalysts within a single geographical location often 
split into rival groups. Angel Garma discusses the psycho- 
dynamics of this process and its consequences. H.S. Rollman- 
Branch presents the views of P.J. Moses, a psychoanalytically 
trained otolaryngologist. Moses felt that individuals have her- 
maphroditic wishes in addition to wishes for masculinity and 
femininity. Joshua M. Perman ascribes the primitive level of 
ego functioning of some deprived mothers living in slums to 
their fixation to the symbiotic phase of mother-child devel- 
opment. This fixation, he feels, leads them to have multiple 
pregnancies in spite of birth control education in an effort to 
reestablish the symbiosis. He feels this symbiotic fixation is 
passed from generation to generation. 

Karolina Bein argues convincingly that a little girl's primary 
sexual problem is her inability to conceptualize her relatively 
concealed genitalia. She also argues that clitoral and vaginal or- 
gasms are different, supporting her position with clinical data. 
A comprehensive discussion of the advantages and dis- 
advantages of the use of audiotape for supervision follows an 
excellent paper on this subject by John A. Lindon. In situations 
where supervisor and trainee are geographically separated, this 
approach is excellent. Finally, Gustav Bychowski, Peter L. Gio- 
vacchini, and D.W. Winnicott each present speculative theo- 
retical papers dealing with aspects of psychological devel- 
opment that would be difficult to substantiate by direct 
observation. 

This book should interest psychiatrists who enjoy considering 
currently relevant controversial or novel topics from several 
points of view. 


Fevix F. Logs, Jr., M.D. 
La Jolla, Calif. 
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PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 

ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 
SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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inthe treatment 
of middle-age depression, 
there may be one thing to add. 


Although the causes of depression in middle-aged 
women are varied, estrogen depletion is believed 
by many to be a significant contributing factor in 
depressions arising in the menopausal years." 

In the absence of a history of overt psychosis, 
estrogen replacement therapy alone, or in conjunc- 
tion with antidepressants and counseling, may 
provide physiological and, in turn, psychological 
effect to enhance the total therapy.’ Estrogen 
replacement has been noted to relieve the symp- 
toms of estrogen-related depression in a relatively 
| short time? When used with antidepressants, 

, estrogens may help bring about a generalized 
emotional improvement in patients, while waiting for initial response to slower acting 
antidepressants. 

In many estrogen deficient patients, PREMARIN* (Conjugated Estrogens Tablets, 
U.S.E) imparts a renewed sense of well-being. It helps alleviate depressive symptoms 
related to menopausal estrogen deficiency, while helping to identify those that aren't. 

Crying spells, insomnia, fatigue, headache, feelings of weakness and other such 
symptoms may be relieved by estrogen replacement®’ At the same time, the classic 
autonomic and metabolic symptoms of the climacteric may be controlled? 





PRE MARI IN SSUstesrnocess 
(CONJUGATED ESTROGENS 
TABLETS, USP) 


for estrogen-related 
depression 


See last page of advertisement for prescribing information. 
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PREMARIN 


BRAND OF 


CONJUGATED 


ESTROGENS 
TABLETS, USP 


or 
estrogen-related 
depression 





contains 
natural estrogens 
exclusively 
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BRIEF SUMMARY (For full prescribing information, see package circular) 
PREMARIN® (CONJUGATED ESTROGENS TABLETS, U.S.P.) 





Indications: Based on a review of PREMARIN Tablets by the National Academy of Sciences — National Researct 

Council and/or other information, FDA has classified the indications for use as follows 

Effective: As replacement therapy for naturally cccurring or surgically induced estrogen deficiency states asso 

ciated with. the climacteric, including the menopausal syndrome and postmenopouse: senile vaginitis and krauro | 

sis vulvae, with or without pruritus | 
| 





"Probably" effective: For estrogen deficiency-induced osteoporosis, and only when used in conjunction witt 
other important therapeutic measures such os diet calcium physiotherapy, and good general health-promoting 
measures Final classification of this indication requires further investiqation 





Contraindications: Short acting estrogens ore contraindicated in patients with (1) markedly impaired liver function 
(2) known or suspected carcinoma of the breast, except those cases of progressing disease not amenable to surgery or 
irradiation occurring in women who ore at least 5 years postmenopausal. (3) known or suspected estrogen-dependent 
neoplasia, such as carcinoma of the endometrium: (4) thromboembolic disorders, thrombophlebitis, cerebral embolism 
or in patients with a past history of these conditions: (5) undiagnosed abnor mal genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mammograms 
except, if in the opinion of the physician, it is warranted despite the possibility of aggravation of the mastitis or stim 
ulation of undiagnosed estrogen-dependent neoplasic 

The physician should be alert to the earliest manifestations of thrombotic disorders (thrombophlebitis, retinal 
thrombosis, cerebral embolism and pulmonary embolism). If these occur or are suspected, estrogen therapy should 
be discontinued immediately. 

Estrogens may be excreted in the mother s milk and an estrogenic effect upon the infan! hos been described. The 
long range effect on the nursing infant cannot be deter mined at this time 

Hypercalcemia may occur in as many os 15 percent of breast cancer patients with metastases, ond this usually 
indicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the 
presence of progression of the cancer or hypercalcemia estrogen administration should be stopped. 

A statistically significant association has been reported between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association is applicable 
to all estrogens is not known at this time. In view of this finding, however, the use of any estrogen in pregnancy is 
not recommended 











Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 





To avoid prolonged stimulation of the endometrium and breasts in climacteric or hypogonodal women, estrogens 
should be administered cyclically (3 week regimen with | week rest period — withdrawal bleeding may occur during 
rest period 

Because of individual variation in endogenous estrogen production, relative overdosage may occur which could 
cause undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with cou 
tion in patients with epilepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology. 

Pre-existing uterine fibromyomata may increase in size while using estrogens, therefore, patients should be examined 
at regular intervals while receiving estrogenic therapy. 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom bone 
growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility is desired 

The age of the patient constitutes no absolute limiting factor, although treatment with estrogens may mask the 
onset of the climacteric 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results 
are abnormal in a patient taking estrogen, they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen 
administratior 


nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 
cramps and bloating loss of libido and gynecomastia in males 
breakthrough bleeding, spotting, unusually heavy edemo 
withdrawal bleeding (See DOSAGE AND aggravation of migraine headaches 
ADMINISTRATION change in body weight (increase, decrease) 
breast tenderness and enlargement headache 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming manifest 


Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and | week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgement 
Menopausal Syndrome — 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms and response of the patient. For maintenance, adjust dosage to lowest level that will provide effective control 
If the patient has not menstruated within the last two months or more, cyclic administration is started arbitrarily. 
If the patient is menstruating, cyclic administration is s'arted on day 5 of bleeding. If breakthrough bleeding (bleed 
ing or spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage is gradually reduced to the lowest level which will maintain the patient symptom-free 
Postmenopause — as a protective measure against estrogen deficiency-induced degenerative changes (e.g osteo 
porosis, atrophic vaginitis, kraurosis vulvoe) — 0.3 mg. *o 1.25 mg. daily and cyclically. Adjust dosage to lowest effec 
tive level 
Osteoporosis (to retard progression) — usual dosage 1.25 mg. daily and cyclically. 
Senile Vaginitis, Kraurosis Vulvae with or without Pruritus — 0.3 mg. to 1.25 mg. or more daily, depending upon 
the tissue response of the individual patient. Administer cyclically 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P.) No. 865 — Each purple tablet contains 2.5 mg., in 
bottles of 100 and 1,000. No. 866— Each yellow tablet contains 1.25 mg., in bottles of 100 and 1.000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.525 mg., in bottles of 100 and 1,000. No. 868 — Each green 
tablet contains 0.3 mq., in bottles of 100 and 1,000 
References: 1. Kaufman, S.A.: Obstet. Gynecol. 30:399 (Sept.) 1967. 2. McEwen, D.C.: Can. Nurse 63:34 (Feb.) 1967 
3. Kaufman, S.A., in Olds, S.: Today's Health 48:48 (May) 1970. 4. Klaiber, E.L., et al: Am. J. Psychiatry 128:1492 
(June) 1972. 5. Rhoades, F.P.: Mich. Med. 64:410 (June) 1965. 6. Rhoades, F.P.: J. Am. Geriatr. Soc. 15:346 (Apr.) 1967. 
7. Kerr, M.D.: Mod. Treat. 5:587 (May) 1968. 8. Tramont, C.B.: Geriatrics 21:212 (Nov.) 1966. 9. Kupperman, H.S 
Med. Aspects Hum. Sexuality 1:64 (Sept.) 1967. 10. Astwood, E.B., in 
Goodman, L.S., and Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Macmillan Company, 1970, chap 


69, p. 1538 ff 
AYERST LABORATORIES 
7406 New York, N.Y. 10017 


New APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 






















Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 
Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vital role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on It, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
"balanced mix" of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L 
Robinson. 


Report No. 6 





29 pages, June 1973 Single copy $2.00 












Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 Single copy $3.00 








Please send me _______ copylies) of REPORT No. 5 (Behavior Therapy) @ $3.50 per 
copy—Order #191 


__s copylies) of REPORT No. 6 (Private Practice) @ $2.00 per 

copy—Order #192 
SEND COUPON TO E 
American Psychiatric Association copylies) of REPORT No. 7 (Megavitamin Therapy) @ 


Publications Sales $3.00 per copy—Order #193 


1700 Eighteenth St., N.W Bill Me Check enclosed 
Washington, D.C. 20009 (Please Print) 


NAME 





ADDRESS 





CITY 











1174AJP 


A49 





You know what to expect: 


VERSATILITY 


For effective management of psychotic symptoms 
e thoroughly documented/widely researched 
e 18 dosage forms and strengths 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 





Indications 

Based on a review of this drug by the National 
Academy of Sciences— National Research 
Council and/or other information, FDA has 
classified the indications as follows: 

Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 

Probably effective: For the control of 
moderate to severe agitation, hyperactivity or 
aggressiveness in disturbed children. 

Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 





Final classification of the less-than-effective 
indications requires further investigation. 











Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 





Warnings: Avoid using in patients hypersensitive 
(e.g., blood dyscrasia, jaundice) to any pheno- 


thiazine. Caution patients about activities requir- 


ing alertness (e.g.. operating vehicles or 
machinery) especially during the first few days’ 
therapy. Avoid concomitant use with alcohol. 


©1967, 1968, 1969 SmithKline Corporation 


May counteract antihypertensive effect of 
guanethidine and related compounds. 

Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged 
extrapyramidal signs in newborn whose mothers 
had received chlorpromazine. 


Precautions: Use cautiously in persons with 
cardiovascular. liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of 
vomitus Is possible. May prolong or intensify the 
action of C.N.S. depressants, organophosphorus 
insecticides, heat. atropine and related drugs. 
(Reduce dosage of concomitant C.N.S. depres- 
sants.) Anticonvulsant action of barbiturates is 
not intensified. Antiemetic effect may mask signs 
of toxic drug overdosage or physical disorders. 
Discontinue high-dose. long-term therapy 
gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness. cholestatic 
jaundice, agranulocytosis, eosinophilia, leuko- 
penia, hemolytic anemia, thrombocytopenic 
purpura and pancytopenia: postural hypoten- 
sion, tachycardia, fainting, dizziness and, 
occasionally. a shock-like condition: reversal of 
epinephrine effects: EKG changes have been 
reported, but relationship to myocardial damage 
is not confirmed: neuromuscular (extrapyramidal) 
reactions: pseudo-parkinsonism, motor restless- 
ness, dystonias. persistent tardive dyskinesia, 


hyperreflexia in the newborn: psychotic symp- 
toms, catatonic-like states, cerebral edema; con- 
vulsive seizures: abnormality of the cerebrospinal 
fluid proteins; urticarial reactions and photo- 
sensitivity, exfoliative dermatitis, contact 
dermatitis: lactation and breast engorgement (in 
females on large doses), false positive pregnancy 
tests, amenorrhea, gynecomastia: hyperglycemia, 
hypoglycemia, glycosuria; dry mouth. nasal 
congestion, constipation, adynamic ileus, 
urinary retention, miosis, mydriasis: after pro- 
longed substantial doses, skin pigmentation, 
epithelial keratopathy. lenticular and corneal 
deposits and pigmentary retinopathy, visual 
impairment; mild fever (after large I.M. dosage); 
hyperpyrexia; increased appetite and weight; a 
systemic lupus erythematosus-like syndrome: 
peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported. but no causal relationship has been 
established 


Supplied: Tablets, 10 mg., 25 mg.. 50 mg.. 100 mg. 
and 200 mg., in bottles of 100 and Single Unit 
Packages of 100. Spansule9 capsules, 30 mg.. 75 
mg., 150 mg., 200 mg. and 300 mg.. in bottles of 
50 and Single Unit Packages of 100. Injection, 

25 mg./ml.: Syrup. 10 mg./5 ml.: Suppositories. 
25 mg. and 100 mg.: Concentrate, 30 mg./ ml. and 
100 mg./ ml. 





Smith Kline & French Laboratories 
Division of SmithKline Corporation. Philadelphia 


THORAZINE 


brand of CHLORPROMAZINE 30 me. of the HCI 
Thats no surprise. 


ASI 


NORPRAMIN 


(desipramine hydrochloride) 





when . 
depression is 
primary 





HELPS PROVIDE 


EARLY CONTROL 
OF DEPRESSIVE 
SYMPTOMS... 


nxiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
depression may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves. 


IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility 

Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication, 
(d) with a history of seizure disorder. 2. 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin* 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly 

Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 
verse effects occur. Norpramin* 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres- 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects, Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke. Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurologícal 
paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis, 
black tongue. Endocrine: gynecomastia; 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea 
headache and malaise 

Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug 
The principles of management of coma 
and shock by means of the mechanica! 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers 
If heart failure is imminent, digitalize 
promptly. 


Manufactured by LAKESIDE LABORATORIES 
Division of Colgate-Palmolive Company 








Distributed by 
LAKESIDE LABORATORIES, INC. 
Milwaukee, Wisconsir. 5320; 
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The TRIAVIL Potential 
in the management o 
moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to toke one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impoir alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


MSD 
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E 
Be 
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For a brief summary of prescribing 
information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
RIAVI ee perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


‘Triavil 4-25 


Each tablet contains 
4mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Aiso Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAO! drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
een reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial intarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
ing pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

if hypotension develops, epinephrine should not be employed, as 
its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. . 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvyno! 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. . 
Perphenazine: Side effects may be any of those reported with 


phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther 
apy or may occur after drug therapy with phenothiazines and relatec 
agents has been discontinued. The risk appears to be greater ir 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements ol 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move 
ments of the extremities sometimes occur. There is no known treat 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu 
ted, or dosage of the particular drug increased, or another drug sub 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor 
neal and lenticular pigmentation; occasional lassitude, muscle weak 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth 
mias; heart block; stroke. CNS and Neuromuscular: Confusiona 
states; disturbed concentration; disorientation; delusions; hallucina 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb 
ness, tingling, and paresthesias of the extremities; periphera 
neuropathy; incoordination; ataxia; tremors; seizures; alteration ir 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa 
tion; paralytic ileus; urinary retention; dilatation of urinary tract 
Allergic: Skin rash; urticaria; photosensitization; edema of face anc 
tongue. Hematologic: Bone marrow depression including agranulc 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas 
trointestinal: Nausea; epigastic distress; vomiting; anorexia 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue 
Endocrine: Testicular swelling and gynecomastia in the male; breas! 
enlargement and galactorrhea in the female; increased or decreasec 
libido; elevated or lowered blood sugar levels. Other: Dizziness 
weakness; fatigue; headache; weight gain or loss; increased perspi 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecie 
Withdrawal Symptoms: Abrupt cessation after prolonged administre 
tion may produce nausea, headache, and malaise. These are no 
indicative of addiction. 

OVERDOSAGE: Ali patients suspected of having taken an over 
dosage should be admitted to a hospital as soon as possible. Treal 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-8 mg of physostigmine salicylate has beer 
reported to reverse the symptoms of tricyclic antidepressant poison 
ing. On this basis, in severe overdosage with perphenazine-ami 
triptyline combinations, symptomatic treatment of centra 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD MSD 
Representative or see full Prescribing Information. MERCK 
Merck Sharp & Dohme, Division of Merck & Co., INC., ME ARP 
West Point, Pa. 19486. » DOHME 
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One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body's 
defense to fight off a disease natu- 
rally. 

Dramatic research in this di- 





A shot against ca 


rection is going on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn’t you feel good knowing 


American Cancer Society 


THIS SPACE CONTRIBUTED BY THE PUBLISHER AS A PUBLIC SERVICE. 
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ncer? 


you contributed to the research ? 

Feel good. 

Please contribute. Your dollars 
will help further a// our cancer 
research. 

We want to wipe out cancer in 
your lifetime. 











What a difference 
a day can make 


Your counsel and reassur- 
ance — and Ritalin. 

A logical first step in treat- 
ing mild depression; and often 
all that’s needed to bring quick 
symptomatic relief. 

Indeed, your patient may 
begin to feel better within hours 
—her spirits boosted, her mood 
brightened. A single prescrip- 
tion may be all that’s needed. 

Ritalin is usually well toler- 
ated even by older or convales- 
cent patients. Note, however, 
that it is not indicated in the 
more severe depressions. 

But whenever depression is 
mild, think of Ritalin—so your 
patient has a better chance of 
waking up to a brighter 
tomorrow. 

Ritalin® hydrochloride © 


(methylphenidate hydrochloride) 
TABLETS 





INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
“Possibly” effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (je, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 


*This drug has been evaluated as possibly effective for this indication. See brief prescribing information. 





Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, desi- 
pramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 


~ 
Drug Dependence 
Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient's basic 
personality disturbances. 











PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 





ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 
the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 
dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meals. Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. In 
others, 10 to 15 mg daily will be adequate. The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 

CIBA Pharmaceutical Company 

Division of CIBA-GEIGY Corporation 

Summit, New Jersey 07901 2/4881 ! 


Ritalin 
(methylphenidate) 


acts quickly to relieve symptoms 
in mild depression 


CIBA 
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Ask a schizophrenic 
what he sees. 


We cant predict what his answer will be. 
But it's likely to reflect his own bizarre view 
of the world. 

Serentil"(mesoridazine) can help the 
patient see through to reality. Serentil 
substantially reduces the severity of 
conceptual disorganization, hallucinatory 
behavior, emotional withdrawal, anxiety, 
tension, suspiciousness and blunted affect 
in schizophrenic patients. 

As with other phenothiazines, patients 
refractory to previous medication may 
respond to Serentil. 

Serentil is available in tablet, concen- 
trate and I.M. forms. 

In prescribing Serentil, observe the 
same precautions as with other pheno- 
thiazines, including awareness of all adverse 
reactions observed with them. 


Side effects are usually mild or moderate. 


Except for tremor and rigidity, adverse 
reactions are usually found in patients 
receiving high doses early in treatment. 


Low incidence of Parkinson's syndrome. 


Drowsiness and hypotension are the most 
prevalent side effects encountered. 


Please see next page for a brief summary of the prescribing 
information, including contraindications and adverse reactions. 





Serentil - 
(mesoridazine) 


as the besylate 


Remarkably low incidence 
of adverse reactions 

when compared with other 
phenothiazine compounds 


AN 
ull 


BOEHRINGER 
INGELHEIM 


Boehringer 
Ingelheim 


Boehringer Ingelheim Ltd. 
Elmsford, N. Y. 10523 
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Remarkably low incidence 
of adverse reactions 

when compared with other 
phenothiazine compounds 


Indication: Schizophrenia. 


Contraindications: Severe central nervous system depression, 
comatose states and hypersensitivity to the drug. 


Warnings: Administer cautiously and increase dosage gradually 
to patients participating in activities requiring complete mental 
alertness (e.g., driving). The safety of this drug in pregnancy has 
not been established; hence it should be given only when the 
anticipated benefits exceed the possible risk to mother and fetus. 
Not recommended for use in children under 12 years of age since 
safe conditions for this use have not been established. Pheno- 
thiazines are capable of potentiating central nervous System 
depressants (e.g., anesthetics, opiates, alcohol, etc.) as well as 
atropine and phosphorus insecticides. 


Precautions: Ocular changes have been seen with other pheno- 
thiazines but, to date, have not been related to mesoridazine. 
Because of possible hypotensive effects, reserve parenteral 
administration for bedfast patients or acute ambulatory cases, 
and keep patient lying down for at least one-half hour after 
injection. Leukopenia and/or agranulocytosis have been attrib- 
uted to phenothiazine therapy. A single case of transient gran- 
ulocytopenia has been associated with mesoridazine. Patients 
receiving anticonvulsant medication should be continued on that 
regimen while receiving mesoridazine to prevent possible con- 
vulsive seizures. As with most medicatons, the dosage of 
mesoridazine should be adjusted to the needs of the individual 
and the lowest effective dosage should always be used. 


Adverse Reactions: Mesoridazine has demonstrated a remark- 
ably low incidence of adverse reactions compared with other 
phenothiazine compounds. Drowsiness, Parkinson's syndrome, 
dizziness, weakness, tremor, restlessness, ataxia, dystonia, 
rigidity, slurring, akathisia, motoric reactions (opisthotonos). Dry 
mouth, nausea and vomiting, fainting, stuffy nose, photophobia, 
constipation and blurred vision have occurred. Inhibition of 
ejaculation, impotence, enuresis, incontinence. Itching, rash, 
hypertrophic papillae of the tongue and angioneurotic edema. 
Hypotension, tachycardia, EKG changes. The following reactions 
have occurred with phenothiazines and should be considered: 
miosis, obstipation, anorexia, paralytic ileus. Erythema, exfoli- 
ative dermatitis, contact dermatitis. Agranulocytosis, leukopenia, 
eosinophilia, thrombocytopenia, anemia, aplastic anemia, 
pancytopenia. Fever, laryngeal edema, angioneurotic edema, 
asthma. Jaundice, biliary stasis. Changes in terminal portion of 
the EKG, including prolongation of the Q-T interval, lowering 
and inversion of the T wave and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with 
phenothiazines, including mesoridazine. These appear to be 


Serentil 


mesoridazine) 


as the besylate 


Tablets—10, 25, 50 and 100 mg 
Concentrate—25 mg /cc 
Ampuls—1 cc (25 mg) 


A62 


Tablet 


Concentrate 
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reversible and due to altered repolarization, not myocardial 
damage. While there is no evidence that these changes are in any 
way precursors of any significant disturbance of cardiac rhythm, 
several sudden and unexpected deaths apparently due to cardiac 
arrest have occurred in patients showing characteristic electro- 
cardiographic changes while taking the drug. While proposed, 
periodic electrocardiograms would appear to be of questionable 
value as a predictive device. Hypotension, rarely resulting in 
cardiac arrest has also been noted. Akathisia, agitation, motor 
restlessness, dystonic reactions, trismus, torticollis, opisthotonos, 
oculogyric crises, tremor, muscular rigidity, akinesia. 


As with all antipsychotics, tardive dyskinesia may appear on 
long-term therapy or after long-term therapy is discontinued. 
Risks seem to be greater in elderly patients on high dose therapy, 
especially females. Discontinue all antipsychotic agents if the 
symptoms of tardive dyskinesia syndrome appear. (See full 
prescribing information for description of the symptoms of the 
tardive dyskinesia syndrome). 


Menstrual irregularities, altered libido, gynecomastia, lactation, 
weight gain, edema, false positive pregnancy tests. Retention, 
incontinence. Hyperpyrexia, behavioral effects suggestive of a 
paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses and toxic confusional states, Following 
long-term therapy, a peculiar skin-eye syndrome marked by 
progressive pigmentation of areas of the skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and cornea. 
Systemic lupus erythematosus-like syndrome. 


How Supplied: Tablets: 10 mg., 25 mg., 50 mg. and 100 mg. 
mesoridazine (as the besylate); bottles of 100. Ampuls: 1 cc. [25 
mg. mesoridazine (as the besylate).] Inactive ingredients: 
disodium edetate, U.S.P., 0.5 mg.; sodium chloride, U.S.P., 7.2 
mg.; carbon dioxide gas (bone dry) q.s.; water for injection, 
U.S.P., q.s. to 1 cc.; boxes of 20 and 100. Concentrate: 25 mg. 
mesoridazine (as the besylate) per cc. Amber glass bottles of 

4 fl. oz. (163A 1/74) 


For complete details, please see the full prescribing information. 
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Boehringer Ingelheim 
Boehringer Ingelheim Ltd. 
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THE WORST HANDICAP OF ALL? 


& 
m There are seven million handicapped children in America 
eing eprive They need special education to develop their full potential 
as people. And they have a right to that education 


@ 
of the rl hf Yet less than half the children who need special education 
are getting it. 
fo edi ication For information about special education for handicapped 
children — or for help — write: 


CLOSER LGDK, BOX 1492, WASHINGTON, D.C. 20013 


U.S. Department of Health, Education & Welfare, U.S. Office of Education, Bureau of Education for the Handicapped 
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ELAVIL 


(AMITRIPTYLINE HCI|MSD) 
useful in many 
therapeutic settings 


In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 
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In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 


In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardial infarction, in patients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per m! 


ELAVIL 
(AMITRIPTYLINE HCI | MSD) 


For a brief summary of prescribing information, please see following page. 
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ELAVIL 


(AMITRIPTYLINE HCI | MSD} 


dosage forms for differing 


patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
fe) generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 mi) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously: with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in.pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HC! may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Usa cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Mote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CAS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/lergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric. distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCl, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed infarmation, consult your MSO representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 


in the treatment of clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCI! MSD) 


Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activity therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today’s emotionally disturbed youth. Patients attend ac- 


credited Kradwell High School on the grounds... excel- 
lent teaching staff... credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


units of MILWAUKEE SANITARIUM FOUNDATION 


For information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 





The pen The men and women who believe it is—members of 
a remarkable group called the American Medical Writers 
Association, or AMWA —are in a good position to know 

many of them wield bosh. 


„mightier kl explosion 
than the the laboratory or opera 


And it doesn't take : 


Not that they propose to substitute honeyed words 
lical skill. What AMWA does say is that today's 
explosion in 







lical science has made con 





t as essential as skill in 







all 
portance of clear medical communications will. if. any- 
SCa pe e thing, grow in the future 
To achieve that end, AMWA dedicates its energies 
and its efforts. And has, since it was formed 31 years ago 
with only 27 members 
Since then, thousands more medical writers. editors 





publishers. pharmaceutical 





ducers. researchers, and clinicians have h 


ators to meet each other and 
and interests. And by pro 


ducing a professional journal that will spearhead new 


all t sdical com 
discuss their mutual proble 
techniques in medical munications. 

n, AMWA wants you. You can 
vet more information just by writing to: Executive Sec 
retary, American Medical Writers Association. 9650 Rock 
ville Pike. Bethesda, Maryland 20014 

Remember...they also serve who sit and write 


kot PESE AMERICAN 
MEDICAL 
WRITERS 
ASSOCIATION 






If you share this 




















PSYCHIATRISTS ... 


Board eligible and board certified to 
fashion positions within innovative 
programs. Positions in the Triage- 
Crisis Intervention Program, Acute 
Psychiatry Program and Intermediate 
Psychiatry Program, Out-patient 
Psychiatry Program, Research and 
formal teaching opportunities are 
available. Medical school affiliation with 
medical students and residents training 
within each program. Salaries from 
$28,287 to $34,827 based upon 
qualifications. No discrimination in 
employment. 


Apply to: Chief of Psychiatry 
VA Hospital 
Downey, Illinois 60064 






VA HOSPITAL 
MURFREESBORO, TENNESSEE 


Has opening for a Staff Physician on the Psychiatric 
Service. Board Certified or Board Eligible Psychiatrist 
preferred but not required. This hopsital has 435 psy- 
chiatric and 477 medical beds and a 48-bed Nursing 
Home Care Unit. Complete medical staff of Allied 
Medical Services include laboratory, radiology, social 
work, psychology, etc. Scheduled tour of duty 40 
hours per week; 30 days annual leave and 15 days 
sick leave per year. Liberal health and life insurance 
benefits. Salary depends on qualifications but ranges 
from $29,903 to $32,031. Current license and registra- 
tion in a State, Territory, or Commonwealth of the 
United States or District of Columbia required. Non- 
discrimination in employment. 


Community of Murfreesboro has a population of ap- 
proximately 30,000 and is located 30 miles south of 
Nashville in beautiful Middle Tennessee. Middle 
Tennessee State University and two new high schools 
add to the appeal of the community. Nearby medical 
school provides opportunity for continuing 
professional education. Mild climate and abundant 
outdoor recreational activities. 


If interested, write Dr. John T. Mason, Hospital Direc- 
tor, VA Hospital, Murfreesboro, Tennessee 37130, or 
call collect telephone number 615-893-1360, Ext. 365. 
All inquiries kept in strict confidence. Preemployment 
interview and moving expenses paid. 
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IVIay ennance other 
efforts intreating 


ONLY WHEN MEDICATION IS INDICATED 
e e 
Ritalin 


(methylphenidate 









Ritalin of proven value when used as out prior seizures; with or without prior EEG abnormalities, even in 


absence of seizures. Safe concomitant use of anticonvulsants and 


af” 3 re on ad YOR 4 itali i à i , Ritalin should be 

part of a complete therapeutic and 1 emedial Ritalin has not been MOM H Pu p tali i E 
/ WY, "py U tiously in patients wit ertension. Blood pressure shou 
MBD pi 0g? am E Pots Dic interrels in all patients taking Ritalin, 


More than a decade of clinical experience ^ especially those with hypertension. 


Drug Interactions 


shows that Ritalin helps improve ratings of Risin may decrease she lsh Vado mvs: Rara 


inv V z inhibi t ti f ti ulants, anticonvulsants 
behavior, attentiveness, performance IQ, motor inhibiting meta cer penyinydantoin, primidone), phenylbutazone, 


* 1vi 1 ile i ic i imi i desi ine}. D rd 
control, and speech productivity in children Pee MO iat args trey oa requred PUB NER. 
with Minimal Brain Dysfunction (MBD).° concomitantly with Ritalin. 


Usage in Pregnancy 


Currently a drug of choice in many MBD Adequate animal reproduction studies to establish safe use of 


Ritalin during pregnancy have not been conducted. Therefore, until 


situations; Ritalin ean play an important part more information is available, Ritalin shouid not be prescribed for 


women of childbearing age unless, in the opinion of the physician, 








in the total rehabilitation program of the the potential benefits outweigh the possible risks. 
MBD child. And proper management 1s essen- Oise Deser dence 
: gs ate rug : > i 
tial to the overall (educational, social, and emo- a a alme Ato ie ansere Bor | 
tional) development of the child’s potential. alcoholigm, because such patients may increase dosage on their 
Dosage should be periodically inter- Chronically abusive use can lead too abnormal behavior 
= ` psychic dependence wi rying j 
j res i ; 2 ic epi ; especially with parenteral 
rupted in the presence of improved motor | abuse, Careful s servis wie require diurna brug wi ndra "o i 
coordination and behavior i Often, these inter ü SUA can be unmasked: Long-term follow-up may be required 
ruptions reveal that the child’s behavior because of the patient's basic personality disturbances. 








shows some "stabilization" PRECAUTIONS E 

even without chemotherapy, d i E discontinue teray M necessary. 

permitting a reduction in arg advised during prolonged therapy. pounts 

dosage and eventual discon- Nervousness and insomnia are the most common 

tinuance of drug therapy. adverse reactions but are usually controlled by 
Of course, Ritalin is not 

indicated for childhood per- 

sonality and behavioral dis- 


reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
orders not associated with 
MBD. 


hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 





References __ lished, the following have been reported in 

1, Knobel M: Arch Gen Psychiatry 6:198-202, 1962. patients taking this drug: leukopenia and/or anemia; a few instances 

2. Knights RM, Hinton GG: J Nerv Ment Dis 148:643-653, 1969. of scalp hair loss, ] j . : 

3. Creager RO, VanRiper C: J Speech Hear Res 10:623-628, 1967. in children, loss of appetite, abdominal pain, weight loss during 

4. rene JS: Paper presented at the Annual Meeting of the American prolonged therapy, insomnia, and tachycardia may occur more 
Psychiatric Association, Boston, May 13-17, 1968. frequently; however, any of the other adverse reactions listed above 

5. Conners CK: Pediatrics 49:702-708, 1972. may also occur. 

6. Charlton MH: NY State J Med 16:2058-2060, 1972. DOSAGE AND ADMINISTRATION 


Children with Minimal Brain Dysfunction (6 years and over) 
Start with small doses (eg, 5 mg before breakfast and lunch) with 


italin i Ge radual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
Ritalin hydrochloride € A t not recommended. If improvement is not observed after appro- 
(methylphenidate hydrochloride) priate dosage adjustment over a one-month period, the drug should 
TABLETS be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 

INDICATION occur, reduce dosage, or, if necessary, discontinue the drug. 
Minimal Brain Dysfunction in Children—as adjunctive therapy to Ritalin should be periodically discontinued to assess the child's 
other remedial measures (psychological, educational, social) condition. Improvement may be sustained when the drug is either 
Special Diagnostic Considerations temporarily or permanently discontinued. 
Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, Drug treatment should not and need not be indefinite and usually 
and there is no single diagnostic test. Adequate diagnosis requires may be discontinued after puberty. 
the use not only of medical but of special psychological, educational, HOW SUPPLIED 
and social resources. : Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 
Characteristics commonly reported include: chronic history of short Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
attention span, distractibility, emotional lability, impulsivity, and Accu-pak blister units of 100. 


moderate to severe hyperactivity; minor neurological signs and , Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 
abnormal EEG. Learning may or may not be impaired. The diagnosis i 
of MBD must be based upon a complete history and evaluation of 


the child and not solely on the presence of one or more of these Consult complete product literature before prescribing. 
characteristics. . 

Drug treatment is not indicated for all children with MBD. Stimulants CIBA Pharmaceutical Company 

are not intended for use in the child who exhibits symptoms second- Division of CIBA-GEIGY Corporation 

ary to environmental factors and/or primary psychiatric disorders, Summit, New Jersey 07901 2; 17 





including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 


medication will gepeng upon ne poysician $ assessment of the Rit be e s 

chronicity and severity o e child's symptoms. I a In ] ) 

CONTRAINDICATIONS x methy Iphenidate 
arked anxiety, tension, and agitation, since Ritalin may aggravate 

these symptoms. Also contraindicated in patients known to be ONLY WHEN MEDICATION IS INDICATED 

hypersensitive to the drug and in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six years, since safety 

and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 

children with minimal brain dysfunction are not yet available. 

Although a causal relationship has not been established, suppression 

of growth (ie, weight gain and/or height) has been reported with 

long-term use of stimulants in children. Therefore, children requiring 

long-term therapy should be carefully monitored. 

Ritalin should not be used for severe depression of either exogenous 

or endogenous origin or for the prevention of normal fatigue states. 


Ritalin may tower the convulsive threshold in patients with or with- 


CIBA 
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Not every anxious,"blue” patient 
is acandidate for 
Adapin (doxepin HCl) therapy 


How to maximize the effectiveness of 
Adapin (doxepin HCl) in your management 
of anxiety/depression 





Choose the candidates 
who identify themselves 


Put the major side-effect 
to work for you 


Put them at ease 
with their therapy 


To maximize effect; 
you must first prescribe 


Individualize dosage 
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Prescribing Information: 


ADAPIN 


Doxepin HC! 





DESCRIPTION 

Adapin (doxepin HCl) is an isomeric mixture of N, 
N-dimethyl-dibenz(b.e) | oxepin- Att, y propylamine 
hydrochloride. 


o, 
ES i EN 
-- P M 
i ^0, 
CHCH,CH:N nei 
CH, 


ACTIONS 

Adapin has a variety of pharmacological actions with 
its predominant action on the central nervous system. 
While its mechanism of action is not known. studies 
have demonstrated that it is neither a monoamine 
oxidase inhibitor nor a primary stimulant of the cen- 
tral nervous system. 


INDICATIONS 

In controlled clinical evaluations, Adapin has shown 
marked antianxiety and significant antidepres- 
sant effects. Adapin has been found to be well toler- 
ated even in elderly patients. 


Adapin is indicated for the treatment of patients with: 
l. Psychoneurotic anxiety and/or depressive 
reactions. 
. Mixed symptoms of anxiety and depression. 
3. Anxiety and/or depression associated with alco- 
holism. 
Anxiety associated with organic disease, 
5. Psychotic depressive disorders including involu- 
tional depression and manic-depressive reactions. 
Target symptoms of psychoneurosis that respond par- 
ticularly well to Adapin include: anxiety, tension. 
depression, somatic symptoms and concerns, insomnia, 
guilt. lack of energy, fear. apprehension and worry. 
Because Adapin provides antidepressant as well as 
antianxiety effects, it is of particular value in patients 
in whom anxiety masks depression. Patients who have 
not responded to other antianxiety or antidepressant 
drugs may benefit from Adapin. 
in a large series of patients systematically observed 
for withdrawal symptoms, none were reported ~ a 
finding which is consistent with the virtual absence of 
euphoria as a side effect and the lack of addictive 
potential characteristic of this type of chemical com- 
pound, 


CONTRAINDICATIONS 

Because Adapin has an anticholinergic effect, it is 
contraindicated in patients with glaucoma or a tendency 
toward urinary retention. 

Use of Adapin is contraindicated in patients who 
have been found hypersensitive to it. 


WARNINGS 

Usage in Pregnancy — Adapin has not been eval- 
uated in pregnant patients. Therefore, it should not be 
used during pregnancy unless, in the judgment of the 
physician, it is essential to the welfare of the patient. 


In animal reproduction studies of Adapin, gross and 
microscopic examination of the offspring gave no evi- 
dence of drug-related teratogenic effects. Following 
doses of up to 25 mg/kg/day for 8 to 9 months, no 
changes were observed in the number of live births, 
litter „or lactation. A decreased rate of conception 
was observed when male rats were given 25 mg/kg/ 
day for prolonged periods — an effect which has oc- 
curred with other psychotropic drugs and has been 
attributed to drug effect on the central and/or auto- 
nomic nervous systems. 





Usage in Children — The use of Adapin in children 
under 12 vears of age is not recommended, because 
safe conditions for its use have not been established. 


MAO Inhibitors - Serious side effects and even 
death have been reported following the concomitant 
use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two 
weeks prior to the cautious initiation of therapy with 
Adapin. The exact length of time may vary and is 
dependent upon the particular. MAO inhibitor being 
used, the length of time it has been administered, and 
the dosage involved. 


PRECAUTIONS 

Drowsiness may occur with Adapin (doxepin HCH; 
therefore patients should be warned of its possible 
occurrence and cautioned against driving a motor ve- 
hicle or operating hazardous machinery while taking 
the drug 


Patients should also be cautioned that the effects of 
alcoholic beverages may be increased. 

Since suicide is an inherent risk in depressed patients 
and remains a risk through the initial phases of im- 
provement, depressed patients should be closely 
supervised. 

Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking la- 
tent psychotic symptoms should be kept in mind 








Compounds structurally related to Adapin can block 
the effects of guanethidine and similarly acting com- 
pounds. However, at the usual clinical dosages, 75 mg 
to 150 mg. per day, Adapin has been given concom- 
itantly with guanethidine without blocking its anti- 
hypertensive effect. But at dosages of 300 mg. per day 
ot higher. Adapin has exerted a significant blocking 
effect. 

Adapin, like other structurally related psychotropic 
drugs, potentiates norepinephrine response in animals. 
But this effect has not been observed with Adapin 
in humans, which is in accord with the low incidence 
of tachycardia reported clinically. 


ADVERSE REACTIONS 

Anticholinergic Effects: Dry mouth, blurred vision 
and constipation have been reported. These ate usually 
mild, and often subside as therapy is continued or 
dosage reduced. 


Central Nervous System Effects: Drowsiness has 
been observed. lt usually occurs early in the course of 
therapy and tends to subside as therapy continues. (See 
Dosage and Administration section.) 


Cardiovascular Effects: Tachycardia and hypotension 
have been reported infrequently. 


Other infrequently reported adverse effects include 
extrapyramidal symptoms, gastrointestinal reactions, 
secretory effects (such as increased sweating), weak- 
ness, dizziness, fatigue weight gain, edema, paresthesias, 
flushing, chills, tinnitus, photophobia, decreased libido. 
rash, and pruritus. 


DOSAGE AND ADMINISTRATION 

In most patients with mild to moderate anxiety 
and/or depression: 10 mg. to 25 mg. tid. to start. 
A starting dosage of 10 mg. t.i.d. for a period of four 
days may reduce the initial drowsiness experienced 
by some patients, and may be tried in cases where 
drowsiness is clinically undesirable. Decrease or in- 
crease the dosage at appropriate intervals according to 
individual response. Usual optimum dosage is 75 mg. 
ta 150 mg. per day. 

In some patients with mild symptomatology or 
emotional symptoms accompanying organic disease, 
dosage as low as 25 mg. to 50 mg. per day has pro- 
vided effective control. 

In more severe anxiety and/or depression: 50 
mg. tid. may be required to start — if necessary, grad- 
ually increase to 300 mg. per day. Additional effective- 
ness is rarely obtained by exceeding 300 mg. per day 

















Although optimal antidepressant response may not be 
evident for two to three weeks, antianxiety activity is 
rapidly apparent. 


OVERDOSAGE 

Symptoms ~ An increase of any of the reported ad- 
verse reactions, primarily excesssive sedation and anti- 
cholinergic effects such as blurred vision and 
dry mouth. Other effects may be: pronounced tachy- 
cardia, hypotension and extrapyramidal symptoms. 
Treatment — Essentially symptomatic; supportive ther- 
apy in the case of hypotension and excessive sedation. 


HOW SUPPLIED 

Each capsule contains doxepin, as the hydrochlori 
10 mg. (NDC 18-356-71) and 25 mg. (NDC 18-357- 
capsules in bottles of 100, and 50 mg. (NDC 18-358- 
65) capsules in boules of 50 


X MENNWALT 


Pennwalt Prescription Products 
Pharmaceutical! Division 
Pennwalt Corporation 
Rochester, New York 14623 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 

AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 




























FORMER ADDRESS: 





PASTELABEL HERE 


NEW ADDRESS and/or NAME: 
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DEPARTMENT 





ORGANIZATION 





STREET 





CITY 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 

Washington, D.C. 20009 








A74 












exPS 


2 


SX 
SPENT 





SX 
eS D 


ime (HOURS) 


A new way 


to look at insomnia 


“I have trouble sleeping" means different things in different insomnia 
patients. If the patient is a young adult, he probably means he has 
trouble falling asleep. If he’s over 50, chances are his complaint refers 
to early morning awakenings, or frequent wake periods during the night! 

Physiologic tracings in the sleep research laboratory can 
objectify these patient complaints. Illustrated is a composite "land- 
scape" of the sleep problems most typical among young and 
older adults. 

In this new technique of graphing wake periods and sleep stages, 
the width of each pyramid base shows duration; position of pyramid 
shows hour of occurrence; and height indicates percent-of-the-night 
occupied by each distinct period. The first pyramid on the left shows 
difficulty falling asleep and the middle pyramids, frequent awakenings. 
The large pyramid at the end of the "landscape" illustrates early 
morning awakening. 

When your patient's complaint of "trouble sleeping" is confirmed 
by a diagnosis of insomnia — transient or recurring — the need for a 
sleep medication may be answered by Dalmane (flurazepam HCl). 


Dalmane (flurazepam HCl) is useful 
in the patient with trouble falling asleep, 
staying asleep, sleeping long enough... 


In sleep research laboratory? and other clinical studies”? Dalmane has 
been proven effective in both inducing and maintaining sleep. It induces 
sleep rapidly, within 17 minutes, on average; decreases number of nocturnal 


awakenings and total time awake; and provides 7 to 8 hours of sleep, on 
average, without repeating dosage during the night** 


It's consistently effective over 


2,6,7,9,12 


multiple nights of therapy... 


Dalmane has been shown to be consistently 
effective even during consecutive nights of 
administration. Thus, there is little likelihood for 
the need to increase dosage to maintain 
therapeutic effect. 


u seldom 


9911-13 


It’s relatively safe, 
resulting in “hang-over 


A benzodiazepine, Dalmane (flurazepam HCI) is 
generally well tolerated; morning "hang-over" has 
been relatively infrequent. In elderly and debilitated 
patients, initial dosage should be limited to 15 mg 
to preclude oversedation, dizziness and/or ataxia. 
An added benefit: Dalmane and warfarin may be 
used concurrently without risk of unacceptable 
fluctuation in prothrombin time! ^ 


ROCHE > 


When 


restful sleep 
is indicated 


Dalmane 
(flurazepam HCl) 


One 30-mg capsule h.s. — usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s. — initial dosage for 
elderly or debilitated patients. 





Please see following page for summary of 
Complete Product Information. 
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when 
restful slee 
Is indicate 


Dalmane 
(flurazepam HCl) 





@ induces sleep within 17 
minutes, on average 

@ reduces nighttime 
awakenings 

€ provides 7 to 8 hours 
of sleep, on average, 
without repeating dosage 
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Before prescribing Dalmane (flurazepam 
HCI), please consult Complete Product 
Information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 


salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
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Anewway  — 
to look at insomnia 


“I have trouble sleeping" means different things in different insomnia 
patients. If the patient is a young adult, he probably means he has 
trouble falling asleep. If he's over 50, chances are his complaint refers 
to early morning awakenings, or frequent wake periods during the night? 

Physiologic tracings in the sleep research laboratory can 
objectify these patient complaints. Illustrated is a composite “land- 
scape” of the sleep problems most typical among young and 
older adults. 

In this new technique of graphing wake periods and sleep stages, 
the width of each pyramid base shows duration: position of pyramid 
shows hour of occurrence; and height indicates percent-of-the-night 
occupied by each distinct period. The first pyramid on the left shows 
difficulty falling asleep and the middle pyramids, frequent awakenings. 
The large pyramid at the end of the “landscape” illustrates early 
morning awakening. 

When your patient’s complaint of “trouble sleeping” is confirmed 
by a diagnosis of insomnia—transient or recurring — the need for a 
sleep medication may be answered by Dalmane (flurazepam HCl). 


Dalmane (flurazepam HCl) is useful 
in the patient with trouble falling asleep, 
staying asleep, sleeping long enough... 


In sleep research laboratory” *and other clinical studies? ? Dalmane has 
been proven effective in both inducing and maintaining sleep. It induces 
sleep rapidly, within 17 minutes, on average; decreases number of nocturnal 
awakenings and total time awake; and provides 7 to 8 hours of sleep, on 
average, without repeating dosage during the night*° sige m 






It’s consistently effective over 


2,6,7,9,12 


multiple nights of therapy... 


Dalmane has been shown to be consistently 
effective even during consecutive nights of 


administration. Thus, there is little likelihood for 


— restful sleep 
It's relatively safe," seldom 1S indicated 


resulting in ^hang-over""" 

A benzodiazepine, Dalmane (flurazepam HCl) is Dalmane 

generally well tolerated; morning “hang-over” has 

been relatively infrequent. In elderly and debilitated 

patients, initial dosage should be limited to 15 mg (flurazepam HCI) 

to preclude oversedation, dizziness and/or ataxia. 

An added benefit: Dalmane and warfarin may be One 30-mg capsule h.s. — usual adult dosage 
(15 mg may suffice in some patients). 


used concurrently without risk of unacceptable One 15-mg capsule h.s.— initial dosage for 


fluctuation in prothrombin time! * elderly or debilitated patients. 


Please see following page for summary of 
Complete Product Information. 
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when 
restful F 
1S Indicate 


Dalmane 
('urazepam HCI) 





e induces sleep within 17 
minutes, on average 

@ reduces nighttime 
awakenings 

€ provides 7 to 8 hours 
of sleep, on average, 
without repeating dosage 
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Before prescribing Dalmane ( flurazepam 
HCI), please consult Complete Product 
Information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits: and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., Operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 


salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances, 
Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 


30 mg flurazepam HCI. 
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You ARE INVITED 
to send for a 
free, illustrated 
brochure which 
explains how 
your book can 
be published, 
promoted and 
marketed, 


To the 

author 
in search of 
a publisher 


Whether your subject is fiction, 
non-fiction or poetry, scientific, 
scholarly, specialized (even con- 
troversial) this handsome 52- 
page brochure will show you how 
to arrange 
for prompt 
ublica- 















Unpublished 
authors, espe- 
cially, will find 
this booklet val- 
uable and in- 
copy, or more 





formative. For your free 
information, write to: 

Vantage Press, Inc., Dept. Y-79 
516 W. 34 St., New York, N. Y. 10001 
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FIRST 
INTERNATIONAL SYMPOSIUM 
AND WORKSHOP 
On: SHORT-TERM DYNAMIC 
PSYCHOTHERAPY 


Sponsored by: 
THE SHORT-TERM PSYCHOTHERAPY UNIT 
of the 
DEPARTMENT OF PSYCHIATRY, 
THE MONTREAL GENERAL HOSPITAL 
and the 
DEPARTMENT OF PSYCHIATRY, 


McGILL UNIVERSITY 


With the participation of: 
Dr. Peter Sifneos, Professor of Psychiatry 
Harvard Medical School 
Boston 
Consultant 
Tavistock Clinic 
London, England 


To be held in MONTREAL, QUEBEC, CANADA 
MARCH 19-22, 1975 


Dr. David Malan, 


For intormation and application forms, please write: 
Dr. H. Davanloo 

Department of Psychiatry 

The Montreal General Hospital 
1650 Cedar Avenue 

Montreal H3G 1A4 

Quebec, Canada 


The American Journal of Psychiatry 


will feature 


e Defining Borderline 


Patients: An Overview 


by John G. Gunderson and Margaret T. Singer 





Ask a schizophrenic 
what he sees. 


We can't predict what his answer will be. 
But it’s likely to reflect his own bizarre view 
of the world. 

Serentil® (mesoridazine) can help the 
patient see through to reality. Serentil 
substantially reduces the severity of 
conceptual disorganization, hallucinatory 
behavior, emotional withdrawal, anxiety, 


tension, suspiciousness and blunted affect "gc 
in schizophrenic patients. 
As with other phenothiazines, patients 


refractory to previous medication may 


een dio ale in tablet, concen- (m esoridazine) 


trate and I.M. forms. 

In prescribing Serentil, observe the 
same precautions as with other pheno- aS the besylate 
thiazines, including awareness of all adverse 


reactions observed with them. Remarkably low incidence 
e cdlubc DD QUAM MU iut QUE NE : 

Side effects are usually mild or moderate. of adverse reactions 
e a eec ÁÁÁ when compared with other 
Except for tremor and rigidity, adverse phenothiazine compounds 


reactions are usually found in patients 
receiving high doses early in treatment. 


ae 


Low incidence of Parkinson's syndrome. 


NN $$ 


Drowsiness and hypotension are the most 
prevalent side effects encountered. 


NN 


Boehringer 
Ingelheim 
Please see next page for a brief summary of the prescribing Boehringer Ingelheim Ltd. 
information, including contraindications and adverse reactions. Elmsford, N. Y. 10523 


All 


Remarkably low incidence 
of adverse reactions 

when compared with other 
phenothiazine Compounds 


Indication: Schizophrenia. 


Contraindications: Severe central nervous system depression, 
comatose states and hypersensitivity to the drug. 


Warnings: Administer cautiously and increase dosage gradually 
to patients participating in activities requiring complete mental 
alertness (e.g., driving). The safety of this drug in pregnancy has 
not been established; hence it should be given only when the 
anticipated benefits exceed the possible risk to mother and fetus. 
Not recommended for use in children under 12 years of age since 
safe conditions for this use have not been established. Pheno- 
thiazines are capable of potentiating central nervous System 
depressants (e.g., anesthetics, opiates, alcohol, etc.) as well as 
atropine and phosphorus insecticides. 


Precautions: Ocular changes have been seen with other pheno- 
thiazines but, to date, have not been related to mesoridazine. 
Because of possible hypotensive effects, reserve parenteral 
administration for bedfast patients or acute ambulatory cases, 
and keep patient lying down for at least one-half hour after 
injection. Leukopenia and/or agranulocytosis have been attrib- 
uted to phenothiazine therapy. A single case of transient gran- 
ulocytopenia has been associated with mesoridazine. Patients 
receiving anticonvulsant medication should be continued on that 
regimen while receiving mesoridazine to prevent possible con- 
vulsive seizures. As with most medicatons, the dosage of 
mesoridazine should be adjusted to the needs of the individual 
and the lowest effective dosage should always be used. 


Adverse Reactions: Mesoridazine has demonstrated a remark- 
ably low incidence of adverse reactions compared with other 
phenothiazine compounds. Drowsiness, Parkinson's syndrome, 
dizziness, weakness, tremor, restlessness, ataxia, dystonia, 
rigidity, slurring, akathisia, motoric reactions (opisthotonos). Dry 
mouth, nausea and vomiting, fainting, stuffy nose, photophobia, 
constipation and blurred vision have occurred. Inhibition of 
ejaculation, impotence, enuresis, incontinence. Itching, rash, 
hypertrophic papillae of the tongue and angioneurotic edema. 
Hypotension, tachycardia, EKG changes. The following reactions 
have occurred with phenothiazines and should be considered: 
miosis, obstipation, anorexia, paralytic ileus. Erythema, exfoli- 
ative dermatitis, contact dermatitis. Agranulocytosis, leukopenia, 
eosinophilia, thrombocytopenia, anemia, aplastic anemia, 
pancytopenia. Fever, laryngeal edema, angioneurotic edema, 
asthma. Jaundice, biliary stasis. Changes in terminal portion of 
the EKG, including prolongation of the Q-T interval, lowering 
and inversion of the T wave and appearance of a wave tentatively 
identified as a bifid T or aU wave have been observed with 
phenothiazines, including mesoridazine. These appear to be 


Serentil 


mesoridazine) 


as the besylate 


® 





Tablets—10, 25, 50 and 100 mg 
Concentrate—25 mg /cc 
Ampuls—1 cc (25 mg) 


Al2 


Tablet 


Concentrate 


nmm 





reversible and due to altered repolarization, not myocardial 
damage. While there is no evidence that these changes are in any 
way precursors of any significant disturbance of cardiac rhythm, 
several sudden and unexpected deaths apparently due to cardiac 
arrest have occurred in patients showing characteristic electro- 
cardiographic changes while taking the drug. While proposed, 
periodic electrocardiograms would appear to be of questionable 
value as a predictive device. Hypotension, rarely resulting in 
cardiac arrest has also been noted. Akathisia, agitation, motor 
restlessness, dystonic reactions, trismus, torticollis, opisthotonos, 
oculogyric crises, tremor, muscular rigidity, akinesia. 


AS with all antipsychotics, tardive dyskinesia may appear on 
long-term therapy or after long-term therapy is discontinued. 
Risks seem to be greater in elderly patients on high dose therapy, 
especially females. Discontinue all antipsychotic agents if the 
symptoms of tardive dyskinesia Syndrome appear. (See full 
prescribing information for description of the Symptoms of the 
tardive dyskinesia syndrome). 


Menstrual irregularities, altered libido, gynecomastia, lactation, 
weight gain, edema, false positive pregnancy tests. Retention, 
incontinence. Hyperpyrexia, behavioral effects suggestive of a 
paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses and toxic confusional states. Following 
long-term therapy, a peculiar Skin-eye syndrome marked by 
progressive pigmentation of areas of the Skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and cornea. 
Systemic lupus erythematosus-like syndrome. 


How Supplied: Tablets: 10 mg., 25 mg., 50 mg. and 100 mg. 
mesoridazine (as the besylate); bottles of 100. Ampuls: 1 cc. [25 
mg. mesoridazine (as the besylate).] Inactive ingredients: 
disodium edetate, U.S.P., 0.5 mg.; sodium chloride, U.S.P., 7.2 
mg.; carbon dioxide gas (bone dry) q.s.; water for injection, 
U.S.P., q.s. to 1 cc.; boxes cf 20 and 100. Concentrate: 25 mg. 
mesoridazine (as the besylate) per cc. Amber glass bottles of 

4 fl. oz. (163A 1/74) 


For complete details, please see the full prescribing information. 
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BRATTLEBORO RETREAT 
BRATTLEBORO, VERMONT 03301 
Tel, (802) 254-2331 

Founded 1834 



















A comprehensive. center. for intensive treatment of 
mental illness. including programs for problems of 
adolescence. alcoholism. and geriatrics. 

Preseribed treatment includes individual, group, phar- 
macological. art, drama. music, dance, greenhouse. and 
occupational therapy. 

The Retreats 1600 acres includes a small lake. goll 
course. tennis courts, cross country ski trails, camp-out 
areas, and hiking trails offering opportunities lor planned 
recreational therapy for adolescents and adults 

Accredited by Joint Commission on Accreditation of 
Hospitals. Approved for Medicare participation. 

William B. Beach, Jr.. M.D, 
Director 
Felix Sommer, M.D. 
Director of Medical Services 
Address inquiries to: 
Admissions Office 

















FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 

An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
Oscar Rozett, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 















Electro shock therapy. Indoklon shock therapy. Insulin 
coma therapy. Pharmaco therapy. Individual and Group 
psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 






For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 
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Ritalin...of proven value when used as 
part of a complete therapeutic and remedial 
MBD program 

More than a decade of clinical experience 
shows that Ritalin helps improve ratings of 
behavior, attentiveness, performance IQ, motor 
control, and speech productivity in children 
with Minimal Brain Dysfunction (MBD)^ 

Currently a drug of choice in many MBD 
situations’ Ritalin can play an important part 
in the total rehabilitation program of the 
MBD child. And proper management is essen- 
tial to the overall (educational, social, and emo- 
tional) development of the child’s potential. 

Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 
ruptions reveal that the child’s behavior 
shows some “stabilization” 
even without chemotherapy, w 
permitting a reduction in 
dosage and eventual discon- 
tinuance of drug therapy. 

Of course, Ritalin is not 
indicated for childhood per- 
sonality and behavioral dis- 
orders not associated with 
MBD. 
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Ritalin® hydrochloride & 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for all children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored, 

Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in patients with or with- 





out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. if seizures accur, Ritalin should be 
discontinued. . 

Use cautiousiy in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions . n 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvuisants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants timipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy , 

Adequate animal reproduction studies to establish safe use of : 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 








Drug Dependence . 

Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or — | 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and . 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 








PRECAUTIONS 1 

Patients with an element of agitation may react 

adversely; ciscontinue therapy if necessary. 

Periodic CBC, differential, and platelet counts 

are advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 

adverse reactions but are usually controlled by 

reducing dosage and omitting the drug in the 

afternoon or evening. Other reactions include: 

hypersensitivity (including skin rash, urticaria, 

fever, arthralgia, exfoliative dermatitis, erythema 

multiforme with histopathological findings of 

necrotizing vasculitis, and thrombocytopenic 

purpura); anorexia; nausea; dizziness; palpita- 

tions; headache; dyskinesia; drowsiness; blood 

pressure and pulse changes, both up and down; 

tachycardia; angina; cardiac arrhythmia; abdom- 

inal pain; weight loss during prolonged therapy. 

Toxic psychosis has been reported. Although a 

definite causal relationship has not been estab- 

lished, the following have been reported in 

patients taking this drug: leukopenia and/or anemia; a few instances 

of scalp hair loss. 

in children, loss of appetite, abdominal pain, weight loss during 

prolonged therapy, insomnia, and tachycardia may occur more 

frequently; however, any of the other adverse reactions listed above 

may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) 

Start with small doses (eg, 5 mg before breakfast and lunch) with 
radual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 

is not recommended. If improvement is not observed after appro- 

priate dosage adjustment over à one-month period, the drug should 

be discontinued. 

1f paradoxical aggravation of symptoms or other adverse effects 

occur, reduce dosage, or, if necessary, discontinue the drug. 

Ritalin should be periodically discontinued to assess the child's 

condition. Improvement may be sustained when the drug is either 

temporarily or permanently discontinued, 

Drug treatment should not and need not be indefinite and usually 

may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 

Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


Consult complete product literature before prescribing. 


CiBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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“Insomnia 
often occurs when a 
patient is troubled by a 
problem for which he 
is not prepared” 


Passing on a valid point: 
a sense of continuity from one generation of psychiatrists to another. 


. Insomnia . 
isaproblem for which 


NOLUDAR 300 
(methyprylon) € 


is prepared 


Effectiveness. A single capsule of 


Noludar 300 generally provides an uninterrupted 
night's sleep of from 5 to 8 hours duration. 
Sleep is usually induced within 45 minutes. 


Safe + While Noludar 300 is a Schedule III 
controlled medication, it is not a barbiturate or a 
methaqualone. Administer with caution to 
individuals known to be addiction-prone or 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 

CONTRAINDICATIONS: Patients with known hyper- 
sensitivity to the drug. 

WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 
Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 

Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 


those whose history suggests they may increase 
the dosage on their own initiative. 


Reliability. Noludar isa reliable hypnotic 
in use for over 19 years. It can help the insomniac 
patient sleep and wake refreshed to meet the 
new day, usually with little or no morning-after 
“hang-over. At recommended dosages (one 
capsule before retiring), paradoxical excitation 
has been rare. 


Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 


child. 


Usage in Children: Not recommended in children 

under 3 months of age. 

PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 

ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug 
SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
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ELAVIL 


(AMITRIPTYLINE HCIIMSD) 
useful in many 
therapeutic settings 


In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 





In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 





In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





Should not be used during the acute recovery phase following myocardial 
infarction; in patients hypersensitive to it; in those who have received an MAOI 
within two weeks; or in children under 12. Patients with cardiovascular dis- 
orders should be watched closely. Safe use during pregnancy and lactation 
has not been established. The drug may impair mental or physical abilities 
required in the performance of hazardous tasks and may enhance the response 
toalcohol. Since suicide is a possibility in any depressive illness, patients should 
not have access to large quantities of the drug. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
(AMITRIPTYLINE HCI | MSD) 


For a brief summary of prescribing information, please see following page. 


















ELAVIL 


(AMITRIPTYLINE HCI | MSD} 





dosage forms for differing 


patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
(e) generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
js administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HC! cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medicaticn. May impair, menta! and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in.pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HC! may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both eievation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- . 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CAS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/fergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symotoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCl, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. : 
For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19488 


in the treatment of clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCI! MSD) 


Consider these 


Lea & Febiger titles 


of interest: 


Psychiatric Examination 
of Children, 2nd ed. 


The second edition of this popular, practical 
guide is expanded to include more data on ex- 
amining pre-school children. Stressed is im- 
portance of assessing developmental levels 
and rates, inclusion of parents in on-going 
diagnosis, and remedial procedures to 
enhance optimal development and provide ac- 
curate prognosis. Also added is a new chapter 
on nomenclature, that translates dynamic for- 
mulation into a statistical diagnosis and com- 
pares nomenclature of the American 
Psychiatric Association's Diagnostic and 
Statistical Manual Il with the Group for Ad- 
vancement of Psychiatry’s Report #62. Another 
chapter added to this edition covers the con- 
sultation process with special reference to con- 
sultation in medical settings for children having 
co-existing emotional and physical illness. 
Consultation is presented as a triage function 
and psychiatric treatment for acute stress reac- 
tions is considered. 


Emphasis is on the complete psychiatric ex- 
amination. Instructional guides tell how to 
make direct behavorial and psychological 
observations and how to record these obser- 
vations in clinically useful terms. Numerous 
case histories illustrate methods of differen- 
tiating degrees of emotional illness on the basis 
of playroom or conversational interviews. Child 
psychiatrists and those studying child psy- 
chology will find this text extremely suitable for 
use in conjunction with preceptor training in 
clinical child psychiatry. Psychiatrists, clinical 
and postgraduate medical and psychiatric 
students in fact, everyone who deals 
professionally with children ... will find 
Psychiatric Examination of Children a highly 
practical daily guide. — Clinical Pediatrics. 
Clinical Pediatrics. 


By JAMES E. SIMMONS, M.D., Indiana Univer- 
sity School of Medicine, Indianapolis. 239 pp. 
(5% x 7%), soft cover, 1974, $6.00. 


Textbook of Child Neurology 


Research in basic neurologic science is 
correlated with practical data on clinical 
evaluation and management of neurologic dis- 
ease. Given are descriptions of diseases of im- 
mediate clinical impact. 


By JOHN H. MENKES, M.D., University of 
California at Los Angeles. In consultation and 
with a contribution by MARCEL KINSBOURNE, 
M.D., Ph.D. (3 Contributors). 583 pp. (7 x 10), 
130 illus., 1974, $22.50. 


A Textbook of Neurology, 5th ed. 


Rewriting and new material make this edition 
virtually a new book. The generous amount of 
material presented in tabular form and the 
comprehensive index continue to be helpful 
aids in differential diagnosis. 


By H. HOUSTON MERRITT, M.D., Columbia 
University, New York, New York. (6 Con- 
tributors). 841 pp., 214 illus. on 204 figs., 136 
tables, 1973, $18.50. 


Examination of the Personality 


Teaching the reader observational skills — how 
and what to observe during psychiatric ex- 
amination — this book contains guidelines on 
how to approach the patient, take a case 
history, and give a mental status examination. 
Interspersed throughout is underlying 
rationale. 


By NANCY A. ROESKE, M.D., Indiana Univer- 
sity School of Medicine, Indianapolis. (3 Con- 
tributors). 164 pp., soft cover, 1972, $5.00. 


Youth: Problems and Approaches 


Promotes a better understanding of the 
problems of the young and provides practical 
guidelines for those who deal with them. Well 
known authorities discuss such pertinent topics 
as drug abuse, premarital sex and parental at- 
titudes. 


Edited by S. J. SHAMSIE, M.D., University of 
Toronto, Toronto, Ontario, Canada. (12 Con- 
tributors). 380 pp. (5% x 7%), soft cover, 1972, 
$8.00. . 
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Assaultive and belligerent? 
<>, ín. € 





Cooperation often begins with 


HALDOL 


(haloperidol) 


a first choice for starting therapy 


Acts promptly to 
control aggressive, 
assaultive behavior 


Several studies have reported the 
special effectiveness of HALDOL 
(haloperidol) in controlling 
disruptive and dangerously 
assaultive behavior! * Even the 
number of violent assaults 
committed by a group of criminal 
psychotics “resistant to maximal 
doses of phenothiazines” was 
reduced substantially during 
treatment with HALDOL! 
Symptom control can be achieved 
rapidly, frequently within a few 
hours when the intramuscular form 
is used for initial control of acutely 
agitated psychotic states." 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
(haloperidol) is rare. In a report on 
a study with criminal psychotics 

the investigator states, “The 
patients remained alert and more 
amenable to psychotherapeutic 
intervention.” Another investigator 
reports that HALDOL “normalizes” 
behavior and produces a sensitivity 
to the environment that allows 
more effective use of the social milieu 
and the therapeutic community? 


Reduces risk of 
serious adverse 
reactions 


HALDOL (haloperidol), 

a butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 


The most frequent side effects of 
HALDOL (haloperidol)— 
extrapyramidal symptoms — are 
usually dose-related and readily 
controlled. 


References: 1. Darling, H.F.: Dis. Nerv. Syst. 32:31 (Jan.) 1971. 2. Man, P.L., and Chen, C.H.: Psychosomatics 14:59 (Jan.-Feb.) 1973 
3. Palestine, M.L., and Alatorre, E.: Paper presented Amer. Ass. Family Practitioners Annual Meeting, N.Y., Sept. 25-28, 1972. 


4. Reschke, R.W.: Dis. Nerv. Syst. 35:112 (Mar.) 1974. 5. Haward, L.R.C.: Clin. Trials J. 2:135 (May) 1965. 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 
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HALDOL 
(haloperidol 


a first choice for starting therapy 


A Dosage Form for Every Need: 








ae 5 tablet strengths for convenience in individualizing dosage: v2 mg., 1 mg..2mg..5mg.and 10 mg 


+ 
hol M 


Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome. 

Contraindications: HALDOL (haloperidol) is contraindicated in pa- 
tients who are severely depressed, comatose, have CNS depression 
due to alcohol or other centrally-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperidol) 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy. in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a causal relationship was not established in this case) 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption. reduced fertility. delayed delivery, dose-related pup mor- 
tality (presumably due to lack of maternal care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group 

General: Cases of bronchopneumonia, some fatal. have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear. especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol), decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 
mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be warned accordingly. The use of 
alcohol should be avoided due to possible additive effects and 
hypotension. 

Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)— with severe cardiovascular disorders, be- 
cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxical further lowering of blood 
pressure may occur. (2)— receiving anticonvulsant medication. be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3) — with 
known allergies, or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously. 
extrapyramidal symptoms may occur. Intraocular pressure may 
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An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc 


A rapid-acting Injection for psychiatric emergencies: 5 mg. per cc., with 0.5 mg. methylparaben and 
0.05 mg. propylparaben per cc., and lactic acid for pH adjustment to 3.40.2. 


increase when anticholinergic drugs, including anti-Parkinson 
agents, are administered concomitantly with HALDOL When 
HALDOL is used to control mania in cyclic disorders there may bea 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy, espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage. or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 6/74 


McNeil Laboratories, Inc 
McNEIL Fort Washington, Pa 19034 
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of Functional Disease 


INCLUDING ANXIETY STATES AND DEPRESSION, 
AND THE ROLE OF BIOFEEDBACK TRAINING 


Marital 
and 
Family Therapy 


The Problem Oriented 
Record in Psychiatry 
and Mental Health Care 
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Psychiatric Therapies 
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Biofeedback: 
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By George B. What 
and Daniel R. Kohl 


Presented here are the r 
functional disorders and 
procedures. The author: 
knowledge and their ow. 
studying and treating fu 


November 1974, 256 pp 
ISBN 0-8089-0851-0 


By Ira D. Glick, M 
David R. Kessler, ? 


Intended as an introduc 
family therapy, this vol 
core concepts relevant t 
families; a frame of refe 
carrying out family the: 
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treatment. 


November 1974, 176 p) 
ISBN 0-8089-0854-5 


By Ralph S. Rybac 


The first ‘compilation of 
approach for the mental 
volume stresses the nee 
restructured record syst 
currently available, and 
health language which 3 
disciplines to communic 


October 1974, 192 pp. 
ISBN 0-8089-0849-9 


Edited by Jules H. 


This latest volume conti: 
trends of the times with 
of child care, developin; 
techniques including th: 
poetry, music and danc 
and psychopharmacolo; 


September 1974, 336 pj 
ISBN 0-8089-0001-3 


Edited by Lee Birk 


This volume takes a hai 
evidence-oriented point 
especially at the manifo 
claims being made for it 
Psychiatry" reprint. 


January 1974, 160 pp. 
ISBN 0-8089-0832-4 


Grune & Stratton, I1 


A Subsidiary of Harcourt Brace Jovanovich, Publishe 


111 Fifth Avenue, New York, N.Y. 10003 
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The TRIAVIL Potential 
in the management of 
moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


MSD 


ARN For a brief summary of prescribing 
ME information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
] RIAVI ee perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 


when patients exhibit moderate to marked anxiety or agitation with depression 


‘Triavil 4-25 


Each tablet contains 
4 mg perphenazine and 
25 mg amitriptyline HCI 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL* 2-10: Each tablet contains 
2mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCl, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
4 pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous System depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI 

Amitriptyline HCl may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. j 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 


AIR 


phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur, There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
Stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
Cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma. laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema: reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement: hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes: catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects: pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura. leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions: hallucina- 
tions; excitement; anxiety; restlessness; insomnia: nightmares; numb- 
ness, tingling, and paresthesias of the extremities: peripheral 
neuropathy; incoordination; ataxia; tremors; seizures: alteration in 
EEG patterns; extrapyramidal symptoms: tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation: constipa- 
tion; paralytic ileus; urinary retention; dilatation of urinary tract. 
Allergic: Skin rash; urticaria; photosensitization; edema of face and 
tongue. Hematologic: Bone marrow depression including agranulo- 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas- 
trointestinal: Nausea; epigastic distress; vomiting; anorexia; 
Stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male: breast 
enlargement and galactorrhea in the female; increased or decreased 
libido; elevated or lowered blood sugar levels. Other: Dizziness, 
weakness; fatigue; headache; weight gain or loss; increased perspi- 
ration; urinary frequency; mydriasis; drowsiness; jaundice: alopecia. 
Withdrawal Symptoms: Abrupt cessation after prolonged administra- 
tion may produce nausea, headache, and malaise. These are not 
indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has been 
reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects witn physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD MSD 
Representative or see full Prescribing Information MERCK 
Merck Sharp & Dohme, Division of Merck & Co., INC ., SINA 
West Point, Pa. 19486. OHM! 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 


An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children . . . . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 


Please send me — copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 
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You know what to expect: 


DEPENDABILITY 


For effective management of psychotic symptoms 


e unsurpassed clinical experience 


e widely researched and documented 
e 18 dosage forms and strengths for maximum flexibility 


Jefore prescribing, see complete prescribing 
nformation in SK&F literature or PDR. The 
‘ollowing is a brief summary. 





Indications 

Based on a review of this drug by the National 
Academy of Sciences— National Research 
Council and/or other information, FDA has 
classified the indications as follows: 
Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 

Probably effective: For the control of 
moderate to severe agitation, hyperactivity or 
aggressiveness in disturbed children. 

Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 





Final classification of the less-than-effective 
in ires igation. 








Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 


Warnings: Avoid using in patients hypersensitive 
(e.g., blood dyscrasia, jaundice) to any pheno- 
thiazine. Caution patients about activities requir- 
ing alertness (e.g., operating vehicles or 
machinery) especially during the first few days 
therapy. Avoid concomitant use with alcohol. 


©1967, 1968, 1969 SmithKline Corporation 


May counteract antihypertensive effect of 
guanethidine and related compounds. 

Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged 
extrapyramidal signs in newborn whose mothers 
had received chlorpromazine. 


Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of 
vomitus is possible. May prolong or intensify the 
action of C.N.S. depressants, organophosphorus 
insecticides, heat, atropine and related drugs. 
(Reduce dosage of concomitant C.N.S. depres- 
sants.) Anticonvulsant action of barbiturates is 
not intensified. Antiemetic effect may mask signs 
of toxic drug overdosage or physical disorders. 
Discontinue high-dose, long-term therapy 
gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness. cholestatic 
jaundice, agranulocytosis, eosinophilia, leuko- 
penia, hemolytic anemia, thrombocytopenic 
purpura and pancytopenia; postural hypoten- 
sion, tachycardia, fainting, dizziness and, 
occasionally, a shock-like condition: reversal of 
epinephrine effects: EKG changes have been 
reported, but relationship to myocardial damage 
is not confirmed; neuromuscular (extrapyramidal) 
reactions; pseudo-parkinsonism, motor restless- 
ness, dystonias, persistent tardive dyskinesia, 


hyperreflexia in the newborn; psychotic symp- 
toms, catatonic-like states, cerebral edema; con- 
vulsive seizures; abnormality of the cerebrospinal 
fluid proteins: urticarial reactions and photo- 
sensitivity, exfoliative dermatitis, contact 
dermatitis; lactation and breast engorgement (in 
females on large doses), false postive pregnancy 
tests, amenorrhea, gynecomastia: hyperglycemia, 
hypoglycemia, glycosuria; dry mouth, nasal 
congestion, constipation, adynamic ileus, 

urinary retention, miosis, mydriasis; after pro- 
longed substantial doses, skin pigmentation, 
epithelial keratopathy, lenticular and corneal 
deposits and pigmentary retinopathy, visual 
impairment; mild fever (after large I.M. dosage): 
hyperpyrexia; increased appetite and weight: a 
systemic lupus erythematosus-like syndrome; 
peripheral edema. 





NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 


Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg.. in bottles of 100 and Single Unit 
Packages of 100. Spansule® capsules. 30 mg.. 75 
mg., 150 mg., 200 mg. and 300 mg., in bottles of 
50 and Single Unit Packages of 100. Injection. 

25 mg./ml.: Syrup. 10 mg./5 ml.: Suppositories, 
25 mg. and 100 mg.: Concentrate, 30 mg./ ml. and 
100 mg./ ml. 


Smith Kline & French Laboratories 
Division of SmithKline Corporation, Philadelphia 


THORAZINE 


Tablets: 
50 mg. of the HCI 


brand of 


That's no surprise. 





First day in the hospital and 
all efforts will be directed toward 


returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 
anxiety-depression 





Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 

Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia, A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliary 
stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 74.199 SANDOZ 
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The Perils of Wizardry 


BY JUDGE DAVID L. BAZELON 





As biobehavioral scientists, psychiatrists bear a major re- 
sponsibility in the current revolution involving our under- 
standing of the brain and human behavior. Based on his 
experience in the courtroom, the author sees psychiatry's 
primary focus on treatment and its penchant for diagnos- 
tic labeling as dangerous; he is concerned that the field 
may lose sight of the social determinants of behavior. He 
calls upon psychiatrists to acknowledge and respond to 
the ethical challenges posed by their great power, their 
“wizardry,” in the use of behavior modification, psycho- 
surgery, and chemotherapy. 


WE STAND TODAY on the threshold of a revolution in our 
understanding of the brain and human behavior. Psychia- 
trists, as the purveyors of this developing expertise to 
change, shape, and mold human behavior, will have an 
awesome responsibility. Ironically, just as the promise of 
treatment would seem to be a reality, there are signs of 
resistance to these "gifts" of newfound expertise. Just at 
the time when right-to-treatment cases are making head- 
way in the courts, cases involving the right to resist treat- 
ment are appearing on the horizon. This dilemma will no- 
where be more apparent than it is in institutional 
psychiatry, where the interests of the patients are so often 
in conflict with the goals and policies of the institution. It 
is now more urgent than ever that psychiatrists join the 
community in developing decisional mechanisms to en- 
sure public scrutiny and participation in this brave new 
world of brain and behavior modification. The adversary 
process is one such mechanism in which psychiatrists, as 
litigants, will participate more and more. 

In the 1930s and 1940s atomic scientists stood on the 
threshold of unlocking the secrets of the atom, of usher- 
ing in the nuclear era. Today the biobehavioral scientist 
stands on the threshold of unlocking many of the secrets 
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of the brain. The age of psychological man will give way 
to the age of biobehavioral man. The nuclear era carried 
both promise and peril. So too will the biobehavioral era, 
with its promise of individual therapy and the peril of sc- 
cial control. : 
By way of clarifying my position, I am not one who 
seeks to wreck the laboratories of behavioral science. I 
stand with.my friend Leon Eisenberg in his statement: 


The fact that psychiatry can be abused does not make psy- 
chiatry an abuse. Scientists can be suborned, but science re- 
mains essential to human welfare. I join the call for ethical 
vigilance in medicine and science, not the Luddite appeal for 
wrecking the machinery in the vain hope of returning to a 
sinless Eden (1). 


If I focus or. the peril more than on the promise, I do 
so only because I trust the promise will be self-evident. I 
agree with psvchiatrists like Seymour Kety, who was 
quoted as being concerned about the destructive effect of 
"promoting the idea that there [is] no such thing as men- 
tal illness, only a sick society with a distorted view of 
people" (2). I fear that the peril will be overlooked—the 
peril that these techniques will be applied primarily to the 
socially deprived and disadvantaged groups who populate 
our psychiatric, penal, and juvenile justice institutions. 

My concern is that psychiatrists not forget—or worse, 
ignore—the social determinants of human behavior. Will 
the newfound techniques be used exclusively as palliatives 
for problems with social antecedants? Will we focus on 
"psycho-civilizing" individuals or will we confront the 
gross societal conditions that foster human misery and 
disability? Herein lies à great dilemma—especially for 
psychiatrists, who, wittingly or unwittingly, may allow 
society the great cop-out of using their newfound tech- 
niques to evade its problems. The onus will weigh heav- 
ily on psychiatrists who have institutional responsi- 
bilities. 

Do not think that the private practitioner, however, is 
off the hook. Institutional psychiatry is not limited to the 
penal, juvenile justice, or state hospital setting, although I 
am most familiar with these settings. Most psychiatrists 
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PERILS OF WIZARDRY 


in private practice do consultation work—e.g., with the 
schools, community mental health centers, hospitals, in- 
dustry, and government. In these settings the conflicts 
may be more subtle, but they are more or less like those in 
the penal and state mental hospital systems. From my 
view on the bench I see a microcosm of pervasive con- 
flicts in the practice of psychiatry—conflicts between the 
institutional goal of order and efficiency on the one hand 
and the special needs and interests of those whom the in- 
stitution Is supposedly serving on the other. Psychiatrists 
can often serve to weed out the “undesirables” from gov- 
ernment and industry, the “troublemakers” from the 
schools, the "character disorders" from the mental 
health centers, and the “disciplinary problems" from the 
military. 


PERVASIVE CONFLICTS IN PSYCHIATRY 


I believe I can focus my concerns best by describing the 
experiences of Dr. Joseph Perpich, a young psychiatrist 
who has worked closely with me for the past year. Joe 
had worked at St. Elizabeths Hospital, a large federal in- 
stitution serving the mental health needs of the primarily 
black urban poor in Washington, D.C. He learned the 
limits of psychiatric intervention firsthand in a commu- 
nity mental health setting. What, for example, can psy- 
chiatry offer a beleaguered mother with no income, bad 
housing, and children who lack rudimentary care? Is it 
any wonder she suffers from depression and hallucina- 
tions and turns to drugs and alcohol to blot out the grim 
reality of her existence? Should she be treated with anti- 
depressants for her depression, tranquilizers for her hal- 
lucinations, and therapy for her alcoholism? One does 
not need to be a psychiatrist to see that treatment is 
doomed to failure unless the conditions fostering such 
disabilities are ameliorated. Joe's first response was to of- 
fer traditional psychiatric treatment, but it was not very 
long before he became an ombudsman for his patients in 
the city bureaucracies of welfare, housing, health care, le- 
gal services, and schools. 

The dilemma sharpened as Joe moved from the com- 
munity mental health center to the forensic division of 
the hospital and to the prison system. His patients and 
their problems were the same, only the labels were 
changed to protect the institutional interests. The same 
patient labeled “schizophrenic” for purposes of the men- 
tal health center might be stamped “neurotic” in the fo- 
rensic division, “sociopathic” in the prison system, and 
"heroin addict" in the drug treatment system. Labeling is 
often a convenience for the institution rather than a ne- 
cessity for patient care. Once the label is properly affixed, 
'a psychiatric syndrome takes on a life of its own in insti- 
tutional psychiatry. Thus the pincers of legal and psychi- 
atric labels in civil commitment strangle the aged who 
have no place to live, the children who have no place to 
learn, the unemployed who have no place to work, and 
the unwanted and unloved who have no family to care. 
From a community of despair they come to languish in 
the care and custody of psychiatrists. 


1318 Am J Psychiatry 131:12, December 1974 


Joe's role as ombudsman raised doubts in his mind. 
Whose interests was he really serving—the patient's or 
the institution's? The conflict between institutional goals 
and patient needs was evident. Why was it necessary for 
Joe to use a psychiatric label in order to obtain better 
housing or welfare for his patients? Will our society make 
the commitment to social justice as long as psychiatrists 
innocently or otherwise relieve the pressure for such com- 
mitment? 


Legal Implications of the Conflicts 


Especially in the past year or two, I have participated 
in many meetings addressing the kind of questions Joe 
asked and attempting to cut through the thicket of com- 
peting social and individual interests. The questions 
raised are: How can health agencies obtain medical data 
for planning without violating the confidentiality of a 
person's medical records? How can peer review com- 
mittees in psychiatry evaluate quality of care without 
compromising the confidentiality of the patient in 
therapy? How can the government provide birth control 
services without violating the individual's right to re- 
production? How can medical scientists achieve new 
breakthroughs without violating the patient's right to 
mental and physical integrity in experimentation? How 
can behavioral scientists study and treat violent behavior 
without violating the dignity of an individual? 

The new biobehavioral therapies will raise even more 
and even harder questions. Joe has told me how fre- 
quently he encountered patients who refused medication 
that would relieve acute distress from a fulminating psy- 
chosis. How can a psychiatrist treat an unwilling patient 
without violating the policy of patient consent prior to 
treatment? There are no easy answers or solutions to 
these ethical dilemmas—either from psychiatrists or the 
courts. 

These are tough questions. They are the kind I have 
faced on the bench as a judge of the United States Court 
of Appeals in Washington, D.C., for the past 25 years. 
Almost every kind of sensitive scientific and medical 
question with legal or moral implications for society has 
come before my court during that time—e.g., therapeutic 
abortion, the nuclear explosion at Amchitka, the safety 
of nuclear power plants all over the country, the pollution 
of air and water, and the safety of drugs and food. 

I want to emphasize that I approach these issues not as 
doctor, physicist, ecologist, health scientist, or expert in 
any medical, technological, or scientific discipline. I ap- 
proach these issues only as one charged with monitoring 
and supervising the decisional process. 


THE ROLE OF THE COURT 


The court's proper role is not to determine whether a 
decision is correct or wise but whether there has been a 
full exploration of all relevant facts and possible alterna- 
tives; whether the results of the exploration relate ratio- 


nally to the ultimate decision; and, finally, whether con- 
stitutional, statutory, and procedural safeguards have 
been faithfully observed. As Felix Frankfurter said, “The 
history of liberty has largely been the history of the ob- 
servance of procedural safeguards" (3). 

This is also the role of courts in questions relevant to 
psychiatry. Who can be held morally responsible for a 
crime? Who can be ordered into a hospital for com- 
pulsory treatment? What kinds of treatment can be im- 
posed involuntarily and for how long? What standards 
should govern the imposition of solitary confinement and 
other restrictive measures? Such questions pose issues 
that require a delicate balancing of power between the 
state and the individual; the stakes are the highest when 
human and personal rights are involved. 


The Adversary Process 


The law's scrutiny of the expert decision maker 
through the adversary process has been especially misun- 
derstood by psychiatrists. Praising the adversary model 
among psychiatrists is like praising no-fault insurance 
among negligence lawyers. This antipathy rests on the be- 
lief that the adversary system is foreign, hostile, and 
counterproductive to the scientific method. It is argued 
that psychiatry is a scientific discipline. Laying aside the 
question of whether medicine or psychiatry is solely an 
art or solely a science, I have always understood each to 
be in large part an art—an art that applies scientific in- 
formation and expertise to the care of patients. Is it a 
put-down to suggest that most of what psychiatrists do is 
an art? I would consider that a compliment. 

Let me emphasize at the outset that the adversary 
process does not create adversity. (I use the term adver- 
sity here to mean opposition and conflict.) The adversary 
process in the courtroom is merely the decisional mecha- 
nism for attempting to reconcile adversity—the adver- 
sity, for example, that exists in the practice of psychia- 
trists who work for institutions. 

We use the adversary process in the law to deal with 
both factual and value conflicts. In dealing with the 
former, we rely on an exhaustive inquiry; adversary roles 
are assigned to bring the reality of the underlying dispute 
into the open. Parties and counsel must make the best 
possible case for themselves as well as check and correct 
their adversary's material. 

Specific rules have been developed to make the system 
both skeptical and objective. These rules presuppose that 
people are biased—that their testimony and opinions are 
inevitably shaped by their backgrounds, personalities, in- 
terests, and values. Cross-examination challenges wit- 
nesses as to their veracity, accuracy, and bias. Steps are 
taken to select fact finders—the jury members—who are 
as impartial as possible. The legal profession is expected 
to be sensitive to its own conflicts of interest and to make 
sure that counsel does not serve more than one master. 

In addition to the discovery of facts, the law also deals 
with competing interests and values that seem irreconcil- 
able In this task, the Common Law does not seek final 
solution. It maturely recognizes the continuing nature of 
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deep-rooted conflicts. A judge reviews and fashions cri- 
teria for resolving each case as it comes. The criteria are 
made known to the public in written opinions; the com- 
peting values are ventilated. Consequently, the judgments 
are never fixed or frozen; they can be altered in response 
to new information, new understanding, or new public de- 
mands. Law does not provide a wisdom unto itself; it only 
suggests a method for seeking wisdom. It ensures that 
conflicts and competing values are honestly aired rather 
than covered up. 

The adversary process is thus a metaphor for what I 
take to be the hallmark of my world: the recogrition that 
adversity and the conflicting values that flow from it exist 
and must be dealt with. It seems to me that this is the 
premise of the theory and practice of psychiatry. Con- 
flict, whether intrapsychic or extrapsychic, exists. Psy- 
chotherapy is a process of uncovering the underlying 
forces that create and perpetuate these conflicts. Through 
such exploration emotional discomfort and disability can 
begin to be resolved. 

The administration of the insanity defense through the 
adversary process is an example of the real problems in- 
volved in monitoring expert decision making in institu- 
tional psychiatry. Joe's experience in the trenches of in- 
stitutional psychiatry conforms with my experience on 
the bench, prompting me to urge psychiatrists on the eve 
of the biobehavioral revolution to open up their deci- 
sional processes and expose the conflict of interests be- 
tween patient znd institution before invoking :heir arse- 
nal of therapies. 


The Durham Decision 


The experiment undertaken by my court in its 1954 de- 
cision in Durham v. United States (4) is a real lesson in 
regard to the role of psychiatrists in insanity defense. 
That case involved the formulation of a new test of crimi- 
nal responsibility. It held that an accused person is not 
criminally responsible if his unlawful act was the product 
of a mental disease or defect. The purpose of this decision 
was to grant the psychiatrist his 100-year-old request to 
be allowed to tell what he knows and, just as importantly, 
what he does not know about the phenomenon of human 
behavior rathe- than face demands for conclusions rest- 
ing on ethical, moral, and legal considerations beyond his 
expertise. 

The purpose of the Durham decision was not fulfilled. 
Psychiatrists continued adamantly to cling to conclusory 
labels without explaining the origin, development, or 
manifestations of a disease in terms meaningful to a jury. 
The jury was confronted with a welter of confusing terms 
such as personality defect, sociopathy, and personality 
disorder. What became more and more apparent was 
that these terms did not rest on disciplined investigation 
based on facts and reasoning, as was required for the ful- 
fillment of the Durham decision. I regret to sav that they 
were largely used to cover up a lack of relevance, knowl- 
edge, and certainty in the practice of institutional psychi- 
atry. 

I am frequently asked, “Why don't you talk about. 
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what's wrong with courts and lawyers?" I have written 
countless opinions and articles and have delivered several 
“Bazelon jeremiads" about the problems in the practice 
of law before lawyers and judges. But here I am con- 
cerned with the culpability of psychiatrists in the failure 
to achieve the purpose of the Durham decision. 

First of all, psychiatrists did not acknowledge the lim- 
its of their expertise. Secondly, they failed to confront 
honestly and openly the conflicts that impaired their 
competence even when their expertise was sufficient and 
relevant. When expertise was not at issue, psychiatrists 
failed to make it clear to the court how a lack of re- 
sources compromised their examination of a patient. The 
late distinguished Dr. Winfred Overholser, Superinten- 
dent of St. Elizabeths Hospital, told me candidly that 
lack of resources made the full investigation required by 
the Durham decision impossible. Psychiatrists, it seems, 
are willing publicly to indulge in breast-beating about 
their needs and to write about their problems in the pro- 
fessional journals, but they never tell the courts how a 
lack of resources debases individual patient care and di- 
minishes, if not demolishes, psychiatric evaluation. 

One psychiatrist suggested yet another reason for the 
failure of the Durham decision when he remarked that I 
was out of phase with psychiatry in the way I decided that 
case. The year the Durham decision was made, he said, 
tranquilizers were introduced into the practice of psychi- 
atry. The chemotherapy revolution had begun. In the 
words of this psychiatrist, the Durham decision was 
“clutching a fossil," the fossil of descriptive psychiatry 
focusing on the origin, manifestations, and development 
of mental illness. The focus was turning to empirical 
treatment, he asserted, especially for the psychoses. No 
longer were 24-page histories of the patient necessary. A 
mere paragraph to identify the patient was enough. Like 
penicillin in the treatment of pneumonia, tranquilizers 
would do the trick in psychosis no matter what the cause 
or origin of the disability. Psychiatrists, he concluded, 
were returning once again to the main business of medi- 
cine, treating patients. 

This psychiatrist's comments illustrate the dilemma I 
pose. His reasoning discloses both the promise and the 
peril of the "biological binge" in psychiatry. The promise 
is relief of overwhelming distress. The peril is relieving 
society of the responsibility for caring. 

The treatment of pneumonia surely cannot be equated 
with shaping and changing the brain and behavior in the 
treatment of mental illness. Ignoring social causes ac- 
tually makes no sense in either case. Recurrent pneu- 
monia in malnourished children is not cured by repeated 
penicillin injections. Nor will tranquilizers still the fevers 
of rage and despair nurtured by poverty and discrimina- 
tion. 


DANGERS OF PSYCHIATRIC LABELING 


Based on my courtroom experience with psychiatric la- 
beling, I find an exclusive focus on treatment perilous. As 
interest shifts from diagnosis to treatment, it is inevitable 
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that diagnostic skills will suffer. As these skills wane and 
treatment skills gain, the perils of psychiatric labeling 
will be even greater. Psychiatric labeling, after all, is the 
first step toward invoking therapies and sanctions. One 
cannot treat someone without a label. 

No better illustration of the vagaries of psychiatric la- 
beling can be found than in the recent balloting on 
whether homosexuality should be considered a psychiat- 
ric disorder. At St. Elizabeths Hospital several years ago, 
sociopathy was transformed from mental illness to no 
disorder at all by a vote of the doctors one weekend. In 
neither case did the change reflect new insight, let alone 
new scientific knowledge. 

The dangers of psychiatric labeling, dislabeling, and 
relabeling clearly reveal the conflicting allegiances of the 
psychiatrist in the institutional setting. The ethics of the 
medical model, governed by the Hippocratic Oath, are 
too often eroded by the situational ethics of the institu- 
tion, where extraneous social, political, and economic 
factors come into play. 

In the age of brain and behavior modification, will psy- 
chiatrists continue business as usual, serving ever more 
efficiently the institutional interests? Will psychiatrists 
acknowledge, let alone respond to, the ethical challenges 
posed? Will they welcome the growing public scrutiny? 
Will they initiate inquiries within their own profession? 
Psychiatric Annals devoted its November 1973 issue to 
what it termed “Psychiatry Under Siege.” One of the ar- 
ticles (5) described critics of psychiatry as leading the as- 
sault “armed with Szasz's latest in one hand and a fed- 
eral court order about minimum standards of care in the 
other" (p. 14). 


PROBLEMS BETWEEN PSYCHIATRY AND THE COURT 


Let me give a few examples of instances where I might 
be accused of sowing the wind while psychiatrists reap 
the whirlwind. (Maybe this is why I have often encoun- 
tered a siege mentality among psychiatrists in the past.) 

In 1966 I wrote the right-to-treatment decision in the 
Rouse case (6). The APA apparatus went into high gear. 
In a few short weeks it was able to issue its position state- 
ment (7). That statement began with the ringing declara- 
tion: “The definition of treatment and the appraisal of its 
adequacy are matters for medical determination." It was 
another way of saying, "Courts beware; no trespassing.” 
Perhaps the APA hierarchy was not aware that such is- 
sues arise by petition for redress of human grievances and 
that this is the business, the stuff, of the judicial enter- 
prise. APA recently shifted gears; it brought its own law- 
suit to vindicate the right to treatment. This suit neces- 
sarily relies on the Rouse decision. 

Another example of reaping the whirlwind involves 
APA’s decision to commission a study of the conflicts in 
the practice of psychiatry. In 1972 I was named to an 
APA ad hoc committee to study the case reports coming : 
out of the Soviet Union regarding the psychiatric com- 
mitment of political dissidents. The committee agreed 
that if the reports were authentic, they revealed an obvi- 


ous abuse of psychiatry. Whatever disorders were re- 
vealed, none justified commitment. 

I had a déjà vu feeling on reading these reports; I real- 
ized that I had seen these situations before in case after 
case in my own court. I found it troubling that our com- 
mittee might issue a report condemning Soviet practices 
while ignoring a related problem I had witnessed daily 
here in the United States. My position was not shared at 
first by the other members of the committee, so I under- 
took to advance my views separately in a 10-page state- 
ment to APA's Board of Trustees for their consideration 
at the annual meeting in Dallas (May 1972). My state- 
ment arrived in Dallas the night before the Trustees' 
meeting. | 

Drs. Raymond Waggoner and John Visher, my col- 
leagues on the committee, read the statement before the 
meeting and joined it. Since the statement was not laid 
before the Trustees until the next morning, it is unlikely 
that anyone had the opportunity to read the statement in 
its entirety. I presume that the trust and confidence of the 
Trustees in Drs. Waggoner and Visher and myself led 
them to authorize an extension of the committee to study 
the issues raised. Thereafter, Drs. Harold Visotsky and 
Lloyd Baccus joined the committee. Suffice it to say that 
our committee in the ensuing months lost the initial con- 
fidence of the Trustees. We finally asked to be discharged 
because the Board refused to accept our judgment about 
how to proceed with the study. 

However, apparently having learned for the first time 
in 1972 that there was a problem, APA has now joined 
the American Bar Association and the Institute of Medi- 
cine of the National Academy of Sciences in pressing for- 
ward with studies of role conflicts in psychiatry. Right 
now I am not sure if there are winds of change within psy- 
chiatry or merely changing winds. | 

Perhaps I am not out of phase with psychiatry in rais- 
ing the issue of psychiatrists as agents of social control. 
The meeting of the American Orthopsychiatric Associa- 
tion held in San Francisco, Calif., April 8-12, 1974, fo- 
cused on “Social Control in Mental Health Technology.” 
It included overviews on psychosurgery, chemotherapy, 
and data retrieval, to mention but a few. A lead article in 
The American Journal of Psychiatry by Seymour Halleck 
was concerned with the legal and ethical implications of 
behavior control (8). In recent months I have seen count- 
less other periodicals and conference reports of the be- 


havioral sciences expressing similar concerns over the . 


dangers of abusing the new techniques. There is a grow- 
ing awareness of the need for caution as psychiatrists de- 
cide how and on whom such techniques will be used. 

As psychiatrists examine the problems and pitfalls in 
bringing their biobehavioral expertise to the bedside, 1 
recommend that they consider whether any of the prin- 
ciples of the adversary model may be useful. I found 
these principles very helpful when called upon to recom- 
mend procedures and safeguards in choosing patients for 
kidney dialysis, for heart transplantation, and for ster- 
ilization. 

I recently served on a panel sponsored by the National 
Institute of Mental Health considering the broad moral, 
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legal, and ethical issues involved in psychosurgery. Ques- 
tions focused on models of the behavioral sciences and 
their applicability to the understanding and treatment of 
violent behavior: Is violence a brain disease, to be treated 
with drugs, hormones, or surgery? Is it a learned phe- 
nomenon, to be treated with Skinnerian techniques of op- 
erant conditioning? Is it a psychological malady, to be 
dealt with by psychosurgery? Or is violence a sociocul- 
tural phenomenon, to be dealt with by confronting the 
conditions that foster it? Which models, if any, At which 
people and why? Is psychosurgery a proven theory oris it 
still an experimental procedure? How do such models af- 
fect the practice of psychiatry and the human and civil 
rights of people within mental and penal institutions? 
These were some of the hard questions we confronted and 
debated. Should psychiatrists be asking them about their 
own patients? 


A WARNING TO PSYCHIATRY 


Increasingly, psychiatric decision making is being sub- 
jected to public scrutiny. The PSRO program mandated 
by Congress is only one example of this. Psychiatrists 
must build procedures and mechanisms for review into 
their decision making. Dr. Halleck (8) recommended 
safeguards that included a monitoring agency with pos- - 
sible adversary procedures to scrutinize the use of psychi- 
atric expertise to shape human behavior. At the very 
least, the considerations used in reaching a judgment 
should be openly aired. Psychiatrists can do this by keep- 
ing adequate records and by publishing rules, guidelines, 
and procedures to ensure a fair and just evaluation for ev- 
ery patient. 

Unless they do so, their decisions will be increasingly 
challenged through the formal adversary process in the 
courtroom. Cases challenging the use of behavior modifi- 
cation, psychosurgery, and chemotherapy within the pe- 
nal and the juvenile justice settings have already come be- 
fore the courts. The message is clear: Beware of the 
“gifts” of wizardry. 

This new warning brings to mind my presidential ad- 
dress to the American Orthopsychiatric Association in 
1970 (9). In that speech I warned behavioral scientists not 
to fall into the same trap as described in The Wizard of 
Oz. In that Frank Baum classic, Dorothy and her com- 
panions followed the yellow brick road to find the Wizard 
of Oz, who lived in the Emerald City. They believed the 
wizard could give the tinman a heart, the lion some cour- 
age, and the scarecrow a brain. When they finally arrived, 
they discovered that the wizard was without expertise, a 
fake. In 1970 I commended the behavioral scieatists for 
caring about people in distress but warned them of the 
dangers in playing wizard to the problems of scciety for 
which they had no expertise. The issue was not whether 
the behavioral scientists were good, but what they were 
good at. 

Now [ must add another note of caution from the tale 
of Oz. In the new era of brain and behavior modification, 
the dangers mav not lie along the course of tke yellow 
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brick road but at its end. Dorothy and her companions 
were none the worse for having discovered that the wiz- 
ard had no magic. In fact, they gained strength once reli- 
ance on the wizard was at an end. But what if the scene 
were changed? What if the wizard really possessed wiz- 
ardry? What if his trunk were laden with biobehavioral 
therapies? How would he use these skills? I can conjure 
up one version: The lion would be lobotomized, the tin- 
man would be tranquilized, and the scarecrow would be 
therapized with operant conditioning. All would be done 
by the wizard in the service of the Emerald City. The cure 
in this version may well be worse than the disease. Should 
the admonition be, not “Follow the yellow brick road,” 
but “Fear the yellow brick road." 

When Dorothy discovered the wizard was a humbug, 
she accused him of being a very bad man. The wizard re- 
sponded, *No, Dorothy, I am a good man but a very bad 
wizard." Psychiatrists must confront the conflicts in their 
profession and share their awesome responsibility with 
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the public. Otherwise, the rejoinder of Dorothy and of so- 
ciety may well be, “You are very good wizards but very 
bad men." 
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Psychiatric Symptomatology Among Hospitalized Cancer Patients 


BY THOMAS J. CRAIG, M.D., AND MARTIN D. ABELOFF, M.D. 





A 90-item symptom checklist (SCL-90) was 
administered to 30 patients admitted consecutively to an 
oncology research unit. More than half of the patients 
showed moderate to high levels of depression, and 30 
percent had elevated levels of anxiety. Nearly one-fourth 
had overall symptom patterns virtually identical to those 
seen in patients admitted to an emergency psychiatric 
service. The authors state that the use of this kind of self- 
administered symptom inventory can be a valuable 
adjunct to the identification and management of 
psychiatric pathology in cancer patients. 








THE RELATIONSHIP of emotional factors to human cancer 
has puzzled man for centuries. Since 1826, when 
Cooper claimed that grief and anxiety were among the 
most frequent causes of breast cancer (1), numerous au- 
thors have pursued the notion that emotional factors 
might play a role in the etiology of cancer (2-8). Most 
etiologic studies emphasize one of two specific person- 
ality constellations in people who develop cancer. One 
group of studies (9-11) emphasizes separation, loss, and 
despair leading to depression, followed by the onset of 
cancer. A second group (3, 12) points to repression, de- 
nial, and emotional constriction as preexisting in patients 
who develop cancer and therefore leading to the Onset of 
cancer. Bacon and associates (3) termed this process 
“passive suicide." 

Another area, less widely pursued, has been the rela- 
tionship of emotions to prognosis in cancer. Blumberg 
and associates (8) described a group of patients in whom 
the progression of cancer was “‘fast” as being serious, 
overcooperative, passive, greatly depressed or anxious, 
and unable to reduce anxiety through "normal" chan- 
nels. Stavraky (13) found that cancer patients with the 
most favorable outcome had a combination of high IQ 
and high hostility. West (14) and Baltrusch (15) both as- 
serted that relief of psychological symptoms might pro- 
long the cancer patient's life. 

In recent years, the major focus has shifted from these 
etiologic and prognostic concerns to the more immediate 
problem of the emotional reactions of patient and family 
to the presence of cancer and terminal illness (16-21). As 
early as 1846, Walshe (22) advised counseling cancer 
patients not to give in to despair. Kline and Sobin (20) 
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stated more recently that the cancer patient's main reac- 
tions to his illness are in accordance with his particular 
personality traits and include denial, flight, severe depres- 
sion, and obsessive preoccupation. Hoffman and Futter- 
man (23) mentioned that the three main fears of children 
with cancer are concerned with separation, mutilation, 
and death. They implied that the adequate treatment of 
cancer patients must include assistance to the patient and 
his family in coping with these fears. In a comprehensive 
review, Senescu (21) provided guidelines for the identifi- 
cation and management of emotional complications in 
cancer patients. Peck (17) found anxiety in 49 and de- 
pression in 37 of 50 cancer patients. 

Most studies of emotional reactions in cancer patients 
have used psychiatric interviewing techniques, which are 
rarely available in routine clinical practice, to identify 
patients with significant psychiatric symptomatology. 
There has been no systematic attempt to quantify levels 
of symptomatology or even to differentiate symptom pat- 
terns beyond global descriptions of anxiety and depres- 
sion. 

In view of this deficiency, our study was designed to 
provide information useful to nonpsychiatric clinicians in 
assessing their patients' psychological status bv using a 
standardized symptom inventory to quantify levels of 
symptomatalogy in nine discrete areas. It is hoped that 
such an instrument (which could be administered by non- 
psychiatric personnel such as nurses) might identify 
patients in need of more extensive psychiatric evaluation 
and treatment. It would thus provide additional decision- 
making data to the oncologist whose therapeutic arma- 
mentarium increasingly includes procedures that subject 
the patient to psychological stress and physical effects 
that may prove overwhelming to those who are emotion- 
ally vulnerable. 


METHOD 


We used the SCL-90 (24), a self-report symptom in- 
ventory that consists of a self-administered 90-item in- 
strument. The inventory assesses the degree to which the 
respondent was distressed by each item during the past 
week. The items are then clustered into scores in nine un- 
derlying symptom dimensions: somatization, obsessive- 
compulsiveness, interpersonal sensitivity, depression, 
anxiety, hostility, phobic anxiety, paranoid ideation, and 
psychoticism. The first five dimensions were integral ele- 
ments in the original Hopkins Symptom Checklist, which 
has been in use for over a decade in studies of psychiatric 
patients and has been widely validated in both pathologic 
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and normal populations (24-27). The last four dimen- 
sions have been added more recently (28). While we rec- 
ognize the inherent limitations of the self-report mode of 
psychological measurements (24), we selected the SCL- 
90 because of.its economy of administration and wide 
validation and reliability in clinical practice, as well as its 
ability to quantify and discriminate among the nine areas 
of symptomatology. 

Each item of the SCL-90 is rated by the respondent on 
a range from 0 (“not at all”) to 4 ("extremely"). Scores 
from the nine subsets are then computed so that the com- 
posite subset score has a potential range of 0-4. 

The depression cluster items were loss of sexual inter- 
est or pleasure, feeling low in energy or slowed down, 
thoughts of ending your life, crying easily, feeling trapped 
or caught, blaming yourself for things, feeling lonely, 
feeling blue, worrying too much about things, feeling no 
interest in things, feeling hopeless about the future, feel- 
ing everything is an effort, and feelings of worthlessness. 
The anxiety subset included nervousness or shakiness in- 
side, trembling, suddenly scared for no reason, feeling 
fearful, heart pounding or racing, feeling tense or keyed 
up, spells of terror or panic, feeling so restless you 
couldn’t sit still, and feeling pushed to get things done. 
Somatization consisted of items covering headaches, 
faintness or dizziness, pains in heart or chest, pains in 
lower back, nausea or upset stomach, soreness of mus- 
cles, trouble getting breath, and hot or cold spells. The 
entire set of items is listed elsewhere (25). 

The population consisted of 30 patients admitted con- 
secutively to the Oncology Research Unit at the Balti- 
more City Hospitals, Baltimore, Md., during the period 
of March 1972 through May 1972. This unit, which has 
been described elsewhere (29), consists of inpatient beds 
devoted primarily to investigative research into the treat- 
ment of leukemia and lymphoma, although patients rep- 
resenting the full spectrum of oncologic diseases are reg- 
ularly treated there. Within 48 hours after admission, 
each patient was asked to complete a copy of the SCL- 
90. If possible, a second SCL-90 was completed one 
month later. Twenty of the 30 patients completed the 
one-month follow-up. Demographic and clinical data 
were also collected. A one-year follow-up was conducted 
during April and May 1973. At this time 14 of the 30 
patients had died, 13 were available for follow-up, and 3 
were known to be alive but were lost to follow-up. A per- 
formance status scale that rates patient activity on a 5- 
point scale (0-normal activity, 4-100 percent bed- 
ridden) was used to assess performance at the time of ad- 
ministration of the SCL-90 and at the one-year follow- 


up. 


RESULTS 


As shown in table I, the mean scores for the total 
group of patients on all symptom dimensions are rela- 
tively low and virtually identical to those which have been 
reported for normal populations (28). However, the fre- 
quency distribution of most factor scores shows consid- 
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TABLE | 


Total Group Mean Score and Frequency Distribution of Patients by 
Dimension Scores 





Dimension Scores 











Total Group Less More 
Mean Score than 1.0 1,0-2.0 than 2.0 
Dimension (N=30) N Percent N Percent N Percent 
Somatization 0.82 17 567 1l 367 2 6.6 
Obsessive- 
compulsive 0.91 21 700 4 133 5 177 
Interpersonal 
sensitivity 0.56 24 800 5 177 I 3.3 
Depression 1.01 14 467 12 400 4 13.3 
Anxiety 0.63 21 700 6 200 3 100 
Hostility 0.43 25 834 4 133 | 3.3 
Phobic anxiety 0.34 28 934 l 33 1 3.3 
Paranoid ideation 0.48 24 800 4 133 2 6.6 
Psychoticism 0.58 24 800 4 133 2 6.6 





erable skewing, i.e., 70 percent or more of the patients re- 
ceived scores under 1.0 on seven of the nine factors, 
indicating minimal levels of distress in these symptom 
complexes. The two exceptions to this observation are the 
symptom factors of somatization and depression. More 
than half of the patients reported moderate (scores of 
1.0-2.0) to high (scores of more than 2.0) levels of depres- 
sion and 43.3 percent had elevated levels of somatization. 
Because of the skewing, which makes the use of summary 
statistics such as the mean and standard deviation less 
meaningful, the total patient group (N =30) was then di- 
vided into three subgroups on the basis of their dimension 
scores. The high symptom group (N=7) consisted of all 
patients who had a score of 2.0 or greater on any symp- 
tom dimension; the intermediate symptom group of 
patients (N = 11) had one or more dimension scores 
greater than 1.0 but none had scores exceeding 2.0; and 
the low symptom group of patients (N=12) had no di- 
mension score greater than 1.0. All subsequent data are 
presented with reference to these subgroups. 

Table 2 presents the demographic and clinical charac- 
teristics of these three subgroups. The high group tended 
to be younger, was composed of more white females, and 
had a somewhat higher social class as measured by the 
Hollingshead-R edlich (30) criteria, while the low group 
tended to be older and of lower social class. Degree of im- 
pairment as measured by performance status was most 
directly related to level of symptomatology, with the high 
group having 71.4 percent in the two most disabled cate- 
gories compared with only 16.7 percent of the low group. 
Mean performance ratings ranged from 2.0 for the low 
group to 3.2 for the high group. Prognosis showed a sim- 
ilar trend, as did data at one-year follow-up. The high 
group also showed a tendency to have been diagnosed 
more recently than the other groups. 

Table 3 shows the mean scores for each group by 
symptom dimension. Since no interdimension norms are 
available at the present time, only intradimension com- 
parisons can be made with confidence. The high group 


TABLE 2 
Demographic and Clinical Characteristics of Classified Groups of 
Respondents, in Percents 





High Intermediate Low 





Group Group Group 

Item (Nz7) (N-11) (N=3}2) 
Race and sex 

White males 14.3 45.4 25.0 

Black males 14.3 — 8.3 

White females 71.4 45.4 66.7 

Black females — 9.2 — 
Age 

Under 35 years old 57.1 27.2 16.7 

35-54 years old 14.4 18.1 33.3 

55 years old or older 28.5 45.4 41.6 

Unknown — 9.3 84 
Social class (30) 

I-1H 28.6 9.0 25.0 

IV 42.8 45.4 8.4 

V 14.3 18.1 41.6 

Unknown 14.3 27.5 25.0 
Initial performance status* 

1-2 28.6 45.4 83.3 

3-4 71.4 54.6 16.7 

Mean 32 2.5 20 

Prognosis 

Death within 3 months 57.1 36.3 16.7 

Survival past 3 months 42.9 63.7 83.3 
Actual outcome 

Died within 3 months 57.1 18.1 8.3 

Died in 3-12 months 14.3 274 25.0 

Alive at 12 months 14.3 54.5 58.4 

Unknown 14.3 — 8.3 


*These ranges of scores are derived [rom a performance scale that rates patient 
activity on a 5-point scale (O<normal activity, 4=100 percent bedridden) at 
the time of first administration of the SCL-90. 


registered significantly higher (p < .01, t-test) scores than 
the other two groups on all dimensions except phobic 
anxiety. This group, which represented 23.3 percent of 
the sample, had mean scores remarkably similar to those 
reported for patients admitted to a psychiatric emergency 
service who were given the same instrument (29). It is in- 
teresting that these patients had generally elevated levels 
of symptomatology on all dimensions except inter- 
personal sensitivity and phobic anxiety. 

The intermediate group's profile resembles the mean 
for the total patient population and is quite similar to 
that reported for normal! populations, with the exception 
of somewhat lower than normal scores on the last four di- 
mensions. The low group had scores well below those of 
any reported profile, including normal populations. This 
group was generally devoid of symptoms of any kind. 

Twenty patients (66.7 percent) completed repeat symp- 
tom checklists one month after the initial administration 
while hospitalized. Three of these patients were in the 
high group, 8 in the intermediate group, and 9 in the low 
group. There was a reduction in scores on the dimensions 
of obsessive-compulsive and interpersonal sensitivity 
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TABLE 3 
Mean Dimension Scores by Subgroup 











High Intermediate Low 

Group Group Group 

Dimension (N=7) (Nz11) (N=12) 
Somatization 1.57 91 32 
Obsessive-compulsive 1.98 .86 20 
Interpersonal sensitivity 1.24 57 10 
Depression 2.10 1.14 26 
Anxiety 1.73 48 18 
Hostility 1.33 .19 10 
Phobic anxiety 71 27 AS 
Paranoid ideation 1.55 .26 .04 
Psychoticism 1.44 .53 .08 





over the one-month period and a moderate decrease in 
hostility scores. All other factors remained virtually the 
same, although there was a slight increase in somatiza- 
tion scores. These changes showed some correlation with 
physical status in that patients who improved medically 
showed improvement in symptom levels and vice versa. 

There were differential changes depending on group, 
however. Thus the high group showed symptomatic 
change across several dimensions, while the intermediate 
group showed specific changes on one or two dimensions 
(primarily somatization and depression) and the low 
group showed changes in somatization scores. 

Although no direct observer validation of these scores 
was undertaken in the present study, the attending clini- 
cian (M.D.A.) categorized all patients in terms of per- 
ceived global emotional distress at the time of adminis- 
tration of the SCL-90. In general, this categorization was 
successful in identifying the high and low scorers and to 
this extent provided partial validation for the more spe- 
cific SCL-90 findings. However, this effort at cate- 
gorization reem:phasized the original observation that 
global clinical estimation of emotional distress, even by 
an experienced medical clinician, leaves much to be de- 
sired in terms of accurate quantification of levels of dis- 
tress. 


DISCUSSION 


The sample size and possible distortions introduced by 
the research nature of the ward preclude any definitive 
statements about the prevalence of psychiatric symptom- 
atology among oncology patients. However, our findings 
provide suggestive evidence for further investigation. The 
results provide evidence that a self-report instrument can 
provide useful information to the nonpsychiatric clinician 
that, coupled with behavioral observations, may be of 
value in improving the recognition of psychiatrically im- 
paired patients. This can be of practical value both in 
screening for patients who might require psychiatric in- 
tervention and as a source of data for clinical decision 
making. The fact that 30 percent of the patients reported 
more than minimal levels of anxiety and half showed an 
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elevation of depression raises questions about such find- 
ings as those reported by Peck (17), which suggest that 
virtually all cancer patients have anxiety and that more 
than three-quarters have depression. 

Is this discrepancy due to an insensitivity of the SCL- 
90 to symptomatology in this population, or is the preva- 
lence of clinically significant psychiatric symptomatology 
less than has been implied? The widespread prior valida- 
tion of the SCL-90 and its current correlation with clini- 
cian global categorizations would tend to make the first 
interpretation less likely. If one accepts the second sug- 
gestion, then the need for an instrument that can quantify 
levels of emotional distress becomes even more crucial to 
the recognition of those patients in need of further psy- 
chological evaluation. Still, a striking finding is the fact 
that nearly a quarter of those patients routinely admitted 
to the study ward. had levels of psychiatric symptom- 
atology equivalent to those found in patients in a psychi- 
atric emergency service. (As an informal observation, the 
medical house officers on the unit were somewhat taken 
aback at this amount of symptomatology; it had gone es- 
sentially undetected in the course of their routine admis- 

‘sion work-up.) 

The suggestion that there may be three symptom- 
atically distinct groups of patients raises questions about 
the reasons for these differences. The most consistent 
finding is a gradient of symptomatology corresponding to 
the degree of physical illness. Thus the high group was 
the most physically ill group and suffered the greatest and 
most rapid mortality. However, the observation that 
those patients in the low group who worsened and died 
showed an elevation in only their somatization scores 
raises the possibility that fundamental differences besides 
degree of physical illness may exist between these symp- 
tom groups. There may be subgroups within the spectrum 

. of patients who have cancer for whom emotional factors 
play a significant role in the genesis or course of the dis- 
ease; there may be other subgroups of patients for whom 
emotional factors have no bearing on the illness. Obvi- 
ously, a much larger and more diagnostically and prog- 
nostically homogeneous sample would be necessary to 
test this hypothesis further. 

The interpretation of the results of the somatization 
subset is particularly difficult because many of the items 
could quite easily be positive as the result of the cancer it- 
self. Thus elevation of this dimension might well be 
merely an index of severity of the physical illness rather 
than evidence of purely psychological distress. Further 
work is in progress to clarify this point. 

The observation that the obsessive-compulsive, inter- 
personal sensitivity, and hostility dimensions showed re- 
duction merely as a result of hospitalization has implica- 
tions for the effect of hospitalization in supporting the 
coping mechanisms of cancer patients. The fact that the 
other symptom dimensions were not relieved by hospital- 
ization raises the question of whether specific psychologi- 
cal intervention might be necessary for alleviation of 
pathological levels of these symptoms. Supportive psy- 
chotherapy, either by trained ward staff or psychiatric 
personnel, has long been advocated for cancer patients 
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and their families. The practical problem of providing 
this therapy, given staff limitations, demands that some 
method be developed whereby those patients whose cop- 
ing mechanisms are crumbling can be identified and sup- 
ported. 

There is a continuing controversy over the place of psy- 
chotropic medication in the treatment of cancer patients, 
especially those who are terminally ill. The patient under- 
going the existential crisis of terminal illness is often de- 
prived of the benefit of medication, even in the face of se- 
rious symptomatology, on the grounds that his symptoms 
are appropriate to his plight. A more rational approach 
might be to view cancer patients’ psychiatric symptoms 
in the same light as their pain—a distress to be relieved if 
possible. In such a view, identifying patients with high 
levels of depression, anxiety, or prepsychotic manifesta- 
tions can permit the institution of therapy with psycho- 
tropic drugs early enough to be of benefit. 
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Suicide in the Naval Service 


BY MARC A. SCHUCKIT, M.D., AND E.K. ERIC GUNDERSON, PH.D. 





The authors analyzed records of all suicides in the naval 
service between July 1965 and January 1972 by officer/ 
enlisted-man status. Officer suicides were 
demographically similar to civilian suicides, but enlisted 
men were relatively younger. Data on this sample are 
compared with demographic data on men in the naval 
service who attempted or threatened suicide and with the 
general service population. A relatively small proportion 
of the suicide sample (10 percent) had had in-service 
psychiatric hospitalizations. The authors discuss their 
findings in relation to possibilities for increased detection 
of the potential for suicide. 





SUICIDAL THOUGHTS have been reported by 16 percent 
and suicide attempts by 1 to 4 percent of a general popu- 
lation (1), but completed suicide is an uncommon occur- 
rence (16 suicides per 100,000 population annually) (2, 3). 
Populations at high risk for suicide attempts differ from 
those most likely to complete suicide (4-12). The average 
suicide is a Caucasian man over 40 who has experienced a 
recent important loss and who evidences depressive ill- 
ness or alcoholism. The average suicide attempter is a 
young woman who either has had no psychiatric illness 
or, if she is ill, evidences hysteria or a personality disor- 
der. Completed suicides with past histories of suicide at- 
tempts are most likely to have had personality disorders 
or antisocial behavior patterns (10). 

Suicide can be studied relatively easily in the military 
because of the consistent record keeping and close obser- 
vation of service personnel (13). The ages of men on ac- 
tive military duty include the years of greatest risk for 
suicide attempts (20-24 years) and for completed suicide 
(over 40) (10). We investigated Navy records for deaths 
by suicide in the period from July 1, 1965, to December 
31, 1971. 
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P.O. Box 109, La Jolla, Calif. 92037. 
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METHOD 


We extracted data from two sources. Active-duty sail- 
ors and Marines with official records of “death by own 
hand" were identified from the Bureau of Medicine and 
Surgery files, and demographic data and descriptions of 
the circumstances of death were noted. All suicides were 
then checked against Navy hospitalization records to de- 
termine those who had been hospitalized for psychiatric 
reasons during the period of our study. These computer 
record files were developed and are maintained by the 
Navy Medical Neuropsychiatric Research Unit for re- 
search purposes (14). The files contain demographic and 
clinical status information gathered at the time of hospi- 
talization. 


RESULTS 


The suicide rates of Navy and Marine Corps enlisted 
men are broken down by age group and compared with 
those for the general U.S. male population in figure 1. 
The figure shows an increasing suicide rate with increas- 
ing age, a trend that was also noted for officer suicides. 

The overall rate for enlisted men in the Navy (8 per 
100,000) was lower than that for enlisted Marines (16 per 
100,000); the rates for Navy and Marine officers, respec- 
tively, were 9 and 14 per 100,000. Comparisons between 
these figures and the rate for the general male population 
(16 per 100,000) must be made with caution because of 
the differences in age distribution, socioeconomic status, 
and racial characteristics, as well as in methods of ob- 
serving and reporting on military and civilian popu- 
lations. 

Table 1 describes the suicides in this sample by branch 
of service, officer/enlisted-man status, and demog-aphic 
characteristics at time of death. The average officer sui- 
cide was between 36 and 41 years old, with com- 
mensurate years of service, while.the average enlisted 
man was in his 20s at the time of his death. Marines were 
younger than Navy personnel in both the suicide sample 
and the general naval service population. All officers and 
92 percent of the enlisted men in both services were Cau- 
casian. 

Firearms were the most frequent method of suicide 
(most wounds were in the head). Poisoning (including 
drug overdose) was second in frequency, followed by 
hanging, which was more frequent among naval person- 
nel than Marines. 

Table 2 presents data on the suicides who had records 
of service psychiatric hospitalization. Demographic char- 


FIGURE 1 
Suicide Rates by Age for Navy and Marine Corps Enlisted Personnel 
and the General United States Male Population 
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acteristics for enlisted men in this group were similar to 
those in the total suicide population, but officers with psy- 
chiatric histories were younger at the time of death than 
the average officer suicide. The length of psychiatric hos- 
pitalization was much shorter for enlisted men than for 
officers. Compared to the total sample, men with service 
psychiatric hospitalizations (particularly Marines) were 
less likely to have used firearms and more likely to have 
used poison to commit suicide. 

The time elapsed between hospital discharge and sui- 
cide was 145 days for enlisted men and 28 days for offi- 
cers. These figures include six enlisted men and one offi- 
cer who were admitted to the hospital as a result of a 
suicide attempt and died shortly thereafter. 

Six Navy enlisted men and one Marine officer had had 
two psychiatric hospitalizations during this period. The 
mean age of the enlisted men at the time of the second 
hospitalization was 27.5 years, and the officer was 35. 
The enlisted men were hospitalized for an average of 17.2 
days and the officer for 6 days. 

Nine enlisted men and 5 officers committed suicide 
while hospitalized. All but 1 of these 14 men were Cauca- 
sian. Their mean age was 26, with a range of 17 to 37 
years. Their hospitalizations up until the time of suicide 
averaged 75 days, with a range of 2 to 198 days. Suicide 
was by hanging in 6 men, firearm in 3, poisoning in 2, and 
jumping from a height in 3. There were five primary diag- 
noses of schizophrenia, three of depression, three of per- 
sonality disorder, and two of neurosis (one man was un- 
diagnosed). 

The rate of suicide after hospital discharge for psychi- 
atric patients in the major Navy hospitals was 195 per 
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TABLE | 
Data on Suicide Sample, Including Comparisons with Total Service 
Population 





Enlisted Men 











Officers 
Marine Marine 
Corps Navy Corps Navy 
Item (N=353) (N=311) (N=20) (N=47) 
Mean age (in years 
Sian jie 22.8 27.1 36.3 41.1 
Range 17-46 17-54 23-52 21-52. 
All men in service 22.0 24.6 31.0 32.4 
Mean years of service for : 
suicides 4.0 8.0 15.9 12.7 
Mean pay grade (raak)* 
Suicides 3.2 4.6 3.2 -3.1 
All men in service 3.3 4.1 2.7 3.1 
Method of suicide 
(in percents) 
Firearm 71 52 60 38 
Poison 17 17 25 26 
Hanging i 6 22 15 26 
Knife -— 1 EE - 4 
Jumping from height zz 4 = 4 
Other 6 4 — 2 





* A rank of 3 for enlisted men indicates a private first class in the Marine Corps 
and a seaman in the Navy. A rank of 3 for officers indicates a captain in the 
Marine Corps and a lieutenant in the Navy. 


TABLE 2 
Data on Suicides with Records of Service Psychiatric Hospitalization 





Enlisted Men Officers 
Marine Navy Marine Navy 
Item (N=23) (N=42) (N=4) (N=10) 
Data at time of hospitaliza- 
tion 
Mean age (in vears) : 21.8 27.4 34.2 32.2 
Range 17-38 18-40 27-49 21-52 
Mean years of service 3.5 9.0 11.8 - 9.2 
Range 1-21 1-23 4-28 1-27 
Mean pay grade (rank)* 2.9 4.8 3.5 2.7 
Mean days of hospital- 
ization 22.8 32.9 81.2 72.9 
Range 1-198 1-147 6-127 1-221 
Marital status (in per- 
cents) 
Married 40 22 70 75 
Separated ordivorced 8 4 = — 
Age at time of suicide 22.5 28.1 35.2 32.5 
Range 17-38 g 18-41 28-49 22-52 
Method of suicide {in 
percents) 
Firearm 48 50 25 20 
Poison - 26 26 25 30 
Hanging 13 19 50 20 
Knife = — z= 10 
Jumping from height 5 5 — 20 
Other 8 








* For the enlisted men, a rank of 2 indicates a private first class in the Marine 
Corps and a rank of 4 indicates a petty officer third class in the Navy. For the 
officers, a rank of 3-indicates a captain in the Marine Corps and a rank of 2 
indicates a lieutenant junior grade in the Navy. 
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100,000 per year, with a range of 68 to 430 per 100,000. 
The rate of psychiatric patients in these facilities who 
committed suicide while hospitalized was 37 per 100,000, 
with a range of 0 to 123 per 100,000. 

Analysis of the hospital discharge data revealed the 
following distribution of diagnoses for the suicides who 
had had psychiatric hospitalizations: affective disorder, 
22 percent; situational maladjustment, 15 percent; per- 
sonality disorders, 16 percent; schizophrenia, 11 percent; 
alcoholism, 9 percent; neuroses (exclusive of depressive 
types), 6 percent; and drug dependence, 4 percent. The re- 
maining 16 percent of the men had other less frequently 
given diagnoses. Six of the seven men with second hospi- 
talizations had been diagnosed as having affective dis- 
orders in at least one of their hospitalizations; the seventh 
was an alcoholic. 


COMPARISON WITH ATTEMPTERS AND THREATENERS 


It is interesting to compare the completed suicides in 
our sample to men hospitalized for suicide attempts. In 
1962-1963, the Navy hospitals at San Diego and Oak- 
land recorded suicide data on all admissions. One hun- 
dred fifty (28 percent) of the 535 enlisted men admitted 
for psychiatric reasons had attempted or threatened sui- 
cide. The mean age for the combined attempting and 
threatening population was 23.1 years (22.6 years for at- 
tempters alone). The mean pay grade was 3.4 (3.2 for at- 
tempters). Fifty-four percent of this population were 
single, almost 40 percent were married, and the remain- 
der were separated or divorced. About half of these men 
complained of depressive symptoms, and four out of five 
were diagnosed as having personality disorders. Half of 
the attempters and threateners were returned to duty. 
The rate of first psychiatric hospitalization with suicide 
attempts for Navy and Marine Corps enlisted men was 
about 52 per 100,000 per year. 

Figures were also available on the 385 enlisted men 
who were hospitalized for psychiatric reasons other than 
suicide threats or attempts. Their mean age was not cal- 
culated, but their mean pay grade was 3.9, indicating that 
they were older than the attempters and threateners. The 
marital status of this group was similar to that of the at- 
tempters and threateners. Nearly three-fourths of these 
men were diagnosed as having personality disorders, and 
almost a fourth reported depressive symptoms. Seventy 
percent of these men were returned to duty from the hos- 
pital. 

Although the 1962-1963 data and our data on com- 
pleted suicides were collected by different methods and 
covered different periods of time, some general com- 
parisons can be made. The attempters were younger, 
lower in rank, more likely to be single, and more likely to 
have been diagnosed as having a personality disorder 
than the completers. The completers were more likely to 
have received diagnoses of affective disorder, alcoholism, 
or situational maladjustment. As the latter category of- 
ten carries an affective overlay, some of the completers 
may have had depressive episodes. If depressive and situ- 
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ational maladjustment diagnoses are combined, the re- 
sulting figure (37 percent) is close to the Yessler and àsso- 
ciates' (13, 15) estimate of the incidence of depression in 
suicide. Due to the lethality of their most frequent 
method of attempt (firearms), military attempters may 
die more frequently than civilian attempters, and the 
overlap between military attempting and completing 
populations may be quite large. 


DISCUSSION 


The results of the present investigations are consistent 
with Yessler and associates’ (13, 15) graphic descriptions 
of the Army and Air Force attempting and completing 
populations. Fifty-one’ percent of the completers and 74 
percent of the attempters in their sample were under the 
age of 25. The most frequent psychiatric diagnoses for 
suicide completers and attempters, respectively, were de- 
pression, 49 percent and 10 percent; personality dis- 
orders, 24 percent and 16 percent; and alcoholism, 11 
percent and 12 percent. Situational maladjustments were 
reported less often (1 to 2 percent of all cases) in their 
study than in our sample. They noted some psychiatric 
diagnoses for 86 percent of the completers and 100 per- 
cent of the attempters. 

The average officer suicide in our sample was similar 
to male civilian suicides: He was an older man, Cauca- 
sian, married, and likely to have been diagnosed as hav- 
ing a personality disorder or situational maladjustment. 
While the rank of the average suicide was comparable to 
the average rank for his service branch, the naval en- 
listed-man suicide was 2.5 years older than the average 
enlisted man, and the naval officer suicide was 8.7 years 
older than the average officer. Marine Corps officer sui- 
cides were also older than the average for their service. 

This age difference indicates that men who eventually 
committed suicide were delayed in receiving promotions. 
While there are other possible explanations, the age dif- 
ference, in conjunction with the association between sui- 
cide and psychiatric illness, raises the possibility that the 
performance of these men was impaired for some time 
before their deaths. Thus there may have been signs of 
impending suicide in many of these cases. If they had 
been recognized lives might have been saved. 

The proportion of suicides with past psychiatric hospi- 
talizations who were married was less than would be ex- 
pected from age-based naval service statistics (16). These 
men may have had more difficulty establishing and main- 
taining close relationships (perhaps as a result of under- 
lying psychiatric illness), and loneliness, which seems to 
be a significant factor in successful suicides, might have 
been an important feature of their lives. 

The typical in-hospital suicide was by hanging and oc- 
curred in men who had been hospitalized for a relatively 
long time, especially among those labeled schizophrenic 
or depressive. This indicates that men with affective 
symptoms, even if they are labeled schizophrenic, should 
be closely observed during the entire course of their hos- 
pitalization. 


The number of in-hospital suicides was especially high 
among officers. The practice of hospitalizing officers for 
long periods of time may reflect the severity of their ill- 
ness at time of hospitalization, which may in turn be re- 
lated to their high rate of in-hospital suicide. A com- 
parison of tables 1 and 2 indicates that the mean age at 
suicide is younger for men with past psychiatric hospital- 
izations. These men may have had an earlier onset of psy- 
chiatric symptomatology, which took a malignant 
course. 


COMMENTS 


Most suicide completers show signs of psychiatric ill- 
ness before their deaths (7, 8, 15). While some of the men 
in our sample probably received outpatient assistance 
from clinics, general medical officers, or clergymen, the 
10 percent rate of inpatient psychiatric care is relatively 
low, especially in view of the fact that service personnel 
are felt to be under closer surveillance than men in civil- 
ian jobs. An awareness of the factors that indicate the po- 
tential for suicide could save lives. Supervisory personnel 
can be trained to recognize depression and alcohol- 
ism (9), and medical and paramedical personnel can be 
realerted to the characteristics of patients at high risk for 
suicide. These patients should, in general, be hospitalized, 
as psychiatric intervention seems to lower the suicide 
rate (4). 

The potential for suicide should be considered in all 
patients showing signs of depression, especially those 
who fulfill the criteria for diagnoses of affective disorder 
or alcoholism (8): 20 percent of all individuals with 
affective disorder die by suicide (5). Special attention 
should be paid to older men with depressive symptoms 
who live alone, have suffered a recent loss, and have the 
means to carry out a suicide plan. The ready availability 
of firearms to service personnel may increase the risk that 
a suicide attempt will be successful. It is preferable to de- 
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pend on these factors rather than the presumed serious- 
ness of the attempt in predicting eventual death by sui- 
cide (4, 17). 
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The Decision-Making Process and the Outcome of Therapeutic Abortion 


BY CORNELIA MORRISON FRIEDMAN, M.D., RHODA GREENSPAN, M.A., M.S.W., AND FAY MITTLEMAN, M.S.W. 





The American literature on abortion suggests that an im- 
mediate negative response to abortion is not uncommon 
among women undergoing this procedure and that short- 
term.unhappiness and guilt may be part of the normal re- 
sponse. The proportion of women with serious psychiat- 
ric complications is probably less than 10 percent. Four 
case reports of postabortion psychiatric illness are 
presented that indicate (in agreement with the literature) 
that there is high risk in abortion when any of the follow- 
ing elements is present: strong ambivalence, coercion, 
medical indication, concomitant severe psychiatric ill- 
ness, and the woman's feeling that the decision was not 
her own. 





LEGALIZED ABORTION has made it possible for a woman 
to decide whether and when she will bear children and, 
for the first time, to make that decision with societal 
sanction. Medical research and refinement of surgical 
techniques have made abortion safe. Careful inter- 
disciplinary studies have reported that early abortion 
does not produce severe emotional sequelae in most 
women (1, 2). 

The task now is to investigate the relatively rare phe- 
nomenon of postabortion psychiatric illness. This paper 
describes this phenomenon, focusing on three general 
areas: 1) review of abortion research in the American 
psychiatric literature, 2) preliminary clinical observations 
on normal responses to abortion, and 3) preliminary ob- 
servations on several women with postabortion psychiat- 
ric illness. 


REVIEW OF ABORTION RESEARCH 


The pendulum of thought on the emotional outcome of 
therapeutic abortion has made a full sweep in the last 30 
years. The literature of the 1940s and 1950s (3-5) was 
deeply concerned with the presumed traumatic effects of 
abortion. Authors presented indications for abortion and 
examples of women who tolerated the procedure well, but 
they invariably returned to longer discussions of negative 
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reactions. There were many statements regarding the de- 
sire for motherhood and the rage and despair that result 
from its curtailment. Unfortunately, there were no stud- 
ies of the incidence of debilitating negative reactions. 

The direction of commentary on abortion changed in 
the 1960s after the publication of statistical studies on the 
incidence of negative reactions to abortion (6-9). Table 1 
summarizes the findings of several American studies on 
postabortion response. All of these studies report that a 
negative immediate postabortion response is not uncom- 
mon. Depending on the population studied, the research 
method, and the definition of “negative response," from 
.7 percent to 43 percent of the women studied showed an 
immediate negative response. All of these studies report a 
decrease in this negative response over time. The range of 
long-term negative response is from 0 percent to 50 per- 
cent. The figure of 50 percent appears in only one study, 
that of Wallerstein and associates (17). If this study is ex- 
cluded, the range becomes 0 percent to 26 percent, with 
an average of approximately 10 percent. In Wallerstein 
and associates’ study, relatively subtle changes: were 
judged to be caused by the abortion rather than being 
viewed as part of an ongoing state of adolescent turmoil. 
The factor of authors' interpretation of what is new be- 
havior and what is part of an ongoing style of coping or 
noncoping is an important variable in the study of abor- 
tion reactions. 

There is a hypothesis that abortion is viewed as murder 
in the unconscious, and that every woman will con- 
sequently and inevitably feel guilty about this “murder.” 
The aforementioned statistical studies have shown that 
such guilt, if it exists, does not cause psychiatric illness or 
even long-lasting regret in the majority of instances. To 
put it another way, a woman's final state of mind is not 
dictated solely by her unconscious. 

On the other side of the ledger, several studies (20, 21) 
have shown that abortion is genuinely therapeutic in 
many cases. Notman and associates (21) studied a group 
of 100 women using both psychiatric interviews and psy- 
chological tests and found a general promotion of matu- 
rational processes following abortion. 


NORMAL EMOTIONAL RESPONSE TO ABORTION 


In order to understand pathological responses to abor- 
tion, we must investigate the normal processes by which 
women integrate an abortion experience. It is important 
to remember that abortion presents a double challenge 
because it is both the termination of a pregnancy and a 
surgical procedure, and any surgery causes a complex of 
feelings related to invasion of the body. 


TABLE | 


American Studies of Postabortion Reactions 
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Percent with Negative Reactions 








Investigator Number of Women Studied Method Immediate Long-Term 
ing : 52 P* uestionnaire 19.0 4.0 

Ewing and Rouse (10) 2 Gate Q $n i 

Ford and associates (1) 29 Interview*** Bc 140 

Marder (11) 147 General hospital experience -— few 

-Margolis and associates (2) 43 Interview*** — 9.3 

Meyerowitz and associates (12) 93 Hospital records and interview of physicians 13.0 6.3 

Niswander and Patterson (6) 116 Questionnaire 27.6 4.3 

Osofsky and Osofsky (13) 250 Interview 15.0-23.0 — 

Pasnau (14) 150 Interview 0.7 0.0 

Patt and associates (7) 35 Interview of psychiatrist 43.0 14.6 

Peck and Marcus (8) 50 Interview 20.0 0.0 

Perez-Reyes and Falk (15) 4l Interview*** 41.0 13.0 

Pion and associates (16) 93 Telephone interview 19.0 5.0 

Simon and associates (9) 46 Interview 41.4 15.0-26.0 

Wallerstein and associates (17) 22 Interview — 50.0 

Whittington (18) 31 Questionnaire 29.0 3.0 

Brody and associates (19) 94 MMPI Postabortion reduction in all scales 

Niswander and associates (20) 65 MMPI Postabortion recuction in anxiety, 


depression, and impulsivity scales 





* Prior psychiatric illness. 
** No prior psychiatric illness. 


*** These studies also employed the MMPI, but not for the purpose of determining percentages. 


The material in this section is drawn from recorded 
postabortion groups involving 165 patients that took 
place at Boston Hospital for Women at the time of a two- 
week postoperative medical checkup. All women were 
given preabortion psychosocial evaluation. The group 
members were a random sample of the clinic population, 
which is typical of a large urban hospital. The patients 
judged to be psychiatrically ill (either at the meetings or 
from prior evaluation) are excluded from this material. 
Our findings are limited by a lack of long-term follow-up 
and must therefore be considered speculations at present. 

Past studies (7, 11, 18) have revealed that many 
women who choose to have abortions feel relief shortly 
after the procedure. In the groups we studied, relief was a 
frequent reaction and was often (but not necessarily) cor- 
related with a decision made with little conflict. These 
women were able to accept the responsibility for not 
wanting another child. They said that they "didn't want 
the pregnancy,” and that they had “done all the thinking 
before." These women felt "terrific," "relieved," and 
"happy to have it over." 

A smaller number of women had presented ambivalent 
feelings but had worked through them and felt relieved 
after the procedure. One said, “I felt worse before. I'd be 
watching TV and they'd be talking about abortions and it 
was hard. But after I felt OK.” 

A smaller group of women, who had been certain 
about their decision, later felt some unhappiness. We 
feel that these women actually had deep, unconscious 
ambivalence about their decision. They often wanted the 
child, but felt that their life situation made this impos- 
sible. After the abortion, the continued ambivalence was 
expressed in fantasies about the fetus, particularly re- 


garding its sex. Many of these women were aware of the 
due date. They seemed to have a stronger tendency than 
the groups previously described to imagine a place in 
their lives for a baby. One stated, “I feel relieved. There's 
some kind of sadness still. Once in a while I think about 
it. Like you go over to a friend's house and see their little 
babies and wish you had one too.” 

It would be premature to draw conclusions about post- 
abortion sadness or depression from these observations. 
However, it does seem that a strong desire to have a 
baby, which mav be concurrent with a woman's certainty 
that she is not prepared for a child at the time, contrib- 
utes to this reaction. These women appear to cathect the 
fetus and mourn its loss. Our experience suggests that 
women with less negative postabortion response have 
cathected the fetus less. This correlates with various ob- 
servations (6, 8, 9) that patients aborted because of ru- 
bella or other organic disease were more likely to have an 
immediate negative reaction. Most of these women 
wanted to have the child in spite of the medical con- 
traindication. 

Kaltreider (22) has commented on the increased emo- 
tional difficulties that occur in midtrimester abortion. 
There were a few women in our groups who, after second- 
trimester abortion, felt relieved and had no conflicting re- 
gret. Some. women had expected to continue the preg- 
nancy, but changing relationships and life situations 
prompted a decision for abortion. Thus, they then suf- 
fered the loss of both their expectations and the preg- 
nancy itself. Others, especially adolescents, denied the 
pregnancy unti; the fourth month. The physical and emo- 
tional strain of a second-trimester abortion was then in 
direct conflict with the propensity to use denial. [n sec- 
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ond-trimester abortion, the sex of the fetus was an issue 
not only in fantasy but often also in reality. In spite of 
this greater reality, the women’s concerns were individ- 
ually determined. Some women closed their eyes to avoid 
seeing the fetus, but one woman insisted that the nurse 
call the pathology laboratory to determine the sex of the 
fetus. 

The comments of these women were quite varied, 
sometimes indicating conflict, guilt, and sadness. How- 
ever, it must be emphasized that they did not see them- 
selves as emotionally disturbed, nor did they appear to be 
psychiatrically ill in our definition. These findings suggest 
several hypotheses to be tested in further clinical investi- 
gation: 

1. Women who make relatively conflict-free decisions 
feel relieved after abortion. 

2. Women who see the fetus as a baby feel guilty or sad 
in the postabortion period. 

` 3. A woman's style of coping with abortion is consist- 
ent with her general coping style. 


SOCIAL CLIMATE AND RESPONSE TO ABORTION 


The social milieu in which women obtained abortions 
prior to January 1973 has made it difficult to evaluate the 
significance of their emotional reactions. Until that time 
there was no social sanction for abortion. 

Our society has tended to be sympathetic toward acts 
performed to protect one's physical self, home, or family. 
Such support has not existed for a woman having an 
abortion. During the crisis period of the procedure, 
women experience anxiety, vulnerability, and increased 
dependency. It seems possible that some of the sadness, 
guilt, regret, and anxiety they feel after abortion is the 
normal reaction of any human being alone in a Stressful 
situation and that this reaction is not pathological. 

Abortion is a controversial procedure in our society, as 
is evidenced by the vast amount of English-language lit- 
erature on the subject. It is interesting to note that there 
are many good, careful American studies of psychologi- 
cal sequelae to abortion, but there are very few in the 
Japanese, Russian, and Eastern European litera- 
tures (23). There is high acceptance of abortion and little 
anticipation of specific psychological aftereffects in these 
countries. We do not mean to say that postabortion psy- 
chiatric ilIness is caused solely by Western attitudes—any 
seasoned clinician knows differently. We do, however, 
speculate that social values play a part in augmenting an 
individual's tendency toward guilt, grief, or self-punish- 
ment. 


IDENTIFYING THE WOMAN AT RISK 


A small number of women, probably less than 10 per- 
cent, will experience true psychiatric illness after abor- 
tion. It is desirable but difficult to predict with any degree 
of certainty which women will develop postabortion psy- 
chiatric illness. In order to develop criteria for prediction, 
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we have examined case studies both in the literature and 
in our personal experience. 

A review of cases described in the American literature 
suggests several factors that have predictive value for 
postabortion difficulty. These are: 1) severe psychiatric 
illness (1, 12); 2) failure of the family to support the deci- 
sion (1, 6); 3) abortion for medical indication, e.g., ru- 
bella or hereditary disease (6, 8,9); 4) severe ambiva- 
lence (7); and 5) coercion by family or physicians (6, 7, 
18). 


CASE REPORTS 


We will now consider some individual patients seen in 
consultation or treatment who suffered postabortion psy- 
chiatric illness. These cases are drawn from our com- 
bined clinical experience, involving more than 500 
patients. Our impression is that the incidence of post- 
abortion psychiatric illness in this group was very small, 
i.e., around 2 percent. However, follow-up was not rigor- 
ous, and we are unable to state an exact percentage. 


Case I. A 21-year-old single woman was referred for 
evaluation in a maternity home during her sixth month of preg- 
nancy. She had severe anxiety and fought constantly with her 
parents, often with eruptions of physical aggression. 

This was her second illegitimate pregnancy; the first had been 
terminated by abortion. This woman felt that her parents re- 
garded her as the family troublemaker and that they wished to 
be rid of all her problems as quickly as they were rid of her first 
pregnancy. She also wanted the abortion, feeling that preg- 
nancy would interfere with her schooling. She felt no emotional 
discomfort after the procedure but began a pattern of heavy 
drinking, in which she went to a bar, drank to the point of ex- 
haustion, spent a day in bed recovering, and then repeated the 
pattern. One night, after a fight with her parents, she had inter- 
course with a family friend without contraceptive protection 
and she became pregnant. 

In spite of her early recognition of her previous pregnancy, 
she did not recognize the meaning of her persistent nausea in 
this case. Her pregnancy was discovered only after her regres- 
sion to an enraged state and psychiatric hospitalization. The 
pregnancy was too advanced for abortion; her baby was due 
around the anniversary of her abortion, 

She was evaluated as a borderline psychotic woman who was 
hyperactive, severely anxious, and confused. She had complete 
denial of affect with no feeling about either pregnancy. She was 
preoccupied with her relationship with her father. (It was 
learned from another source that the father was a violent and 
deeply troubled man.) 


This woman with long-standing psychopathology had 
developed new psychiatric symptoms after an abortion 
that was one of a series of troubled events in a chaotic 
life. She did not cope well with the abortion, but this was 
clearly a continuation of maladaptive behavior. It may be 
that abortion was traumatic for her because of its sym- 
bolic meaning in her relationship with her parents. She 
gave the impression of having given little thought to her 
decision in either pregnancy and had instead either com- 
plied with or resisted parental wishes. 


There was no easy solution to this woman’s problem 
pregnancies. Although abortion had caused new symp- 
toms, her limited ability to cope was also severely 
stressed by the illegitimate pregnancy. 

In the past, reports of negative sequelae to abortion 
have been interpreted as a dictate that pregnancy should 
not be terminated. While pregnancy is more natural than 
abortion, it is not necessarily safer emotionally. Descrip- 
tions of women carrying unwanted pregnancies to term 
reveal that they have considerable difficulty cop- 
ing (11, 19, 24). Other women cope well with unplanned 
and even illegitimate pregnancy. This suggests that the 
most forceful determinant is the woman's own intent— 
what she would choose to do after careful thought, given 
the alternatives of continuing or aborting a pregnancy. 


Case 2. An attractive 27-year-old single woman was re- 
ferred because of anxiety, somatic complaints, and lack of sex- 
ual enjoyment following a legal abortion six months earlier. 
When her pregnancy was confirmed, she was offered free abor- 
tion through her health maintenance organization after routine 
medical and psychiatric evaluation. She decided instead to fly to 
New York the next day and pay for the abortion herself. She 
later said that she could not stand the idea of discussing her de- 
cision—she could not bear to think about it until it was over. 

After the abortion she was preoccupied with her body, partic- 
ularly her abdomen. She felt pain, bloating, and gurgling in her 
lower abdomen, and was afraid she had cervical or uterine can- 
cer. She no longer enjoyed sex and was terrified of pregnancy, 
even though she took birth control pills with fanatic regularity. 
Although she had not practiced Catholicism for seven years, she 
felt she would go to hell. 

The patient was a good-humored young career woman who 
was the oldest child in an overprotective but stable family. She 
saw herself as “happy-go-lucky,” with no awareness that 
"things can go wrong in life" until her pregnancy and abortion. 

She was referred for group therapy after minimal response to 


individual sessions. After she reluctantly told the group about 


her abortion, her anxiety and somatic symptoms decreased. 
Over the next few months of treatment, she was able to be more 
open in the group about her emotional life and her symptoms 
lessened markedly. 


This woman had a stable but immature and hysterical 
personality and became guilty, regretful, and depressed 
following abortion. Her avoidance of emotional conflict 
strongly interfered with her decision making about the 
abortion. Only afterward did she acknowledge her long- 
ing for a baby and her religious reservations about abor- 
tion. At the time of her decision, she allowed herself no 
consideration of these issues and removed herself from an 
evaluation process that would have forced such consid- 
eration. 

The patient attributed her fluctuating lack of sexual re- 
sponsiveness to continuing guilt over the abortion. How- 
ever, this unresponsiveness occurred only with men she 
did not really care for. This sexual difficulty, seemingly 
caused by the abortion, stemmed from discomfort with 
men, repression of emotional needs, and a wish to settle 
the issues of intimacy by quick action rather than slow 
growth. The tendency to blame preexisting emotional dif- 
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ficulties on the abortion is not unusual in women studied 
in depth in the year following abortion (9). 


Case 3. A 23-year-old single woman was initially seen in 
social work evaluation prior to a therapeutic abortion. She was 
an attractive secretary who, at the time of the abortion, had 
been living with her boyfriend for a year. She was using con- 
traception sporadically and assumed they would marry if she 
became pregnant. She stated that her boyfriend was unable to 
make a marriage commitment at the time of her pregnancy and 
denied being disappointed by his decision. She seemed to be 
doing well during brief treatment after the abortion. 

A year later she contacted the social worker. Although she 
and her lover had been married for several months, she had be- 
come sexually unresponsive. She had been unable to reach or- 
gasm since a month after the abortion. She willingly accepted 
referral to the psychiatrist. 

This woman was treated in 15 sessions of psychotherapy, 
with complete remission of her sexual dysfunction. The major 
focus of the treatment was her anger at her husband over the 
abortion. She retold the story of their decision: Upon learning 
of the pregnancy, he had become quite upset about the responsi- 
bilities of marriage and a baby. He was open about this and his 
preference for abortion; however, he also stated that he loved 
and would marry her if she wished. This made her deeply 
angry—she felt he was a coward and was asking her to shoulder 
all the responsibility. She decided to have an abortion, but expe- 
rienced this not as a decision but rather as something she was 
forced to do. She strongly desired a baby at that time. 

In therapy, the patient's anger emerged slowly, with frequent 
references to inability to show anger to her parents, particularly 
her father. She become more aware of her passive-dependent 
relationship with her father and her tendency to relive this with 
her husband. She became more open in their disagreements and 
more aware of her responsibility, or lack thereof, in the abor- 
tion decision. Her sexual responsiveness returned after an angry 
discussion with her husband in which he surprised her by his ac- 
ceptance and positive feelings. 


This case demonstrates again the development of post- 
abortion psychiatric illness in a relatively healthy 
woman. It furthermore illustrates a challenge to abortion 
counseling—that of a woman who professes to a firm de- 
cision when she is actually deeply ambivalent. 

Early investigators stated that abortion often leads to 
frigidity. Gebhard and associates (25) refuted this with 
data showing that 60 percent of women who have had 
premarital abortions usually (60 percent or more of the 
time) achieve orgasm in the first year of marriage, as 
compared to 52 percent of women without premarital 
abortions. Case 3 represents the only instance of post- 
abortion frigidity in our combined clinical experience. 
While the symptom was clearly precipitated by the abor- 
tion, this woman's difficulty in expressing anger and her 
tendency to see herself as passive, dependent, and not re- 
sponsible for her life and decisions provided the medium 
for the development of this symptom. 


Case 4. A 22-year-old married mother of an 18-month- 
old child had borderline intelligence. She had been treated 
since adolescence for Von Recklinghausen's disease. Her physi- 
cians strongly advised abortion of her second-trimester preg- 
nancy because of the 50 percent chance that the Ebaby would in- 
herit the disease. The couple agreed. 
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The pregnancy was aborted by saline infusion. The woman 
requested to see and was shown the male fetus. When seen after 
the procedure by the attending physician, she was calm and 
stated that the abortion was the most realistic solution. 

The patient first became upset 48 hours after the abortion, 
This occurred after a visit with her husband in which she told 
him that the baby would have been a boy. He apparently be- 
came upset because he had wanted a boy. A few hours later the 
patient became agitated: she cried, was unable to sleep, and de- 
manded to see her son. She ranted uncontrollably about her 
baby. The staff psychiatrist felt she was an inadequate person- 
ality in the denial stage of an acute grief reaction. Several intra- 
muscular doses of chlorpromazine (Thorazine) were required to 
quiet her. Her denial of the abortion and her agitation contin- 
ued, and she was transferred to a psychiatric hospital. She was 
not felt to be psychotic but of limited intellectual and ego re- 
sources to deal with her grief. 

During her psychiatric hospitalization she focused on her 
grief over her father’s death from Von Recklinghausen’s dis- 
ease. After a week she was discharged and referred for marital 
counseling. 


This patient with no previous psychiatric history devel- 
oped a near-psychotic postabortion grief reaction. Her 
reaction was related to the withdrawal of family support 
for her decision. She was highly ambivalent about the 
abortion and carried the pregnancy to midtrimester. She 
desired a baby and, as later events showed, had already 
cathected the fetus. 

In retrospect, it seems possible that undue pressure was 
put on this woman by the genetic counselor, the surgeon, 
and her family. The most clearly recognized con- 
traindication to abortion is a decision based solely on 
coercion. 


DISCUSSION 


A great deal has been said over the past 50 years about 
negative outcomes of therapeutic abortion. Many strong 
statements have been made with little substantiation. 
Personal feelings run high in this area, and judicious sci- 
entific study has just begun to appear. 

Infrequently, psychiatric symptoms do appear after 
abortion. These symptoms range from sexual dysfunction 
to psychotic decompensation. Often, they are a contin- 
uation of preexisting illness; occasionally they are not. 
They are to be differentiated from a mild, transient nega- 
tive emotional response involving guilt, sadness, or re- 
gret. These feelings are part of the normal spectrum of 
response to abortion and may be heightened by social at- 
titudes toward the procedure. 

The literature on abortion and our clinical experience 
both indicate that there is greater likelihood of post- 
abortion psychiatric illness in situations in which any of 
the following elements are present: coercion, medical in- 
dication, concurrent severe psychiatric illness, severe am- 
bivalence (i.e., the woman wants a baby and has cath- 
ected the fetus), and the woman's feeling that the decision 
is not her own. 

As case 3 illustrates, prediction of postabortion psychi- 
atric illness is difficult when a woman does not express 
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her feelings openly during abortion counseling. Pertinent 
feelings and facts may be deliberately or unintentionally 
concealed. However, prediction is difficult even when a 
woman is candid. Women who have psychiatric illness af- 
ter abortion often have had severe psychiatric problems 
previously. This does not mean, however, that previous 
psychiatric illness has predictive value; very few women 
with histories of severe psychiatric problems have in- 
creased difficulty with abortion: most remain the same 
and some even improve. 

Our material suggests that several aspects of a 
women's decision-making process are crucial. A vulner- 
able woman who is ccerced into abortion or accepts it re- 
luctantly in the face of strong wishes for a child appears 
to be more likely to decompensate than does a vulnerable 
woman whose decision is made with little ambivalence on 
the basis of pressing reality factors. In the groups we 
studied, women who were most settled in their decision at 
the time of the abortion had the smoothest postoperative 
course. 

In all of the cases of postabortion illness we have 
presented there were compromises in the decision-mak- 
ing process. The woman in case | appeared to comply 
with or resist parental wishes rather than making her own 
decision. In case 2, decision making was avoided entirely 
by precipitous action. Complying with the wishes of an- 
other made it possible for the patient in case 3 to avoid 
feeling responsible for her actions. This process was 
heavily rationalized. The woman in case 4 was severely 
ambivalent and reluctant. She may have been pressured 
by the medical staff; she ceased coping when family sup- 
port of her decision was withdrawn. 

Other workers, particularly Osofsky and Osofsky (13), 
have pointed to the importance of decision making in the 
outcome of abortion. Our work suggests that inability or 
reluctance to make a decision, with resulting continued 
ambivalence, can trigger severe symptomatic responses 
in the postabortion period. 

Many areas for further outcome studies of abortion ex- 
ist, and both statistical and clinical work can contribute 
to a refined understanding of this complex problem. 
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The Adolescent Kidney Donor: The Right To Give 


BY DOROTHY M. BERNSTEIN, M.S., M.D., AND ROBERTA G. SIMMONS, PH.D. 





Adolescents are rapidly acquiring new medical and legal 
rights. One of the issues being raised in the field of organ 
transplantation is the ability of the adolescent to decide 
to give one of his body organs to another person. Can he 
make a valid and lasting decision? The authors found 
that adolescent donors were more likely than adult 
donors to experience a boost in self-esteem and feel 
rewarded by rather than regretful of their decision a year 
later. 








THE ISSUE OF THE medical rights of the young has been a 
matter of recent prominence. In earlier days, the minor 
had few or no rights. In the American colonies, for ex- 
ample, a child was considered to be chattel. He could be 
subjected to physical violence and even death without 
protection of the law (1). Today, children (e.g., the child 
of divorce, the abused child, the runaway child) are given 
new rights and considerations. Forty-four states cur- 
rently have statutes granting the minor the right to con- 
sent to medical treatment for venereal disease. A growing 
number of jurisdictions permit minors to consent to med- 
ical treatment for drug abuse or prevention of pregnancy 
without parental consent or knowledge (2). 

The advent of successful organ transplant raises issues 
about the kidney donor who is a minor. Studies have 
shown a better survival rate when living related donors 
are used rather than cadaver kidneys (3). For this rea- 
son, many institutions prefer to use such donors. To date, 
the human renal transplant registry reports the use 
of only 45 living related donors under 21 years of agein a 
total of 8,332 transplants since 1951 (4). Increasingly, 
however, the minor donor is being considered. Such a do- 
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nor under our present system is unable to give consent 
without legal recourse. However, with increasing rights 
coming to the young in other areas, what are the poten- 
tials for the donor who is a minor? 

Several questions are now raised: 1) Is the minor able 
to make a valid and lasting decision to give up a body or- 
gan to save the life of a relative? 2) What are the motiva- 
tions of young donors? 3) What are the psychological 
risks? 4) Does the minor derive therapeutic benefit? 5) 
Does the donor selection process protect the minor from 
a psychologically damaging decision? 

A study investigating these and other factors has been 
in progress at the University of Minnesota, Minneapolis, 
Minn., for three years. Because this is part of a larger 
continuing study of all kidney donors at this center, some 
comparisons of'adolescent with adult donors can be 
made. 


PROCEDURE 


In the past three years 239 patients have had kidney 
transplants at the University of Minnesota. The families 
of these patients have been subjects of investigation. 
From these families, 26 minors under the age of 21, have 
both volunteered to donate and proceeded far enough 
into the routine to be evaluated by a psychiatrist. One 
such possible donor was referred by the staff to the psy- 
chiatrist before testing because they felt she might be too 
frightened to donate. The remaining 25 had been admit- 
ted into the hospital on the donor service for a three-day 
physical work-up that routinely includes a medical his- 
tory, physical examination, erythrocyte blood typing, and 
assessment of renal function, including arteriography. At 
the University of Minnesota the donors are seen on a do- 
nor service physically separate and staffed separately 
from the recipient service. In this way the donor's physi- 
cian is better able to remain unbiased by the needs of the 
recipient. 

Routinely, a psychiatric examination proceeds simul- 
taneously with the physical work-up for adolescent do- 
nors (although not for donors who are of age). This ex- 
amination evaluates the mental status of the adolescent, 
motivations and concerns of donation, undue pressures, 
and ability to understand and consent to the procedure. 
Where indicated, intelligence testing was done using the 
Wechsler Intelligence Scale for Children (WISC) or the 
Wechsler Adult Intelligence Scale (WAIS). All poten- 
tial adolescent donors were also given the Minnesota 
Multiphasic Personality Inventory (MMPI). 


This paper concerns these 26 potential donors; it does 
not deal with other adolescents who volunteered to do- 
nate but who were not selected as the best donor in the 
family and who therefore were not referred for psychiat- 
ric evaluation. This paper draws not only on data gath- 
ered as part of the psychiatric evaluation but also on re- 
search materials collected by a sociological team. During 
the search for a donor as many family members as pos- 
sible were repeatedly interviewed by the sociclogists in an 
open-ended qualitative manner so that the research staff 
could follow the donor search and the decision-making 
events. In addition, the person chosen to be a donor was 
given a structured questionnaire two to three days before 
the transplant, five days after the transplant (right before 
hospital discharge), and one year after the transplant. 
Case material in this paper has been altered in certain de- 
tails to protect the identity of the subjects. 


FINDINGS 


The 26 minors in this study ranged in age from 16 to 20 
years old. All except one were within the range of normal 
intellect. Two adolescents had a previously identified psy- 
chiatric illness. Except for these two, MMPIs were within 
normal range. On one MMPI, however, scores on the 
psychopathic deviate, masculinity/femininity, and hypo- 
mania scales were elevated. Table | shows the distribu- 
tion of adolescent potential donors by age and sex. Boys 
outnumbered girls by approximately 2 to 1. The majority 
were boys in the 16- to 18-year-old age group. Eighteen 
of the group became donors, six were medically excused, 
and two transplants have not yet been made. No adoles- 
cent changed his mind and refused to donate after the 
work-up procedure began, although several late refusals 
have been seen among older potential donors (5, 6). 

Out of the six subjects who were medically excused 
when they tried to donate, three were ruled out for psy- 
chiatric reasons. These reasons included a previous his- 
tory of psychosis with current emotional instability, an 
acute anxiety reaction regarding donation (this was the 
patient referred by the staff to the psychiatrist before any 
testing), and the presence of mental retardation and psy- 
chosis. In the last named instance, a stepfather wanted a 
17-year-old, severely retarded schizophrenic son to do- 
nate to his mother, who was in the end stage of renal dis- 
ease. In all cases, the regular donor staff had been aware 
of the possibility of a psychiatric problem before the psy- 
chiatrist’s evaluation and were quite reluctant to consider 
using this donor. 


Decision-Making Process: Ambivalence and Pressure 


Is the young donor capable of making this decision? Is 
“it an easy decision for him or is he disturbed by ambiva- 
lence? Is he overwhelmed by family pressure or is he free 
to refuse? Our analysis indicates that 50 percent of these 
26 potential donors and 44 percent of those who actually 
donated made a rapid, instantaneous decision, that is, 
they volunteered to donate immediately upon hearing of 
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TABLE ! 
Classification of 26 Adolescent Potential Kidney Donors 





Volunteered: 





Kidney Not 
Yet Trans- Medically 
Status Donated planted Excused 
Male potential donors (N = 18) 
16-18 years old (N «11) 7 0 4 
19-20 years old (N « 7). 6 0 l 
Female potential donors (N =8) 
16-18 years old (N=4) 2 l l 
19-20 years old (N=4) 3 1 0 
Total 18 2 6 





the need and did not reconsider this decision later (7, 8). 
Both the donor’s own report and the reports of other 
family members concur with this judgment. As one 17- 
year-old boy put it, “As soon as I heard my sister needed 
a kidney, I raised my hand.” The rest of the potential do- 
nors took more time to commit themselves to donation. 

Some of those who took longer to commit themselves 
to donation apparently felt some ambivalence. However, 
65 percent of the potential donors (17 out of 26) and 67 
percent of the actual donors (12 out of 18) seemed to ex- 
press no ambivalence either to the psychiatrist or in the 
sociological interviews. Five potential donors expressed 
slight ambivalence, while the ambivalence of four others 
was more marked. In two of these cases, the desire to 
save the life of a relative seemed strong enough to out- 
weigh doubts. One such donor expressed marked ambiva- 
lence to the sociologists but only after being assured that 
the physicians would not know of her concerns and pre- 
vent her from donating. She did not reveal the full extent 
of her fear and ambivalence to the examining psychia- 
trist. Two ambivalent volunteers were rejected on psychi- 
atric grounds. 

Throughout the study, adolescents were asked whether 
they felt pressured to donate. Further attempts to spot 
pressure were made by asking other family members in 
detail about family conversations about and attitudes to- 
ward donation. Based on these data, we concluded that 
the vast majority, 73 percent (21 out of 26) of the poten- 
tial donors and 89 percent (16 out of 18) of the actual do- 
nors, appeared to be under no family pressure to donate. 
In many cases, in fact, parents tended to protect the ado- 
lescent from the surgical process and either hesitated to 
ask about donating or were opposed to donation until 
convinced by the adolescent himself. 

There were five potential donors classified as ex- 
periencing some pressure, but in two cases the "pressure" 
seemed quite mild. However, in three cases the pressure 
was perceived as significant. The first of these cases in- 
volved the retarded adolescent who had been excused on 
psychiatric grounds. The second of these donors had a 
very strong desire to save her sister's life but felt emotion- 
ally rejected by her parents with whom she was no longer 
living. She remarked about the pressure: 
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Someday I may need my folks. If I don’t donate I know I can 
just forget I ever had any relatives.... 1 can forget about 
ever coming home... that I ever had any family. Hell, some- 
day I may need them to bury me. They don’t give a damn 
about me now, but if I don’t go through with this, they won't 
ever bury me. 


In the third case, a girl who later was not accepted as a 
donor for her sister found herself in a situation where one 
parent seemed to favor donation and pressured her in 
front of the recipient to make up her mind while her other 
parent appeared opposed to the donation because of the 
surgical risk. 


Motivation for Donation 


Most of the study group had multiple motives for do- 
nating. Certain motives occurred over and over again. 
Rescue of the terminally ill recipient was the most fre- 
quently mentioned motive, occurring 15 times. Concern 
and love for the recipient was mentioned by six of the 
group. 

One of the most interesting motives for donation in 
this group appeared to be the adolescents' desire to prove 
to themselves and to their family that they were grown- 
up, i.e., able to make a mature decision and to perform an 
adult act of great significance. This motivation was seen 
in six cases. The statements by two 20-year-old potential 
donors illustrate this motive. 


I would feel more grown-up if I were accepted [for dona- 
tion]. My mother would not sign for me for a car [before]. If 
I donated maybe she would think twice of me and be con- 
vinced I could handle the car. 


Now when a crisis comes up I think I can handle it better. 
I was always told I act older. Now it seems I can really prove 
to myself 1 can go through with things. It's a test of growing 
up. 


There has been some evidence in the literature that 
family "black sheep” are particularly likely to be moti- 
vated to donate in order to regain status in the fam- 
ily (9, 10). Out of our 26 potential donors, there were 6 
who could have been classified as black sheep. These 6 
potential donors had exhibited behavior that had met 
with family or community disapproval. These behaviors 
included drug problems, living in a commune, holding 
nonconformist philosophies, delinquency, or reckless 
driving resulting in the death of a passenger. One of them 
came from a family of “town drunkards” disapproved of 
by his fianceé. However, one must be careful not to exag- 
gerate the importance of the black sheep motive for do- 
nation without looking at additional data. It is our im- 
pression that such family black sheep are just as 
frequent among relatives who do not offer to donate as 
they are among relatives who volunteer. We will test this 
hypothesis in the larger study of kidney donors and 
recipients. . 

Other motives mentioned less frequently could be in- 
terpreted as the altruistic desire to really help someone, 
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as avoidance of guilt, as avoidance of the Army, or as un- 
resolved dependency on the recipient. 


Donor Concerns 


The adolescents had numerous concerns about dona- 
tion and only one potential donor, a 16-year-old girl, had 
no concerns. Eight subjects were concerned that the do- 
nated kidney might be immunologically rejected by the 
patient, and five subjects (all boys) were concerned about 
the surgical procedure. Less frequently mentioned con- 
cerns were whether boys would be able to participate in 
sports and whether girls would experience problems with 
childbearing. Fear about a future life with only one kid- 
ney was mentioned by three boys. 


Short-Term Gains and Losses 


The most prominent gain mentioned by almost all of 
the adolescents was that of gratitude expressed by the 
family and recipient. Fellner (11) found a boost in self-es- 
teem among his older donors. In our study, four of the 
donors explicitly mentioned an increased self-esteem. 
One 16-year-old boy stated: “The kids at school said I 
had guts [and] they don't. My parents said it was 
thoughtful and there was a lot of hugging that never hap- 
pened before. They didn't think I could do it because of 
my age." When another donor was asked how he felt and 
whether he thought more or less highly of himself since 
the donation, he said, “I feel real good. Proud. Happy ev- 
erything worked out the way it did.... There's been a 
little change [in how highly I think of myself]. .. . I saved 
someone's life." 

Table 2 shows a comparison in attitudes reflecting in- 
creased self-esteem in adolescent and adult donors five 
days after the donation, before hospital discharge. In 
comparison to the older donors and particularly in com- 
parison to donors in their 30s, the youngest group of do- 
nors were more likely to say that donation enhanced their 
self-image and made them feel more worthwhile, brave, 
and generous. For example, 78 percent of the adolescents 
said they felt “very worthwhile" in comparison to only 55 
percent of the donors in their 30s; 72 percent of the ado- 
lescents agreed that donating was a high point in their life 
that made everything more meaningful but only 52 per- 
cent of the 30-year-olds expressed this feeling. 

Losses were less frequently mentioned. No adolescent 
experienced major surgical complications. As shown in 
table 2, the adolescent donors in general complained less 
of physical symptoms after the surgery than adult do- 
nors, especially those in their late 20s. In only two cases 
did the complaints seem significant. One 17-year-old girl 
developed a depressive reaction requiring short-term 
therapy about a month after the transplant, apparently 
due to a fear that she was developing kidney disease. 


Long-Term Gains and Losses 


One year after a successful transplant, 10 adolescents 
were examined and found to be in good health and with- 
out physical or emotional complications. There were triv- 
ial complaints such as numbness of the surgical scar, fi- 
nancial losses, or losses of time during the recovery 


period. Only one adolescent girl who donated to her sister 
expressed dissatisfaction with the experience; her distress 
was directed principally at conflict and discord with her 
family that was still present after the transplant. She felt 
rejected by her parents before the transplant and the situ- 
ation had not improved afterward. She felt bitter: “The 
falseness of people . . . they're real nice to you when they 
need you but when they don't, forget it. If your family 
can do it to you, then you'd better watch out for everyone 
else." However, she still said, “I’m glad I donated for 
Janey's sake . . . l'd still do it for Jane." 

All the rest of the group felt fully rewarded by having 
saved a relative's life and giving him/her improved 
health. Also, the donors were still receiving explicit grat- 
itude from their family and the recipient. As one exhila- 
rated 20-year-old boy stated, 


Right after the transplant she thanked me a lot. Since then 
[she says] "Thanks big brother." She is growing now. She 
credits it to me... [Before] she'd just come home and do her 
homework. Now she's out and around ... I got a lot in re- 
turn. Like she's having a lot more fun now. She's a lot closer 
to me. 


Another donor gave testimony to the long-term benefit 
of the donation for the self-esteem of certain adolescents. 


I think I see myself as a little more human and patient... 
Just the fact of giving part of my body— being cut up and do- 
nating to someone who's going to live because of it... I 
guess I consider it one of the more worthwhile experiences of 
my life. 


DISCUSSION 


Transplantation is a field in which the most difficult di- 
lemma is procuring human tissue. Although the surgical 
risk is considered to be minimal, a healthy individual is 
asked to undergo a major surgical procedure and give up 
one of his organs, leaving him at risk for future accidents 
or disease. When the choice of a donor is narrowed to a 
young individual, the dilemma is further compounded by 
doubts about his/her ability to make this far-reaching 
choice. 

Thus in 1957 when the question of transplanting a kid- 
ney from one adolescent twin to another was raised at Pe- 
ter Bent Brigham Hospital, Boston, Mass., the Supreme 
Court of Massachusetts was asked for a declaratory 
judgment after the parents had given their consent. No 
court allows a minor to consent without parental consent 
if an appropriate adult is available. However, the parents 
may not be able to give a clearly unbiased opinion when 
the life of one of their children is at stake. Evidence was 
introduced to the effect that the deaths of the recipients 
would have a highly adverse effect on the emotional well- 
being of the prospective donors. The court consented and 
also declared that such donations must be in “the best in- 
terests of the donors as well as the donees" (12). In a 
more recent ruling by the State of Connecticut Superior 
Court of Bridgeport in 1972, the judge allowed a seven- 


DOROTHY M. BERNSTEIN AND ROBERTA G. SIMMONS 


TABLE 2 
Percent of Donors Who Agreed with Positive Self-Assessment State- 
ments Five Days After Transplant, by Age Groups (N 2112) 





"Percent of Donors Agreeing with 
Statement by Age Group (in Years) 
16-21 22-29 30-39 40-65 


Statement (N=18) (N=26) (N=23) (N-45) 





Positive self-image statement* 


I feel very worthwhile 78 75 55 63 
I feel very helpful 50 52 42 44 
I feel very proud 41 48 26 39 
I feel at least a little brave 83 73 52 53 
I feel at least a little heroic 44 25 15 16 
I feel at least a little generous 78 70 47 60 


Donating an organ makes one 

feel he is somehow a bigger 

and more worthwhile person 50 50 37 56 
A person willing to donate a 

kidney is almost a hero 
Donating was really sort of a 


high point in my life, making 17 25 5 17 

everything seem more mean- 

ingful 
I feel very happy about having 72 56 52 67 

donated 

Positive physical assessment* 88 96 75 95 

I feel only a little sore or not sore 

at all 61 36 20 36 
I feel only a little sick or not 

at all sick 83 68 85 78 
I feel not at all sick 22 9 16 27 
I am not very tired 61 56 60 82 
I am not worried about my own 

health 89 79 74 92 
Interviewer's rating: person is not 

at all sick 4l 29 33 49 


*All items are multiple-choice. For the exact wording of the items and alterna- 
tives, please contact the authors. 


year-old child to serve as a donor to her identical twin 
when several conditions were met, including appointment 
of a guardian ad litem for the donor child (13). 

Thus the usual procedure in using a minor donor is to 
obtain the consent of the court after the consent of the 
parents or guardian, the consent and full comprehension 
of the donor (usually including an examination by a psy- 
chiatrist), and the appointment of a guardian ad litem for 
the donor. The legal age of majority has been lowered, 
however. In 18 states the age of majority is now 18 and 
many more states are expected to follow suit shortly (2). 
This raises a further question of the ability of young 
people to make an enduring decision about organ dona- 
tion without protection of a legal decision. 

The majority of adolescents in this study were able tc 


make a rapid decision about donating, reported no later 


ambivalence, seemed to be free of undue family pressure, 
and a year later felt rewarded by rather than regretful of 
their decision. Dissatisfaction occurred most often when 
the donor's kidney was immunologically rejected or when 
there were unrealistic expectations about what the dona- 
tion process would do for the donor's emotional state or 
for his position in the family. 
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Several factors come to mind. With the new liberality 
of laws, the 18-year-old can now offer his kidney without 
the precautionary legal process formerly followed. It is 
recommended that careful psychiatric evaluation of the 
anxieties and expectations of the young continue in order 
to outweigh factors of immaturity that may be present. 
Given the findings that older donors may be somewhat 
less likely than these adolescents to find the experience 
rewarding in terms of their self-image, one might also 


recommend psychiatric evaluation of all potential donors. 
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DISCUSSION 


A. Mattson, M.D. (Charlottesville, Va.)—This paper on the 
medicolegal and psychological aspects of adolescent kidney do- 
nors reports a timely, systematic study by Drs. Bernstein and 
Simmons. For years, the transplant team at the University of 
Minnesota has conducted well-designed studies, involving large 
samples, on the many psychosocial facets of kidney donation. 
Of special significance have been their descriptions of the stress- 
ful decision-making process, of the family who is asked to do- 
nate the kidney of one member to save the life of another, and 
of their long-term observations on the adaptation of children 
who have received kidney transplants. 

This paper eloquently documents the need for both legal and 
psychological protection of minor donors. Of course, the au- 
thors are right in stating that adult potential donors also should 
have the benefit of a psychiatric evaluation. The fact that at the 
one-year follow-up 9 out of 10 adolescent donors felt 
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greatly satisfied and rewarded must be related in part to tlie 
psychological benefits they received from participating in the 
clinical research project. For this the transplant team should be 
complimented. 

The authors only briefly described the ongoing communica- 
tion between the transplant team, the minor donor, and his fam- 
ily. One wonders, for example, what information the adolescent 
received about the procedure and the possible effect on his own 
life of having one kidney? Was he discouraged or encouraged by 
the team to go ahead? What was he told about the survival 
chances of the recipient-relative? Was any probing done by the 
psychiatrist to try to uncover the ubiquitous hostile,side of the 
donor's ambivalence toward the recipient and the family? What 
psychiatric attention was paid to the young donor after the 
transplant had been made? (This is a stressful period for many 
donors; some feel sick after the operation, mourn the loss of a 
body part, and often question the value of their sacrifice.) Only 
one depressive reaction was observed after the transplant. This 
occurred in a 17-year-old girl who became fearful of developing 
kidney disease. Is this identification with the recipient more 
common among older donors, and does it correlate with the de- 
gree of ambivalence about the donation? 

Í suggest the authors consider including two objective psycho- 
logical measurements that have become useful in comparative 
studies of coping styles of healthy and ill adolescents: Rotter's 
Internality-Externality Scale (1) and Eysenck's Personality In- 
ventory. The latter emphasizes extraversion-impulsiveness 
versus neuroticism. Both scales have reliable norms for adoles- 
cents and measure personality dimensions closely related to 
processes of decision making and motivation as these are de- 
scribed by Bernstein and Simmons. 

The younger the donor the more complex, if not spurious, the 
issue of informed consent of a related donor becomes. For ex- 
ample, how can a grade-school child clearly understand the 
transplant procedure and the risks involved? Are we ethically 
satisfied with the proposed legal protection of such a young 
child as a potential donor, i.e., protection by a psychiatric eval- 
uation, a guardian ad litem, and court and parental con- 
sent (2, 3)? This transplant team wisely dealt with older adoles- 
cents, the majority of whom made “a rapid, instantaneous 
decision" about donating and showed no later ambivalence. 
Such instantaneous decisions may not meet the requirements of 
the AMA ethical guidelines for organ transplantation (4), 
which stress that the decision to donate an organ should be a 
reasoned, intellectual one, arrived at free from pressure and 
based on full awareness of all relevant information. As Fellner 
and Marshall reported in 1970 (5), only the medical team pays 
attention to these guidelines; the kidney donors of any age often 
make a myth of the demands for informed consent. They, like 
the adolescents described in this paper, make immediate deci- 
sions based on their strong wish to give, based on moral and ide- 
alistic motivations. 

Indeed, it would be unlikely for an older adolescent to delib- 
erate for long about the decision to donate a kidney. The psy- 
chological benefits to him often are obvious. He is given a test 


` of growing up, an option tc accept a unique social alternative to 


meet his strivings for independence, for self-perfection, and for 
altruistic deeds. The process of giving his kidney to a family 
member is apt to promote the consolidation of the older adoles- 
cent's sense of ego identity and sense of continuity in time and 
of social sameness. In Erikson's terms, he is given the chance to 
bridge what he was as a child and what he is about to be- 
come (6). The positive testimonies by the adolescent kidney do- 
nors presented in this paper might be summarized by quoting 
Erikson: “Adolescence is thus a vital regenerator in the process 
of social evolution, for youth can offer its loyalties and energies 
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Shaping Components of Assertive Behavior with Instructions and Feedback 


BY RICHARD M. EISLER, PH.D., MICHEL HERSEN, PH.D., AND PETER M. MILLER, PH.D. 





The authors describe the use of instructions and immedi- 
ate feedback in sequentially shaping target assertive be- 
haviors. Deficiencies in assertive behavior were assessed 
in two subjects by means of ratings of videotaped inter- 
actions. Training involved rehearsals of standard asser- 
tive situations unrelated to the subjects’ real-life prob- 
lems. There was relatively rapid acquisition of 
component assertive behaviors during training. These im- 
provements also generalized to untreated rehearsals of 
the subjects’ real-life problems. The clinical implications 
of the training procedures are discussed. 





ASSERTIVE TRAINING has become an important therapeu- 
tic tool for teaching interpersonal expression in patients 
with a wide range of disorders (1). In typical assertive 
training, interpersonal encounters are role-played with 
the patient while the therapist coaches and gives perform- 
ance feedback following successive rehearsals. The abil- 
ity to respond assertively to a given situation appears to 
require the effective delivery of a combination of both 
verbal and nonverbal component behaviors (2). Some of 
these component behaviors have recently been identified 
in relation to global ratings of assertiveness (3). Ser- 
ber (4) has suggested that the nonverbal components of 
assertive behavior be shaped individually until adequate 
performance has been achieved on each before beginning 
training on the next. 

Our purpose in the following single-case experiments 
was to determine the effectiveness of behavior rehearsal 
with instructions and immediate feedback in successively 
shaping target components of assertion. We also studied 
the transfer of responses from role-played training situ- 
ations to role-played simulations of subjects’ real-life 
problems involving specific assertive difficulties. 


EXPERIMENT | 


Subject 


The subject was a 28-year-old house painter who was 
admitted to the inpatient psychiatric service of the Veter- 
ans Administration Center, Jackson, Miss., following an 
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episode in which he fired a shotgun into the ceiling of his 
home. The subject's history indicated that he had peri- 
odic rages following interpersonal situations in which he 
did not express the anger he felt. There were no signifi- 
cant neurological or physical findings. 


Method 


Assessment procedure. The subject's ability to respond 
assertively was assessed by observing his behavicr during 
three role-played interpersonal situations based on in- 
stances in his recent history in which he had been unable 
to express the anger he felt. These situations were: 1) a 
co-worker criticizing his work, 2) a disagreement with his 
wife because she had invited company without his knowl- 
edge, and 3) his inability to refuse an unreasonable de- 
mand made by his eight-year-old son. These encounters 
were reenacted with an assistant who played the roles of 
the co-worker, wife, and son in different interactive se- 
quences, The interactions were videotaped in a studio 
that has been described in detail previously (5). The stu- 
dio contained a portable television camera and micro- 
phone that transmitted to a monitor in an adjoining 
room. The therapist observed the interactions of the sub- 
ject and assistant and communicated with them through - 
a two-way intercom system. A behavioral analysis of the 
subject's responses based on ratings of the videotaped se- 
quences revealed that he had expressive deficiencies in 
four components of assertiveness that were identified in 
previous research (6). 

1. Eye contact—The subject failed to look at his inter- 
personal partner when delivering verbal responses. 

2. Loudness of voice— The subject's speech was barely 
audible. 

3. Speech duration—The subject gave one- or two- 
word replies. 

4. Behavioral requests of the interpersonal partner— 
The subject was usually unable to ask the other person in 
the situation to change his behavior. 

Training. Following the initial assessment of his ex- 
pressive deficiencies, the subject was offered a rationale 
for assertive training wherein he would be taught to re- 
spond more effectively. We used a series of 12 situations 
we developed in previous research (3, 6, 7) that were un- 
related to the subject's problems. These were role-played 
five times in random orders during training. A multiple- 
baseline design, described by Barlow and Hersen (8), was 
used to assess the efficacy of the sequential treatment of 
assertive deficiencies. The therapist administered instruc- 
tions and feedback to the subject on each behavior 
through a miniature radio receiver (Bug-in-the-Ear, Far- 
rall Instruments) placed in his ear. 


FIGURE ! 

Mean Ratings of Sequential Effects of Instructions and Feedback on 
Components of Assertion in Blocks of Four Role-Played Situations 
(Experiment 1} 
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For example, during the first series of 12 scenes follow- 
ing an initial baseline period, the subject was instructed 
to look at the assistant while delivering his verbal re- 
sponse. He was given feedback on his performance im- 
mediately after every rehearsal. During the second series 
of rehearsals, he was instructed to increase the loudness 
of his voice but was given no additional feedback on eye 
contact. During the third series, he was instructed to talk 
longer and to explain his position more fully. During the 
fourth and final series, he was given instructions to 
request that his interpersonal partner change his behav- 
ior. As a posttest evaluation of generalization, the subject 
was asked to respond to the three problem-relevant situ- 
ations (role-played twice) used initially to assess his as- 
sertive deficiencies. No further instructions or feedback 
were administered during the posttest. 

Behavioral ratings. The subject’s pre- and posttraining 
responses to training and problem-relevant situations 
were rated in random order from the videotapes. Two in- 
dependent judges rated duration of eye contact and dura- 
tion of speech, with correlations of agreement of .98 for 
both measures. Loudness of voice, rated on a 5-point 
scale, yielded an interrater correlation of .96. There was 
100 percent agreement between judges on frequenc 
behavioral requests. Other judges rated the subje 
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FIGURE 2 

Mean Pre- and Posttraining Ratings of Four Components of Assertion 
and Overall Assertiveness for Problem-Relevant Situations 
(Experiment 1) 
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and posttraining responses to problem-relevant scenes on 
overall assertiveness on a 5-point scale. The correlation 
between their ratings was .98. 


Results 


Figure | shows the effects of instructions and Zeedback 
administered sequentially in training on the four com- 
ponents of assertiveness presented in blocks of four situ- 
ations. In general, the four behaviors appeared stable at 
low levels prior to treatment. Following instructions to 
look at the interpersonal partner, eye contact increased 
steadily. Instructions and feedback on speaking louder 
had a slight effect after repeated trials. Duration of 
speech doubled following training. Frequency of requests 
for the interpersonal partner to change his behavior in- 
creased slightly without specific training, possibly as a 
function of increased speech duration. However, acquisi- 
tion of this behavior increased rapidly when training was 
instituted. 

Mean pre- and posttraining ratings of the four com- 
ponents of assertiveness for problem-relevant (untrained) 
situations are presented in figure 2, Also shown.are global 
pre- and posttraining ratings of overall assertiveness. As 
can be seen in the figure, there were substantial increases 
in the four target behaviors that were treated during 
training. In addition, independent ratings of overall as- 
sertiveness paralleled improvement in the four target be- 
haviors. Thus, it appears that the improvement in these 
behaviors during training generalized to the problem- 
relevant situations. 


Follow-Up 


The subject was followed over a period of nine months 
and his behavior in the natural environment was moni- 
tored during this time. His wife was included in a brief se- 
ries of outpatient counseling sessions subsequent to his 
initial assertive training. Counseling sessions were con- 
ducted to facilitate feedback on his progress and to assess 
his marital interaction. It was observed that his wife 


5 d to be rather critical of him, and he passively ne- 
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gated most of her remarks. The subject was encouraged 
to express his dissatisfactions to her more directly. She, 
on the other hand, was instructed to respond more posi- 
tively to his increased assertive behavior. 

The results indicated a marked improvement with re- 
spect to the subject’s behavior at work. In general, he was 
able to respond more appropriately to his co-workers and 
had renewed confidence in his ability. 

Also, the couple reported that they were increasingly 
effective in resolving their marital difficulties through dis- 
cussion and negotiation rather than bickering as they had 
in the past. No further instances of the subject’s ‘‘unex- 
plained" rages were reported. 


EXPERIMENT 2 
Subject 


The second subject was a 34-year-old twice-divorced 
man with a history of alcoholism. His admission to the 
inpatient psychiatric unit was precipitated by his inability 
to handle increased work responsibilities resulting from 
his promotion to a managerial position at a small motel. 
His specific difficulties were: 1) inability to confront his 
subordinates when they performed poorly, 2) a tendency 
to verbally comply with the motel owner's unreasonable 
directives, 3) inability to refuse to buy unnecessary items 
from salesmen who pressured him, and 4) inability to 
deal with motel guests' unreasonable complaints. Follow- 
ing instances in which he agreed to comply with unrea- 
sonable demands made by guests, subordinates, or his su- 
perior, the subject drank excessively to relieve his 
tensions. 


Method : 


Assessment procedure. Based on a detailed discussion 
of situations at work in which he was unable to assert 
himself, six interpersonal encounters were reconstructed 
and role-played by the subject and an assistant. For ex- 
ample, one scene was structured as follows: 


A guest comes down to you complaining that his room is 
too noisy. You have already moved him from one room to 
one further back, but he still isn't satisfied. You would like to 
accommodate him but cannot. In a nasty tone of voice he 
says, "You are going to have to find another room for me; 
this one is too noisy.” 


The patient's responses to this and five similar situ- 
ations were role-played twice and videotaped as a pre- 
treatment measure of assertiveness. A behavioral analy- 
sis of his performance revealed assertive deficiencies in 
the following verbal and nonverbal behaviors: 

l. Eye contact—The subject failed to look at his inter- 
personal partner when delivering his response. 

2. Compliance— The subject complied with most of the 
unreasonable requests made in these situations. 

3. Affect —On rare occasions when he refused to com- 
ply with a request, the subject sounded apologetic and his 
voice conveyed uncertainty about his refusal. 

4. Behavioral requests of the interpersonal partner— 
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The subject frequently failed to ask the other person in 
these situations to modify his behavior. 

Training. The training procedures used with this 
patient were similar to those described in experiment 1 in 
that instructions and feedback were administered sequen- 
tially to behavioral deficiencies. The same 12 situations 
(unrelated to the patient's specific problems) were 
presented eight times each in random order during train- 
ing rehearsals. Following an initial baseline period of 
practice alone, instructions and feedback were adminis- 
tered first to increase eye contact and then to sequentially 
decrease compliance, increase assertive affect, and in- 
crease behavioral requests. 

Following training, the patient was asked to respond to 
the problem-relevant situations used in the behavioral 
pretest with no further instructions or feedback. These re- 
sponses were then videotaped and rated to provide a 
measure of posttreatment assertive behavior. 

Behavioral ratings. All responses to problem-relevant 
and training scenes were rated by two independent judges 
from videotapes in random order. Interrater correlations 
for duration of eye contact and speech duration were .98 
and .95, respectively. There was a .96 correlation for rat- 
ings of assertive affect. Interrater agreement on both fre- 
quency of requests for new behavior and compliance was 
100 percent. Ratings of overall assertiveness on pre- and 
posttest problem-relevant situations were obtained by 
two additional judges. The correlation between their rat- 
ings was .90. 


Results 


Figure 3 shows the sequential effects of instructions 
and feedback on the four components of assertiveness. 
Data are presented in blocks of four rehearsal trials. The 
subject failed to look at the interpersonal partner until 
training on eye contact began. His tendency to comply 
with unreasonable requests declined slightly before treat- 
ment, but rapidly decelerated after rehearsals were com- 
bined with training. Affect increased slightly during base- 
line but then stabilized. Introduction of instructions and 
feedback resulted in greater assertive affect. Requests for 
more reasonable behavior from the interpersonal partner 
were somewhat variable prior to treatment and occurred 
during less than half of the rehearsals. Introduction of 
training on trial 24 increased behavioral requests from 
50 percent to 100 percent on the remaining trials. 

Figure 4 shows mean pre- and posttraining ratings of 
the assertive components on the six problem-relevant 
(untrained) situations. As expected, component behaviors 
of eye contact, assertive affect, and requests for more rea- 
sonable behavior increased, whereas frequency of com- 
pliances declined. Raters who had no knowledge of the 
training procedures judged the patient's overall assertive- 
ness as increasing from a mean of 1.5 to over 4.0 on the 5- 
point scale. 


Follow-Up 


The results of assertive training were not as encour- 
aging in this case as in experiment 1. Following discharge 
from the hospital, the subject was placed on disulfiram 


FIGURE 3 

Mean Ratings of Sequential Effects of Instructions and Feedback on 
Components of Assertion in Blocks of Four Role-Played Situations 
(Experiment 2) 
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(Antabuse), with the understanding that he would receive 
additional treatment as an outpatient. He returned to 
work and reportedly performed well for several weeks. 
However, he failed to keep the scheduled outpatient vis- 
its. It was subsequently learned that he had been admit- 
ted to the state hospital on referral by the police for sev- 
eral instances of driving while intoxicated. 


CONCLUSIONS 


The results of both experiments indicate that relatively 
rapid acquisition of component assertive behaviors can 
be obtained using simple instructions and rapid perform- 
ance feedback. Delineation of specific expressive defi- 
ciencies and focusing training individually on each com- 
ponent behavior appear to be promising techniques for 
the development of assertive responding. The fact that 
some behaviors changed during successive rehearsals 
without specific training suggests that component behav- 
iors are not necessarily independent. For example, in ex- 
periment 1, increasing duration of speech led to some in- 
creases in the frequency of behavioral requests before 
training was focused on that variable. 

It is also interesting that in both experiments, training 
in situations unrelated to the subjects’ specific problems 
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FIGURE 4 
Mean Pre- and Posttraining Ratings of Four Components of Assertion 
and Overall Assertiveness for Problem-Relevant Situations 
(Experiment 2) 
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transferred to role-played situations simulating real-life 
problems, The results also indicated that training sub- 
jects on specific expressive deficiencies led to substantial 
improvement in overall assertiveness, as rated by judges 
who had no knowledge of the training procedures. 

It is important to note that the assertive training proce- 
dures combined with follow-up counseling appeared to 
effect clinical improvement in the natural environment 
for the first subject. While it was impossible to assess in- 
dependently the effects of initial assertive training com- 
pared with the effects of subsequent counseling in this 
study, it would appear that adequate follow-up treatment 
is essential to the success of assertive training, as might 
be the case with any other therapeutic procedure. In fact, 
the failure to praduce change in the postdischarge behav- 
ior of the second subject may, in part, have been due to 
the difficulty (due to his alcoholic lifestyle) in getting him 
to return for continued monitoring and training. 
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1974. Anniversaries 


BY GEORGE MORA, M.D. 





The author recalls this year's anniversaries of events and 
individuals prominent in the history of medicine, 
psychiatry, and psychology and examines their practical 
or theoretical contributions. 





1674 


John Purcell (Shropshire, England, 1674-1730) was 
born. A graduate of the medical school of Montpellier, 
France, he practiced in London. In his book A Treatise of 
Vapours (1702), “vapours” was given the broad meaning 
of emotional disorder according to the custom of the time 
and included nervous and depressive conditions. At vari- 
ance with the Galenic tradition, Purcell ascribed the rise 
of vapours from the lower to the upper part of the body 
to chemical and glandular imbalance occurring in the 
process of digestion and assimilation of nutritive sub- 
stances into the body. Purcell noted the differential diag- 
nosis between vapours and syncope, apoplexy, and epi- 
lepsy. 


1774 


Charles Bell (Edinburgh, Scotland, 1774-1842) was 
born. A graduate in medicine, he wrote Essays on the 
` Anatomy of Expression in Painting (1806), which earned 
him renown in the artístic circles of London, where he 
continued the neurological studies he had initiated in Ed- 
inburgh. Almost contemporarily with the French physi- 
ologist Francois Magendie, Bell demonstrated that the 
spinal nerves carry both sensory and motor functions and 
that sensory fibers transverse the posterior roots whereas 
the motor fibers run through the anterior roots (Bell's 
law). His name is also the eponym for Bell's palsy, the fa- 
cial palsy that he was the first to describe. Among his 
other writings are An Exposition of the Natural System 
of the Nerves (1824) and The Nervous System of the Hu- 
man Body (1844). 
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The psychiatrist Ernst Horn (Braunschweig, Germany, 
1774-1848) was born. After studying medicine in various 
universities, Horn became a chief physician at the Char- 
ité Hospital, Berlin, in 1806. Accused of malpractice in 
the death of a patient, he was dismissed from his position 
in 1818; later he was found innocent of any wrongdoing. 
He continued to practice clinical and legal psychiatry 
until his death. 

Horn's therapeutic systems at the Charité were very 
energetic and even harsh, in accordance with the time. 
They included the rotatory bed, the rotatory chair, forced 
cold showers, forced isolation, and a strict daily schedule 
in which nothing was left to chance. In line with John 
Brown's theory of the stimulus, Horn was convinced that 
these methods of psychological treatment, which he 
called “indirect,” were effective in causing a change in 
the affects that led to mental illness. 


The first black patient was admitted to Eastern State 
Hospital in Williamsburg, Va. This hospital continued to 
admit not only white paupers but free blacks who could 
not afford to pay; later, slaves were also taken in and the 
facilities for black patients were expanded. The hospital's 
practice of mixing colors and classes was criticized by 
many, including Thomas Kirkbride, head of the psychiat- 
ric department of the Pennsylvania Hospital. Most other 
superintendents of mental institutions shared Kirkbride's 
feelings. 

Actually, the black patients at Eastern State received 
even less of the full benefits of moral treatment than the. 
white paupers. They were never in contact with the white 
patients, who considered them servants. 

In the rest of the United States the practice of not ac- 
cepting any black patients continued until 1860. The fed- 
eral census of 1840 spuriously showed that the incidence 
of mental disease among free blacks was 11 times higher 
than among slaves and 6 times higher than among whites. 
These statistics were used to confirm the conviction of 
racists that black people were racially inferior. More- 
over, they were obviously erroneous in light of the finding 
that localities with no black residents were listed as hav- 
ing a certain number of insane blacks and of the survey of 
Dr. Edward Jarvis, Report on Insanity and Idiocy in 
Massachusetts by the Commission on Lunacy (1855), 
which found only 9 black lunatics out of a total of 2,632 
insane persons in Massachusetts. 

Dr. Jarvis advocated institutionalization of blacks and 
whites in separate facilities on the basis of his contention 
that people naturally associate according to their tastes 
and sympathies. For a long time it had been thought that 


black people did not become mentally ill. When many 
cases came to light after the Civil War, it was believed 
that mental illness was the psychological price of free- 
dom. 

The southern states, including Maryland, Kentucky, 
and Missouri, had separate hospitals or separate wards 
for black patients. The Veterans Administration main- 
tained a separate hospital for black veterans in Tuskegee, 
Ala. With the aid of the Federal Army, the Common- 
wealth of Virginia started an institution for black 
patients that had in some respects an outstanding history. 


The essay Concerning Cognition and Sensation in the 
Human Mind (Ueber Erkennen und Empfinden in der 
Menschlichen Seele) was submitted to the Berlin Acad- 
emy by Johann Gottfried von Herder (Mohrungen, 
Prussia, 1744-1803). Herder, who was ordained a minis- 
ter in 1765, was influenced early by Kant and by J.G. 
Hamann. In 1772 his Treatise on the Origin of Language 
won a prize from the Berlin Academy. As court preacher 
in Bückeburg (1771-1774), he published Another Philos- 
ophy of History for the Education of Mankind (1774). In 
1776 he was named general superintendent of the Lu- 
theran clergy at Weimar on the recommendation of 
Goethe; he remained there and published /deas for the 
Philosophy of the History of Mankind (1784-1791), a 
massive, important work in four parts, and other writ- 
ings. 

Endowed with a tremendous knowledge of languages 
and literature and interested in many fields—including 
psychology, history, aesthetics, linguistics, religion, and 
philosophy— Herder brought forward many original 
ideas that were eventually thoroughly investigated in the 
nineteenth century by the new sciences of psychology, lin- 
guistics, and sociology. Herder is especially remembered 
today for his conviction that language and thought are in- 
trinsically related, which anticipated the tenets of modern 
linguistics and epistemology; for his recognition of all 
cultural expressions of races of the past and of the 
present; and for his emphasis on the evolutionary concept 
as basic to the understanding of human history and hu- 
man society. 

In Concerning Cognition, which was published in 1778, 
Herder strongly opposed the "faculty psychology" of the 
eighteenth-century rationalists who, in line with the me- 
dieval tradition, considered the mind as divided into such 
parts as reason, will, and desire. He also opposed British 
sensationism, which aimed at using psychology for edu- 
cational purposes. Herder unequivocally stated that “the 
inner man, with all his dark forces, is simply one" and 
that "no psychology is possible which is not definitely 
physiology at every step." Thus he may rightly be con- 
sidered a precursor of dynamic psychology, although he 
also posited that at the core of the person was a meta- 
physical life force (Kraft) that defies any definition. 

Herder considered three sources for a practical psy- 
chology: self-observation, medical reports and observa- 
tions of friends, and imaginative literature. He divided all 
personality types into two major classes according to in- 
wardness or expansiveness. Individuals of the former 
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type, corresponding to today's introvert, were described 
as deep, strong, or strong-feeling; individuals of the latter 
type, corresponding to today's extrovert, were described 
as bright, swift, or rich. 


In an attempt to rectify cases of abuse and neglect of 
the mentally ill and unlawful commitment of sane people 
in private madhouses brought forward by two well- 
known psychiatrists, Dr. Battie and Dr. Monroe, the 
English Parliament passed the Act for Regulating Mad- 
houses. The mosi important provisions of this act were: 
no one was to keep more than one insane person in his 
house without a license; licenses were to be granted by 
five fellows (commissioners) of the College of Physicians, 
the madhouses were to be inspected once a year and a 
record of the findings was to be kept; no one was to be ad- 
mitted to a madhouse as an insane person without the 
written order of a physician or surgeon; and a fine was 
applied in case of infringements. 

Because of some shortcomings of the act, especially the 
fact that it did not cover insane paupers and public hospi- 
tals, the Act To Regulate the Care and Treatment of In- 
sane Persons in England was passed in 1828. According 
to this act, 15 commissioners from the College of Physi- 
cians (of whom at least 5 had to be physicians) were ap- 
pointed by the government and empowered to revoke li- 
censes and to visit and inspect at any time any facility 
licensed for the care of the insane; a certificate signed by 
two physicians was necessary for committing anyone to 
such a facility; and a resident physician or surgeon was 
required in any facility holding more than 100 persons. 


1874 


Francis T. Stribling (Staunton, Va., 1810-1874), one of 
the 13 founders of the Association of Medical Superin- 
tendents of American Institutions for the Insane (today's 
APA), died in the town he was born in. A graduate in 
medicine from the University of Pennsylvania (1830), he 
was elected physician of the Western Lunatic Asylum at 
the age of 26. His hospital records indicate his interest in 
progressive ideas and a kindly and humane attitude to- 
ward his patients. He was one of the early proponents for 
the training. of attendants and a strong advocate of occu- 
pational therapy. 


The Conference of the Boards of Public Charities took 
place in New York City among the representatives from 
the state boards of charities of Massachusetts, Con- 
necticut, New York, and Wisconsin. (These boards corre- 
spond to the later departments of public we:fare.) The 
first subject considered at the 1874 conference was "the 
duty of the States toward their insane poor." 

As a result of a thorough survey on insanity and feeble- 
mindedness in Massachusetts prepared by Dr. Edward 
Jarvis in 1855, that state had created the first state board 
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of charities in 1863. During the next decades, 10 similar 
boards were organized, in Ohio, New York, Illinois, 
North Dakota, Pennsylvania, Rhode Island, Wisconsin, 
Michigan, Kansas, and Connecticut. Staffed by in- 
telligent and community-minded people, these boards 
proved to be very effective in furthering the progress of 
public welfare. 

Empowered with the faculty of visitation and in- 
spection of institutions (and, occasionally, of licensing 
them), these boards worked very hard at placing all in- 
sane persons under public care in state-owned hospitals 
or asylums rather than in charitable custodial institu- 
tions. In New York State, for instance, the Willard Act 
(1865) made provision for the transfer of all chronically 
insane persons from the county poorhouses to a state asy- 
lum for the chronically insane, the Willard Asylum. Be- 
cause of the large number of this kind of patient, how- 
ever, the Willard Asylum soon became overcrowded, and 
a new law authorizing the state board of charities to ex- 
empt certain counties from the provisions of the Willard 
Act had to be passed. 


Antonio Caetano de Abreau Friere de Egas Moniz 
(Avanca, Portugal, 1874-1955) was born. A graduate of 
the medical school of Coimbra, Portugal (1899), he also 
studied neurology and psychiatry in France. Active in 
Portuguese politics, he held the posts of minister of for- 
eign affairs, ambassador to Madrid, and head of the Por- 
tuguese delegation at the signing of the Versailles Treaty 
in 1919. 

After abandoning politics, he turned to the study of tu- 
mors of the nervous system at the University of Lisbon, 
where he had been appointed director of the medical fac- 
ulty in 1911. When he was in his early 50s he discovered a 
new method of visualizing the cerebral vessels by Roent- 
genography using the injection of iodine compounds. 
This method of carotid angiograms, first reported in 1927 
and later called cerebral angiography, was especially use- 
ful for the diagnosis of brain tumors and other condi- 
tions. 

In the following years Moniz worked on a new tech- 
nique for the treatment of severely neurotic and de- 
pressed patients that consisted of severing fibers of the 
frontal lobe to decrease conditions of extreme anxiety 
and abnormal associations. In the works of Pavlov, a 
Russian, and of Ramon y Cajal, a Spaniard (and, possi- 
bly, even of J. Fulton, an American, who had performed 
ablation of the frontal lobes of monkeys), Moniz found 
the theoretical basis for this operation. Such a procedure, 
called lobotomy, was first performed by him in 1936 in 
Lisbon. The reaction to the event was startling. On the 
one side, restless, aggressive, and psychotic patients be- 
came astonishingly quiet; on the other, many criticized 
this procedure as lowering human beings to the level of 
animals. Paradoxically, lobotomy was forbidden in the 
Soviet Union, where Pavlov had elaborated a material- 
istic concept of the psyche. In spite of this resistance and 
in spite of the fact that when he was 65 years old he was 
shot by a paranoid patient, Moniz continued to write ex- 
tensively on the subject. He took part in the First Inter- 
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national Conference of Psychosurgery held in Lisbon in 
1948 and, with W.R. Hess, received the Nobel Prize in 
medicine and physiology the following year. 

The American physiological psychologist Shepherd 
Ivory Franz (Jersey City, N.J., 1874-1933) was born. Af- 
ter his graduation from Columbia University, where he 
was a pupil of Cattell, he taught at Harvard and Dart- 
mouth and founded the psychological laboratory at 
McLean Hospital, then at Waverley, Mass.—the first 
such laboratory in a mental hospital in the United States. 
Around 1900 Franz proved experimentally that some 
psychological functions lost as a result of cortical de- 
struction could be taken over by other cortical areas, a 
finding that was later corroborated by K.S. Lashley. In 
1905, Franz began to apply this principle to human 
beings and was successful in helping many aphasics to 
overcome their speech handicap. The following year he 
became psychologist at the federal Hospital for the In- 
sane in Washington, D.C., and professor of physiology 
and psychology at George Washington University. He in- 
troduced the practice of administering Cattell-type men- 
tal examinations routinely. In 1915 he was awarded an 
honorary M.D. degree from Georgetown University, 
Washington, D.C., in recognition of his outstanding con- 
tributions. 


The Italian psychiatrist Gaspare Virgilio (Aversa, 
Italy, 1838-1908) published On the Pathological Nature 
of Crime (Sulla Natura Morbosa del Delitto). After 
graduating from the University of Naples, Virgilio 
worked as a physician in the mental hospital of Aversa. 
Attracted to the study of the criminal mind, he pointed 
out two years before Lombroso's main work The 
Delinquent Man (1876) that crime has a pathological na- 
ture and that insanity and crime are different manifesta- 
tions of the same process. He found confirmation of his 
theories in a case in which a common nature appeared to 
be at the base of criminal and psychotic behavior in two 
members of the same family (Passanante and the Patho- 
logical Nature of Crime, 1876). His name is especially 
connected with the school of criminal anthropology, 
which he directed at the mental hospital in Aversa until 
his retirement in 1907. After Virgilio's death, Lombroso 
openly acknowledged the priority of Virgilio's conception 
of criminal anthropology. 


In Paris De L'Alcoolisme by Jacques Joseph Valentin 
Magnan (Perpignan, France, 1835-1916) appeared. 
Magnan studied medicine in Montpellier and Lyons and 
then trained in psychiatry at the Bicétre and the 
Salpétriére in Paris. Early in his career he devoted him- 
self to the study of alcoholism. He did experimental re- 
search on animals, opened a special laboratory for alco- 
holics, and taught extensively on the subject. In. De 
L'Alcoolisme he stressed the noxious effects of alcohol 
on the offspring of the patient and advocated special hos- 
pitals for alcoholics. Eventually, like Morel, he embraced 
the theory of degeneration, according to which mental 
diseases represent the appearance of a degenerative proc- 


ess that follows a course leading from neurosis to mental 
deficiency. Magnan retired from Saint-Anne Hospital in 
1912 after 45 years of service there. 


The 1,200-page book Traité de Médecine Légale et de 
Jurisprudence Médicale by Henri Legrand du Saulle (Di- 
jon, France, 1830-1886) appeared in Paris. Legrand du 
Saulle studied medicine in Dijon and then studied psychi- 
atry under Morel at Saint-Yon, Paris, and under Calmeil 
at Charenton, Paris. Early in his career Legrand du 
Saulle became interested in the study of the relationship 
between law and psychiatry. In 1863 he was named ex- 
pert counsel of the courts and in 1867 he was named phy- 
sician of police headquarters in Paris. In his clinical 
work, which culminated in the above-named book, he 
contributed to the study of the treatment of epileptics, es- 
pecially in relation to their legal responsibility in criminal 
acts. He held a moderate viewpoint concerning the ability 
of the mentally ill to testify. 


Dr. Giovanni Antonio Fossati (Novara, Italy, 1786- 
1874) died in Paris. Fossati dedicated himself to the study 
of phrenology and became a close friend of Gall in Paris, 
where he settled permanently in 1823. A cofounder of the 
Société Phrénologique de Paris, he is best known for his 
numerous writings on phrenology. Among these are: 
Précis Analitique du Systeme de M. le Dr. Gall sur les 
Facultés de l'Homme et sur les Fonctions du Cerveau 
(2nd ed., 1828), and Manuel Pratique de Phrénologie 
(1845). 


The book Catatonia by Karl Ludwig Kahlbaum (Dres- 
den, Germany, 1828-1899) appeared in Berlin. Kahl- 
baum studied medicine at the universities of Königsberg, 
Würzburg, and Leipzig and received a medical degree in 
Berlin in 1854. After becoming privatdozent at the Uni- 
versity of Kónigsberg, he was appointed director of the 
Reimer Sanitarium in Görlitz, where he remained until 
his death. 

Kahlbaum introduced important innovations at that 
sanitarium, such as an education facility for abnormal 
youngsters (Padagogium), an excellent program of occu- 
pational therapy, and the use of nonmedical professionals 
like teachers in the treatment of young patients. 

He had planned to devote a series of monographs to 
the most important clinical syndromes he had described 
in his book The Classification of Mental Ilinesses and the 
Division of Emotional Disturbances (1863). Only two 
monographs appeared, however: one by his pupil Ewald 
Hecker (1843-1909) on hebephrenia and his own on cata- 
tonia. In this publication, at variance with the prevailing 
custom of describing mental diseases from the organic or 
psychological perspective, he described catatonia from a 
symptomatic, empirical viewpoint. He considered cata- 
tonia a malignant symptom complex characterized by 
psychotic negativism, catalepsy, mutism, stereotypes, 
verbigeration (a word he coined), and somatic distur- 
bances (muscular symptoms). These various symptoms, 
then considered heterogeneous, were thus systematically 
grouped into a disease process; moreover, the various 
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stages of the disease were described as meaningful se- 
quences of the same process. This latter point was con- 
sonant with the views brought forward around 1850 by 
H. Neumann that insanity passes through the stages of 
melancholia, mania, amentia, and, finally, dementia. 

Kahlbaum's book passed relatively unnoticed until 
1896, when Kraepelin included the syndrome of catatonia 
as well as hebephrenia in his overall description of de- 
mentia praecox. Today, Kahlbaum's idea of unitary psy- 
chosis has acquired relevance in the light of attempts to 
unify human behavior. 


Camillo Golgi (Brescia, Italy, 1843-1926) published 
the first clinico-pathological application of the chromate 
of silver method for staining the nervous tissue, which 
was to revolutionize the concept of the histological struc- 
ture of the nervous system. Golgi obtained a medical de- 
gree at the University of Pavia, Italy, in 1865. In the next 
few years, he came under the influence of C. Lombroso 
and then of Virchow, who introduced him to the study of 
the structure of :he nervous system. Golgi described two 
types of cells of the cerebral cortex: the motor cell, con- 
nected to the white matter of the subcortical centers, and 
the sensory cell, limited to the cortex. Golgi erroneously 
postulated that the nerve fibers within the nervous sys- 
tem, both afferent and efferent, lose their individuality to 
form a network; that is, he denied the theory of the 
neuron. After years of obscurity and of working in very 
difficult situations, recognition came to Golgi leter in his 
life. His Opera Omnia was published in three volumes 
in 1903. Three years later he shared the Nobel Prize in 
medicine and physiology with Ramon y Cajal. Eventually 
he was elected rector of the University of Pavia and a 
member of the Royal Senate. 


Psychology from the Empirical Standpoint by Franz 
Brentano (Marienburg, Germany, 1838-1917) appeared 
in Leipzig. Brentano studied in Berlin, Munich, and 
Tübingen, where he received a philosophy degree in 1862. 
In the same year his first work, Concerning the Manifold 
Meaning of Being According to Aristotle, appeared. Fol- 
lowing his ordination as a priest in the Dominican Order 
in 1864 at Graz, he lectured at the University of 
Würzburg, where he attracted a large circle of enthusi- 
astic students, among whom was Carl Stumpf, who later 
became a well-known psychologist. 

Beset with doubts and uncertainties concerning some 
of the church dogmas (particularly the dogma of the in- 
fallibility of the Pope) and unable to resolve the apparent 
conflict between reason and faith, Brentano left the 
priesthood in 1873 but remained a devout Christian for 
the rest of his life. 

Following his appointment to the University of Vienna 
in 1874, his influence grew steadily. During this time, 
Freud took several of Brentano's courses on Aristotle 
(the only nonmedical courses Freud ever took). The issue 
of the supposed influence of Brentano on Freud remains 
controversial. Eventually, for various reasons, Brentano 
relinquished his teaching duties at Vienna in 1895 and 
went to Florence, where he remained for 19 years. At the 
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outbreak of World War I, being a pacifist, he moved to 
Zurich, where he died. 

Psychology from the Empirical Standpoint, which ap- 
peared a year after Wundt’s first part of Physiological 
Psychology (1873), was based on the postulate that psy- 
chology is to be defined not as a science of soul, since this 
definition includes a substantial prejudice, but as a doc- 
trine of psychic phenomena. In contrast to natural sci- 
ence, which has for its subject natural phenomena, the 
psychic realm is characterized by intentionality. Psychol- 
ogy was to be viewed as act psychology, i.e., the psychic 
processes were considered as acts rather than as contents. 
Psychic acts were classified by Brentano into three basic 
groups: ideating acts, judging acts, and loving-hating 
acts. He also made a distinction between perception and 
observation: mental experience can only be perceived but 
reality can be both perceived and observed. 

Besides papers on optic illusions, sensations, and other 
topics, Brentano published the book Concerning the 
Classification of Psychic Phenomena in 1911 as a supple- 
ment to his Psychology. His psychological concepts had 
considerable influence on Stumpf, on A. Meinong, who 
founded the first Austrian laboratory of psychology at 
Graz in 1894, on Von Ehrenfels, the precursor of Gestalt 
psychology, and, especially, on the philosopher Husserl, 
the father of phenomenology, who called Brentano “a 
seer of eternal truths and herald of another world" and 
“my one and only teacher of philosophy." 


Moritz Benedikt (Eisenstadt, Hungary, 1835-1920) 
was named director of the neurological division of the 
Policlinic in Vienna in the year it was founded. Benedikt 
received his medical degree at the University of Vienna. 
In 1899 he was named ordinarius of electrotherapy there 
and wrote two books on the subject, one in 1868 and the 
other in 1874. 

In the field of neurology Benedikt first described the 
syndrome of midbrain disease. This syndrome was later 
called the Benedikt syndrome. A man of broad interests, 
he was involved in the study of tuberculosis, alcoholism, 
and sociological factors connected with crime. He ante- 
dated Lombroso's criminal anthropology (a term Ben- 
edikt coined) by thorough observations of prison inma:es 
in various countries and by examination of their skulls 
and brains. He published two books on this subject, one 
translated into English as Anatomical Studies Upon 
Brains of Criminals (1881). 


In the field of psychiatry, as early as 1864 Benedikt - 


contended that hysteria depended on functional rather 
than physical sexual disorders and published case studies 
of men with hysteria. Among the first to use hypnosis, he 
discovered that some patients pretended to be hypnotized 
to please the doctor. This opinion was strongly rejected 
by Charcot, who held Benedikt in high esteem. (Benedikt 
had introduced Freud to Charcot in 1885.) Benedikt's 
main contribution to psychiatry lies in the publication of 
case histories that illustrate the importance of the role of 
secrets (mainly related to the sexual life of the. patient), 
of daydreams, of suppressed wishes and ambitions, and 
of sexual trauma in the pathogenesis of neurosis and hys- 
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teria. His case studies show that he obtained good results 
when he relieved the patients of their pathogenic secrets. 

In their first communication on hysteria (1893), which 
is considered to be the first psychoanalytic contribution, 
Breuer and Freud stated that their treatment of hysterical 
symptoms by bringing the trauma to consciousness and 
discharging it through affect, words, or corrective associ- 
ations could be considered as a combination of Ben- 
edikt's concept of pathogenic secrets and Janet's therapy 
of bringing subconsciously fixed ideas back into con- 
sciousness. No further mention of Benedikt occurs in 
Freud’s writings, however. In Benedikt's autobiography, 
From My Life: Memoirs and Debates (1906), he ex- 
pressed criticism of his contemporaries, especially for ob- 
stacles placed in his academic career and the lack of rec- 
ognition for his scientific achievements. 


In Paris Etudes de Physiologie et de Pathologie 
Cérébrale by Jules Bernard Luys (Paris, 1828-1895) ap- 
peared. As in his other volume, Le Cerveau et ses Fonc- 
tions (1876), which was soon translated into English, 
Luys attempted in the 1874 book to integráte neuroanat- 
omy, neuropathology, and physiological psychology. 
Luys had been graduated from the University of Paris in 
1857. He became director of the Maison de Santé Esqui- 
rol at Ivry-sur-Seine. An excellent draftsman and pho- 
tographer, he published Récherches sur le Systeme 
Nerveux Cerebro-Spinal in 1865. Here he described two 
structures that bear his name: the subthalamic nucleus 
and the center median of the thalamus. In later years, 
Luys became interested in insanity, hysteria, and hypno- 
tism. He was one of the founders of the Société 
d'Hypnologie et de Psychologie and published two books 
on hypnotism. 


Abraham Arden Brill (Austria, 1874-1948) was born. 
He came to the United States at the age of 15. A gradu- 
ate of the Columbia University College of Physicians and 
Surgeons (1903), he fell under the influence of Adolf 
Meyer at the Central Islip State Hospital, Long Island, 
N.Y., and translated several of Kraepelin's works. In 
1907 he studied at the Bicétre in Paris under Pierre Marie 
and at Burghólzli in Zurich under Eugen Bleuler. During 
this time he came in contact with Freud through Karl 
Abraham; Brill remained a devoted admirer of Freud for 
the rest of his life. 

Between 1908 and 1910 Brill was the only analyst in 
New York City. In 1911 he founded the New York Psy- 
choanalytic Society and several months later was instru- 
mental in the formation of the American Psychoanalytic 
Association. Eventually he was appointed clinical pro- 
fessor of psychiatry at New York University. He is es- 
pecially remembered as the official translator of 
Freud's writings. By 1924 he had translated 10 of Freud's 
works and in 1930 he published The Basic Writings of 
Sigmund Freud. He also translated Jung's Psychology of 
Dementia Praecox (1909) and edited the English edition 
of Bleuler’s Textbook of Psychiatry (1925). Among 
Bril's original contributions are: Psychoanalysis: Its 
Theories and Practical Application (1912), Fundamental 


Conceptions of Psychoanalysis (1921), Freud's Contribu- 
tion to Psychiatry (1944), and Lectures on Psycho- 
analytic Psychiatry (1946). The last remains his most 
popular book. 


In London Responsibility in Mental Disease by Henry 
Maudsley (Yorkshire, England, 1835-1918) appeared. 
Maudsley studied at University College, London. At the 
age of 23 he was appointed medical superintendent of the 
Cheadle Royal Hospital for the Insane in Manchester, 
where he remained for three years. He married the 
daughter of Connolly, who is well known for his struggle 
for no restraint of mental patients. For 16 years 
Maudsley served as editor of the Journal of Mental Sci- 
ence, in which he published more than 30 papers. He be- 
came well known for his books Physiology and Pathol- 
ogy of Mind (1867), Body and Mind (1870), and Body 
and Will (1883), which were translated into other lan- 
guages. 

Strongly opposed to any metaphysics and to any role 
of introspection in psychology, he vehemently asserted 
that psychology was cerebral physiology. He held that 
consciousness is the adjunct of mental function, lighting 
up a small part of mental processes. Under the influence 
of Von Hartmann, Schopenhauer, and others, he ac- 
cepted the theory that the motives of behavior ‘‘are very 
mixed, and their main work is unconscious." Aware of 
the strength of impulses in human beings, Maudsley gave 
this unbiased picture of the child as subjected to powerful 
emotions: "Give an infant in arms power in its limbs 
equal to its passions, and it would be more dangerous 
than any wild beast." Maudsley also emphasized that 
emotions affecting every part of the body are rooted in 
the unity of organic life, that a full life history should be 
taken for every patient, that treatment should be individ- 
ualized for each patient, and that claim for having discov- 
ered the pathology of mental disease in morbid anatomy 
should be rejected. 

Recognized as an authority on mental illness, and es- 
pecially on legal psychiatry, he was named professor of 
medical jurisprudence at University College, London, in 
1869. In Responsibility in Mental Disease, Maudsley in- 
sisted that feelings and drives were at the basis of 
delinquent behavior and that at times (i.e., in cases of 
somnambulism due to undiagnosed epilepsy) the individ- 
ual had only partial responsibility for his actions. Later in 


GEORGE MORA 


life, Maudsley advanced the idea of creating a university 
psychiatric hospital in England devoted to early treat- 
ment, research, and postgraduate training similar to the 
clinic of Kraepelin in Munich. Finally, five years after 
Maudsley's death. the Maudsley Hospital opened in Lon- 
don in 1923; it has remained a very important psychiatric 
center to the present day. 


The American psychologist Edward L. Thorndike 
(Williamsburg, Mass., 1874-1949) was born. After study- 
ing at Harvard under William James in 1898, he obtained 
a Ph.D. degree a: Columbia University. His thesis, pub- 
lished under the title Animal Intelligence in 1911, was the 
first American doctoral thesis in animal psychology. For 
a decade he continued to study animal behavior accord- 
ing to the rigid canons of scientific method. His method 
of determining to what stimuli rats respond in their at- 
tempt to reach food at the end of a maze is well known.. 
This eventually constituted the essence of S-R (stimulus- 
response) psychology, which stresses the physiological 
connections between cell and cell that mediate the stimu- 
lus and response. 

Thorndike also advanced the so-called law of effect. 
Out of this came the idea that punishment is not nearly so 
effective in learning as reward and that the only basis of 
learning is frequency of repetition bolstered by satis- 
faction on the part of the learner. 

Thorndike was less successful in his opposition to 
Sperman's theory of general intelligence, which was 
based on factorial analysis, and in his inclination toward 
specificity theory. Also in opposition to behaviorism, 
Thorndike never denied the importance of genetic influ- 
ences. For many years, together with Dewey and Kilpat- 
rik, Thorndike worked and taught at Teachers College, 
Columbia University, which became the world's center 
for progressive education. Thorndike's courses dealt with 
statistical methods in education, psychological testing. 
and the application of psychology to education in gen- 
eral. Among his many books are Elements of Psychology 
(1905), Principles of Teaching (1906), Mental and Sociai 
Measurements (1904), The Measurement of Intelligence 
(1926), and Fundamentals of Learning (1932). The only 
early American psychologist not directly influenced by 
European teaching, Thorndike is especially remembered 
for having initiated a trend in psychology that, through 
C.L. Hull and E.C. Tolman, eventually led to Skinner's 
idea of operant conditioning. 
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Professional Standards Review Organizations: The Current Scene 


BY FRANK W. SULLIVAN, M.D. 








In October 1972, President Nixon signed into law Public 
Law 92-603, a section of which calls for mandatory utili- 
zation review of inpatient medical services rendered to 
Medicare and Medicaid patients and beneficiaries of Ma- 
ternal and Child Health programs. This article reviews the 
law's history, requirements, and means of implementa- 
tion; it also discusses the medical profession's response 
and activities thus far and the implications of the law for 
psychiatry. 


THE PROFESSIONAL STANDARDS REVIEW ORGANIZATION 
(PSRO) law is specifically Section 249-F of Public Law 
92-603 (1). This section comprises only 16 pages of the 
comprehensive Social Security Amendments of 1972; yet 
the statute has the potential for implementing the most 
sweeping changes regarding government supervision of 
medical practice since the Medicare legislation of 1965. 

The legislation was introduced by Senator Wallace F. 
Bennett in August 1970 as an amendment to HR-17550. 
Early support of the stated intent of PSRO was demon- 
strated in December 1970, when an effort by Senator 
Carl Curtis to delete this section from the legislation was 
rejected by a vote of 48 to 18. HR-17550 went into limbo 
when the 91st Congress adjourned; the bill, however, re- 
emerged as HR-1 in January 1971 when the 92nd Con- 
gress convened. In June 1971 the bill was adopted by the 
House of Representatives, and in January 1972 Senator 
Bennett reintroduced the PSRO section. In October 
1972, HR-1 (as amended) passed both Houses of Con- 
gress and was signed into law by the President as Public 
Law 92-603. 

The American Medical Association (AMA) was dis- 
pleased by many features of Section 249-F and attempted 
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to delete the PSRO section from the legislation. Al- 
though unsuccessful in that effort, the AMA did bring 
about major changes in the section. These revisions in- 
cluded: 1) the deletion of mandatory preadmission certifi- 
cation for all elective hospital care, 2) the deletion of na- 
tional norms of patient care, 3) the deletion of federal 
ownership of PSRO records, 4) the requirement that only 
physicians may operate PSROs for the first two years of 
the program, 5) the requirement for a referendum of phy- 
sicians to determine whether a PSRO represents them, 6) 
the requirement that within a PSRO only physicians can 
make final decisions as to the professional conduct of an- 
other physician, and 7) the initial limitation of PSRO re- 
sponsibility to institutional care. 

Although the document makes reference to quality as- 
surances, the PSRO section is designed primarily for ac- 
countability for the utilization of medical services ren- 
dered to Medicare and Medicaid patients and those cov- 
ered by Maternal and Child Health programs. The stat- 
ute applies initially to review of inpatient services, but 
Section 249-F allows for expansion into outpatient serv- 
ices if the PSRO so chooses. PSRO is a local option and: 
responsibility that must be representative of the physi- 
cians (both M.D.s and D.O.s) licensed to practice medi- 
cine within the designated PSRO area, who must func- 
tion apart from the local medical society. If physicians 
within a PSRO area designated by the Department of 
Health, Education, and Welfare (DHEW) cannot dem- 
onstrate a viable (approved) program by January 1976, 
other interested parties (nonphysicians) can apply for 
designation as the local PSRO. 

Without reviewing in depth the specific organizational 
and operational requirements, several salient features of 
the law should be mentioned: 

ein January 1974 PSRO area designations were 
made by DHEW. 

e By January 1976 physicians within a PSRO area 
must show a viable program, or nonphysicians may apply 
for a designation. 

* Review responsibility applies initially to Medicare 
and Medicaid inpatient services. 

è The PSRO will be required to develop norms of care 


based upon typical patterns of practice in its regions (in- 
cluding typical! lengths of stay for institutional care by 
age and diagnosis) as principal points of evaluation and 
review. 

' e Data profiles are required for patients and providers 
of services and are to be reviewed regularly to determine 
whether the care and services ordered or rendered are 
consistent with acceptable PSRO criteria. 

e There is to be accountability to the Secretary of 
DHEW in all areas of PSRO operation. 

e There are provisions for provider penalties, includ- 
ing economic penalties and exclusion from participation. 


PEER REVIEW 


Although the AMA, some specialty societies, the 
American Hospital Association, and the Joint Commis- 
sion on Accreditation of Hospitals have stressed the im- 
portance of quality review programs in recent years, and 
although these organizations have developed theoretical 
and operational guidelines (2-7), physicians have been 
slow to understand fully the need for implementation of 
such review programs. In 1972 the American Psychiatric 
Association urged all district branches to establish a peer 
review component, and in March 1973 APA published a 
Position Statement on Peer Review in Psychiatry based 
on the work of its Task Force on Peer Review (4). This 
position statement set forth a binary program that urged 
district branch peer review committees to join with local 
medical society review components in a consultant ca- 
pacity and set forth a collaborative district branch-APA 
program for research, data collection, and educational 
feedback. 

Implementation has lagged significantly for several 
reasons: 1) by mid-1973 fewer than half the district 
branches had functioning peer review components; 2) al- 
though in general agreement as to the principles of peer 
review, physicians have not been uniformly motivated to 
expend the time and effort needed to implement active re- 
view methods; 3) the collaborative program outlined by 
APA has been unable to secure funding from either the 
National Institute of Mental Health or DHEW; and 4) 
the PSRO law emerged as a mandated form of peer re- 
view demanding immediate attention and reassessment 
of all review programs. 


THE AMA POSITION ON PSRO 


In 1972 the AMA House of Delegates adopted in es- 
sence the recommendations of Report Z (“Professional 
Standards Review Organization") of the AMA Board of 
Trustees and the Council on Medical Services. This re- 
port staked out a leadership role for AMA in the imple- 
mentation of the new PSRO law. It established an Advi- 
sory Committee on PSRO and subsequently eight 
component task forces charged with the responsibility of 
reviewing the law, making recommendations as to areas 
for possible amendment, and establishing initial methods 
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for implementation at the national and local levels. 

At the AMA Clinical Convention in December 1973 at 
Anaheim, Calif., the AMA Board of Trustees (through 
Report EE, "American Medical Association Policy of 
Professional Standards Review Organizations") de- 
scribed the activities and recommendations of the Advi- 
sory Committee on PSRO, the Judicial Council, and the 
Council on Legislation. The Board of Trustees chose a di- 
rection similar to that of the previous year: the members 
pointed out that repeal was not as viable an option as 
amendment and that areas for amendment were being 
identified. These revisions could improve the law and ef- 
fect the necessary changes. Other comments were to the 
effect that PSRO could cost more than the anticipated 
savings; that repeal of the law would not eliminate review 
measures from Medicare and Medicaid, and that non- 
participation by physicians would be an abrogation of 
professional responsibility. After reviewing the options of 
repeal, nonparticipation, or improving the law through 
amendment, favorable regulations, and administrative 
changes, Report EE recommended that AMA “continue 
to exert its leadership and support constructive amend- 
ments to the PSRO law, coupled with continuation of 
efforts to develop appropriate rules and regulations." 

The‘consensus of the House of Delegates did not sup- 
port the posture of the AMA Board of Trustees. The 
mood of the Federation of State Medical Societies had 
changed; it was expressed through 17 resoluticns either 
against the Board's position or suggesting modifications 
of it. Seven resolutions were in favor of repealing the law 
and the others were in favor of nonparticipation, alterna- 
tives, or caution. After lengthy debate on the floor, the 
better defined positions of implementation or repeal 
fused into a combined but certainly less clear position (8). 
Although the national body still felt that leadership and 
implementation was the wisest course, it found itself un- 
der unrelenting pressure to respond to the growing (and 
most vocal) elements calling for various forms of resis- 
tance to the law. 

The essential position on PSRO after the Anaheim 
convention was as follows: 1) the AMA should continue 
to exert its leadership and to support constructive amend- 
ments to the PSRO law, coupled with continued efforts 
to develop appropriate rules and regulations; 21 the Judi- 
cial Council should study and report any conflict between 
PSRO and "Principles of Medical Ethics"; 3) there 
should be a firm commitment to peer review under pro- 
fessional direction; 4) medical society peer review pro- 
grams that have proven effective should be retained; 5) 
hospital staffs in conjunction with medical societies 
should be exhorted to develop their own “unassailable” 
peer review procedures; 6) the public would be best served 
by repeal of the law, although efforts to tha: end cur- 
rently appeared useless; and 7) the delegates, the Board 
of Trustees, and the Council on Legislation should in- 
form the public and legislators of the deleterious poten- 
tial of the law vis-à-vis quality, confidentiality, and medi- 
cal care costs, in the hope that Congress would repeal, 
modify, ór interpret the rules to protect the public. 

The AMA Council on Legislation specified 19 areas 


Am J Psychiatry 131:12, December 1974 1355 


THE CURRENT SCENE 


for possible amendments to the PSRO law (8). The pro- 
posed amendments addressed themselves mainly to time- 
table restrictions, penalty provisions, confidentiality, and 
the potential misuse of norms generated by a PSRO. In 
May 1974 these amendments were presented to the 
Health Subcommittee of the Senate Finance Committee 
for consideration. 

With dissenting pressures continuing to mount within 
the AMA constituency during the first six months of 
1974, it was predicted that an even more divided position 
would emerge from the AMA Annual Convention in 
Chicago in June. However, by a vote of 185 to 57 the 
House of Delegates rejected a repeal position and essen- 
tially returned to a stance of implementation with efforts 
toward constructive amendments and regulations and 
continuation of efforts to preserve the profession’s philos- 
ophy of peer review. 


THE DEPARTMENT OF HEALTH, EDUCATION, AND 
WELFARE 


With the enactment of PL 92-603, its implementation 
became the responsibility of DHEW. The initial PSRO 
area designations were announced in December 1973 (9). 
Despite considerable pressure from state medical so- 
cieties, there were few modifications when the new listing 
of 203 PSRO areas was issued in March 1974 (10). 
DHEW is now accepting PSRO grant applications of 
three types: conditional, planning, and state support cen- 
ter. The first requires the demonstration of ability to op- 
erate a program. A planning grant is designed to aid in 
the development of a structure that could comply with 
the requirements of a conditional PSRO. The state sup- 
port center concept appears to be an attempt by the gov- 
ernment to grant an advisory role to those states in which 
a state medical society mechanism for review exists but 
where there are more physicians than the number accept- 
able for designation of a single PSRO. 

On March 15, 1974, DHEW issued the first seven 
chapters of the PSRO Program Manual (11). The first 
six chapters deal primarily with organizational matters 
related to the three operational models already men- 
tioned; the seventh outlines the specific operations of a 
functioning PSRO. 

By the April 30, 1974, deadline for submitting fiscal 
1974 funding proposals, 128 medical groups had applied 
for PSRO grants; 101 were for planning grants. In spite 
of this initial move toward implementation, many states 
are seeking repeal and/or nonimplementation of the law. 
If the trend of the past year continues, this number may 
grow. 


NATIONAL SPECIALTY GUIDELINES PROJECT 


In April 1973 an Ad Hoc Committee on PSROs was 
appointed by APA to participate in a cooperative project 
with the AMA under the direction of the latter’s Task 
Force on Guidelines of Care. The project was a collabo- 
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rative effort by 30 national specialty societies, each agree- 
ing to design trial criteria sets (guidelines) which could be 
used in the clinical review of its diagnostic categories be- 
lieved to account for 75 percent of hospital admissions 
under the purview of the respective specialty. All the 
participating specialties agreed to use a common format 
for diagnosis, indications for admission, evaluative 
procedures, treatment modalities, and periods for 
review. This format was slightly modified for use by the 
APA committee (appendix 1). The program was initiated 
in July 1973, and completion was set for February 1974. 

In spite of what seemed a very positive response by or- 
ganized medicine to assume leadership in the implemen- 
tation of PSRO, neither AMA nor APA was able to se- 
cure funding from NIMH or DHEW. 

In September 1973 the APA Ad Hoc Committee on 
PSROs designed a first draft of criteria sets for 10 diag- 
nostic categories (appendix 2). A second draft was for- 
mulated by the committee with the help of six additional 
members, one from each of the district branch areas. Af- 
ter that draft was circulated to all district branch peer re- 
view components for comment and modification, the 
committee wrote a third draft. The current Model Cri- 
teria Sets (13) have been mailed to the district branch 
peer review components to serve not as national or offi- 
cial guidelines for review but as a stimulus to the local 
component; it is expected that they will be modified at the 
option of the district branch peer review component. _ 

It is intended that the current criteria sets be subjected 
to periodic revision through evaluative study and modifi- 
cations as suggested by district branch experience with 
this and alternative, methods. The AMA plans to publish 
a compendium of the criteria sets submitted by the par- 
ticipating specialty societies and has outlined a study and 
revision program to continue the initial project. 


CURRENT APA ACTIVITIES 


The current APA stance concerning PSRO (14) is re- 
flected in a joint position statement of the Ad Hoc Com- 
mittee on PSROs and the Council of Medical Specialty 
Societies. It recognizes that PSRO is a law and states 
that the Association will attempt to establish a leadership 
role in implementing it, preserving those principles and 
programs set forth in its position statement on peer re- 
view. 

To stress the broader issues implied in peer review and 
to assimilate the requirements of PSRO, the Ad Hoc 
Committee on PSROs was dissolved in 1974 and was re- 
placed by a Task Force on Peer Review. This task force 
will attempt to set in motion the projects set forth in the 
March 1973 APA Position Statement on Peer Review in 
Psychiatry. Currently in the process of organization, the 
task force will depend heavily on a collaborative ap- 
proach with the district branches for the revision and ex- 
pansion of the inpatient review criteria sets, the devel- 
opment of model criteria sets for childhood psychiatric 
disorders, and initial approaches to review methods for 
ambulatory care. 


IMPLICATIONS OF THE PSRO LAW FOR PSYCHIATRY 


All physicians must realize that’ we have entered an 
era of accountability to our patients and to their fiscal 
guardians. It is unlikely that this demand for account- 
ability will diminish. That the PSRO law was not of our 
making may be partly our own fault because we did not 
move rapidly enough in applying our stated principles of 
peer review so that we could show unassailable proof of 
meaningful review of the utilization, quality, accessi- 
bility, and cost of medical services. Had we—in fact, 
rather than in principle—been providing such review we 
might have had a stronger argument against Section 
.249-F of PL 92-603. 

Although many of us wish that PSRO would vanish, 
this event is extremely remote. Many state medical so- 
cieties feel the law could be repealed by the application of 
appropriate pressures, but most legislators have indicated 
to the AMA that repeal is unlikely. Physicians could ren- 
der the law ineffective by a united decision for non- 
implementation, but even if this were effective, the gov- 
ernment’s demand for accountability would not 
disappear but would undoubtedly rebound in a more 
forceful legislative fashion. 

The practice of medicine has been reviewed (mainly by 
nonphysicians) since the first medical insurance plan was 
instituted. Our practices are currently being reviewed by 
private insurance carriers and fiscal agents for Medicare 
and Medicaid. Norms, criteria, length of stay figures, and 
profiles on patients and providers are not inventions of 
the 92nd Congress; they are already in existence as the 
property of fiscal intermediaries. The federal government 
does not need Section 249-F of PL 92-603 to continue 
what it has been doing for years. In fact, the government 
has shown recently that it can apply even more stringent 
review requirements through implementation of sections 
of PL 92-603 that are unrelated to the PSRO sec- 
tion (15). 

If one of our tasks in working with our patients is ori- 
enting them to the realities of their situations, we should 
do similarly with ourselves. Unless we choose to render 
our services only to those who will agree to remain out- 
side financial assistance from governmental or other 
third-party sources, we must actively enter contemporary 
society, which presses for a review of our services. Like it 
or not, PSRO exists as a law, and if physicians refuse to 
participate in review, nonphysicians will continue to do 
so. In attempting to implement PSRO by incorporating 
the broader principles of peer review and by striving to 
attain appropriate amendments to the law and favorable 
regulations, we can then argue the law’s deficiencies from 
a stronger vantage point. 

We must devise methods of review that are efficient, 
objective, and effective and that are.designed to preserve 
and promote quality practice in all clinical settings. It is 
the physician at the local level who must participate and 

-who must assume responsibility for review. He must do 
so through approaches that will enhance the application 
of his professional knowledge without limiting or in- 
fringing upon his or his patients’ rights or. responsibilities. 
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Methods of review, standards of practice, and the result- 
ing data should be the product and property of physi- 
cians; they will only become so through our initiative and 
leadership, applied in a way that is both vigorous and in- 
telligent. 

With PSRO here and national health insurance ap- 
proaching rapidly, we psychiatrists must change from a 
reactive to an active position. We must free ourselves of 
our jargon and reevaluate our recurrent defense cry of 
threats to patient confidentiality. The time has arrived 
when we must share with a colleague what we are doing 
behind the closed door of psychotherapy. If we refuse to 
heed society’s call, medical decisions will continue to 
drift into the hands of the government. 
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APPENDIX i 
Criteria Set Format 


Diagnosis: . 
Justification for Admission: 
History of Present Illness: 
Past History: 
Examinations: 

Laboratory Studies: 
Special Diagnostic Studies: 
Treatment Plan: 
Consultations: 
Medications: 

Special Treatments: 
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Specific Nursing Services: 
Discharge Plan: 
Suggested Screening Points: 


APPENDIX 2 
Model Criteria Set Diagnostic Categories (12) 


1. Psychoses associated with organic brain syndromes 
(DSM-II, 290-294) 
2. Schizophrenia (DS M-1I, all 295 except childhood type, 295.8) 
3. Depressive psychoses 
Involutional melancholia (DS M-11, 296.0) 
Manic-depressive illness 
Depressed type (DS M-I, 296.2) 


Circular type, depressed (DSM-II, 296.34) 
Psychotic depressive reaction (DS M-1I, 298.0) 
4. Manic-depressive illness 
Manic type (DSM-1HI, 296.1) 
Circular type, manic (DSM-H, 296.33) 
5. Anxiety neurosis (DSM-H, 300.0) 
6. Depressive neurosis (D.SM-1I, 300.4) 
7. Excessive drinking 
Episodic excessive drinking (DS M-1I, 303.0) 
Habitual excessive drinking (DSM-1I, 303.1) 
8. Alcohol addiction (DSM-H, 303.2) 
9. Drug dependence (DS M-I, 304) 
10. Transitional situational disturbance 
Adjustment reaction of adolescence (DSM-//, 307.2) 
Adjustment reaction of adult life (DSM-/, 307.3) 
Adjustment reaction of late life (DSM-/I, 307.4) 


Peer Review Guidelines: A Survey of Local Standards of Treatment 


BY DONALD G. LANGSLEY, M.D., AND GEORGE I. LEBARON, JR., M.D. 


The Central California Psychiatric Society conducted a 
six-month survey of practice among its 200 members to 
develop data useful for establishing local norms as a basis 
of peer review guidelines. During the six-month period, 
3,151 reports were received from 97 psychiatrists. The in- 
formation was collected on a form that protects con- 
fidentiality but gives information about the patient, in- 
cluding diagnosis and total outpatient or inpatient 
treatment. The authors present examples of data gath- 
ered on treatment for four treatment categories. They 
suggest the desirability of other district branches accu- 
mulating data that will serve as a basis for developing lo- 
cal guidelines for standards of treatment. 





PEER REVIEW has been defined as a process concerned 
with quality assurance, utilization review, and cost con- 
tainment. For the physician, peer review should focus 
on quality; for the agent who pays for treatment, it is a 
way of cutting costs. Peer review is legally required for 
Medicare, Medicaid, and certain welfare-supported 
patients (1). Commercial insurance plans and other third- 
party payment systems can be expected to require peer 
review of questionable claims. When a national health in- 
surance bill is enacted, utilization controls will undoubt- 
edly be required. j 


The Certified Hospital Administration Program 
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(CHAP) (2) in Sacramento County, Calif., has demon- 
strated that physician-sponsored review is effective in re- 
ducing hospital costs. Hospital treatment is the first tar- 
get of peer review because its cost has risen at a rate twice 
the Gross National Product. Utilization control of hospi- 
tal treatment is mandated in Public Law 92-603 (1972 
amendments to the Social Security Act, also popularly 
known as HR-1). That same law notes that review of out- 
patient treatment is permitted; it probably will be re- 
quired in the future. 


PEER REVIEW IN PSYCHIATRY 


Peer review presents special problems for the psychia- 
trist. The nature of the relationship between patient and 
psychiatrist in individual psychotherapy requires maxi- 
mum privacy as a condition of treatment. The therapy of- 
ten deals with sensitive topics which would not be dis- 
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cussed if a patient knew that the content of the treatment 
was Subject to third-party review. The fact that there are 
a number of possible approaches to the treatment of sim- 
ilar conditions further complicates peer review in psychi- 
atry. There is also more disagreement about etiology and 
about psychodynamics than about diagnosis itself. 

Another problem peculiar to psychiatry is that pay- 
ment for services is time related rather than procedure re- 
lated, as in other branches of medicine. If a psychiatrist is 
paid $35 per “hour of therapy,” the total time he actually 
spends with the patient becomes a crucial issue in cost, 
compared with the fee charged for a particular surgical 
procedure. “Time” thus becomes negotiable as an impor- 
tant variable in both quality assurance and cost contain- 
ment. Therapeutic approaches that spend time cost more 
money and will be discouraged by third-party payers un- 
less strong evidence can be presented to support the 
“need” for these services. Theoretical orientations then 
become central issues in the peer review process and in 
the development of care standards as well as individual 
physician profiles. 

It can be expected that brief therapy and “‘brief thera- 
pists” will be favored by third-party payers unless the 
payers’ view is tempered by quality considerations which 
recognize that brief therapy can reach the point of under- 
utilization and inadequate patient care. We must be cau- 
tious when a computer reveals that more persons have 
been served at seemingly reduced cost. It is to this ubiqui- 
tous issue of time that peer reviewers must direct their at- 
tention; they must view methodology in a pragmatic but 
flexible perspective that permits the psychiatrist suf- 
ficient freedom to treat the patient (3-5). 

For many reasons psychiatric illness has often not been 
covered or has been covered inadequately by third-party 
plans. This was tolerated in the past because mental ill- 
ness was often treated in publicly funded hospitals lo- 
cated outside the community. However, during the past 
two decades it has been shown that most patients can be 
treated in their own communities by private psychiatrists 
or in clinics when supporting community services are 
available. There have been many efforts to make psychi- 
atric treatment more available to all citizens—the poor, 
the disadvantaged, and minority groups. The American 


Psychiatric Association and other organized groups of' 


mental health professionals have led efforts to include 
coverage of mental illness in various insurance schemes. 
This means that more of the work of the psychiatrist will 
come under the scrutiny of his peers in the same manner 
as in the other medical specialties. 

The Professional Standards Review Organizations 
(PSROs) required by law must: 1) establish norms of 
diagnosis and treatment for their own areas; 2) establish 
norms for hospital stays and review all hospital stays 
beyond the 50th percentile; and 3) establish profiles for 
each doctor, institution, and patient. 

These norms will have to reflect local differences, must 
be subject to revision, and must be flexible in a given 
PSRO area. The norms should also include ambulatory 
care, which is expected to come under utilization review 
in the near future. 
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THE CENTRAL CALIFORNIA SURVEY 


The 200 members of the Central California Psychiatric 
Society (CCPS) conducted a survey to define local stan- 
dards of psychiatric practice. Out of the feeling that a 
professional society is concerned with quality of patient 
care and less likely than outside groups to be biased by 
political or fiscal considerations, psychiatrists have 
viewed the district branch as the proper organization to 
develop definitions of local standards of treatment. Al- 
though government agencies and insurance carriers have 
access to information about the treatment they fund, 
there are no existing sources of data about treatment in 
the private sector except the private psychiatrist himself. 
The members of :he CCPS were willing to provide infor- 
mation about the treatment of their private and third- 
party-funded patients to their own professional society. 
The policy of the CCPS was to use the district branch to 
develop guidelines for peer review but to encourage the 
county medical societies to carry out the actual review 
process and to define the mechanics of review. 

The CCPS, an APA district branch with approxi- 
mately 200 members, covers 32 counties in the central 
valley of California. In many of these counties there are 
few or no psychiatrists. Other counties (Sacramento and 
Fresno, for example) have large groups of psychiatrists 
representing a number of theoretical points of view in 
their private practice. 


Data Collection 


The CCPS conducted a six-month survey of patients 
treated by its members. Through the sponsorship of the 
Peer Review Task Force of CCPS, a patient information 
record form was developed.! The form was designed to 
report information on the treatment of all patients whose 
treatment was completed between May 15 and Novem- 
ber 15, 1973. The reporting form collected information 
about the patient, including diagnosis and treatment. It 
was designed to be completed as easily as possible and yet 
to provide basic data that could be managed by machine 
processing. It was also designed to protect the con- 
fidentiality of the treatment relationship and to avoid 
identification of any patient. In uncomplicated cases, the 
form could be completed by the psychiatrist in about one 
minute. It was also designed to be folded in thirds, 
stapled, and mailed to the CCPS at no expense to the 
sender. 

Information about the patient included age, sex, mari- 
tal status, and the sources of payment for treatment. The 
condition that required treatment was the diagnosis as re- 
ported by the ireating psychiatrist. The diagnosis was 
coded according to DSM-II (6). In order to reduce the 
problems of coding diagnoses, this was all done by one 
psychiatrist. Data about the treatment included informa- 
tion on whether the patient was seen in individual, mari- 
tal couple, family, or group therapy. The number of of- 
fice visits and full or partial days in the hospital was 


‘A copy of this form is available from Dr. Langsley on request. 
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given. Information was also given about the frequency of 
treatment and whether ECT, major tranquilizers, minor 
tranquilizers, or antidepressants were used. The forms 
required a minimal amount of diagnosis coding and cleri- 
cal checking. They were read rapidly by an optical scan- 
ner, and the output for each form was an IBM card that 
could be used for various kinds of analyses. Although the 
project received technical assistance from a medical 
school (the University of California, Davis, School of 
Medicine), the data themselves belong to the district 
branch and are under the control of the district branch. 

The data collection project was widely accepted in the 
CCPS. For the six-month period, 3,151 reports were col- 
lected. These represented cases terminated and therefore 
gave the full spectrum of treatment for any given patient, 
including hospital treatment, office treatment, and partial 
hospitalization. The responses came from 97 psychia- 
trists, approximately 50 percent of the membership. To 
our knowledge, this is the first data collection project of 
this type from the private sector of psychiatry. In large 
part, the success of the data collection and its district 
branch sponsorship was due to wide discussion of the ad- 
vantages and disadvantages of the proposal. In addition 
to discussion at district branch meetings, there were 
many articles on the topic in the district branch news- 
letter. The Peer Review Task Force of the district branch 
obviously represented a wide spectrum of the member- 
ship. 


Concerns of the Project 


One of the concerns of this and other data collection 
projects has been the usefulness of the concept of diag- 
‘nosis. Some have suggested that there is too little agree- 
ment on diagnosis to make such reports valid. They con- 
tend that psychiatrists treat symptoms and not diagnoses. 
Others suggest that psychiatrists are inclined to avoid 
diagnosis of serious conditions (e.g., schizophrenia) in or- 
der to protect the patient when presenting reports to 
third-party carriers. It is well known that insurance re- 
ports may become available to employers and to co- 
workers. Nevertheless, many members of the CCPS in- 
dicated that they included the actual diagnosis on these 
reports because they knew that the patient could not be 
identified. As cochairmen of the CCPS Peer Review 
Task Force, we have been impressed with the usefulness 
of the diagnostic criteria when broad categories are used. 
While it is true that there is diversity on the fine points of 
diagnosis, there also seems to be considerable agreement 
on the diagnosis of major categories. We are convinced 
that there is adequate agreement on the major categories 
of DSM-II—that psychiatrists do agree on whether a 
patient is suffering from organic brain syndrome, schizo- 
phrenia, affective psychosis, neurosis, personality dis- 
order, or acute situational disturbance. For that reason, 
the analyses do not attempt to establish norms for fine 
subgroups but focus on major categories of illnéss. 

Another concern has been about long-term treatment. 
Some psychiatrists fear that long-term treatment will be 
discriminated against under insurance plans because of 
the cost. In fact, it is anticipated that this type of survey is 
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likely to give support to those who want to make long- 
term treatment available. The data gathered in a survey 
like this one will define more precisely those patients who 
are in long-term treatment and the conditions for which 
long-term treatment is appropriate. As in most fields, 
bias is based on lack of information. The availability of 
information is more likely to dispel that bias, accurately 
define the standard of treatment for a given geographic 
area, and provide arguments for those who want to ob- 
tain third-party funding for a given approach to treat- 
ment. Without this information, psychiatry is subject to 
the attacks of those who claim that insurance coverage of 
mental illness will bankrupt any plan because the plan 
will have to pay for psychoanalysis for every psychiatric 
patient. 


RESULTS OF THE SURVEY 


Analysis of the data provides information by diag- 
nosis, by source of treatment, by source of payment, and 
by types of patient. The establishment of local norms of 
treatment for a given condition can be done by simple 
card sorts. For example, by taking all of the reports with 
a diagnosis of schizophrenia (and further dividing by age 
or sex if that seems to be desirable) it is possible to estab- 
lish the range of treatment for this condition. One can de- 
termine what group of patients is treated by hospital ad- 
mission and what the distribution of length of stay may . 
be. Similar analysis shows the distribution of office visits 
or partial hospital days and demonstrates what portion of 
a group received pharmacotherapy or ECT. The sim- 
plistic notion that the median is the only necessary figure 
can be discarded when the total distribution is shown. 
This is just as true in the treatment of schizophrenia as it 
is in the treatment of diabetes or hypertension. All three 
are complex conditions with complications that cause 
variation in what treatment is necessary. 

Other analyses could focus on the provider. These data 
can determine whether there are significant differences 
between treatment of a given condition in a private office 
or in a community mental health clinic. It is also possible 
to analyze for differences of treatment in given geograph- 
ical areas. 

The data from this project have been compared with 
other sources of information. The California Department 
of Health maintains biostatistical information on state- 
funded treatment of patients in mental hospitals. Al- 
though data on treatment of patients in community clin- 
ics are not so extensive, it would be possible to compare 
treatment by hospital stay in the private and public- 
funded sectors for a given diagnosis and a given age 
group. Insurance companies also code claims by diag- 
nosis and provider. Although they have been reluctant to 
share these data, the necessity to establish local norms 
for treatment will surely be persuasive in calling for coop- 
erative use of such information. Fiscal intermediaries for 
government-funded programs (Medi-Cal, for example) 
also code claims by diagnosis and provider. It is hoped 
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Preliminary Analysis of Patient Treatment Records of 97 Members of the CCPS by Diagnosis* 











Hospital Treatment 





Office Treatment 








(Number of Days) (Number of Visits) Percent Treated Percent Treated 
Diagnosis N Range Median Range Median with ECT with Medication 
Schizophrenia 488 1-99 8 1-276 13 2:5 X 
Depressive neurosis 378 1-99 6 1-390 14 2.4 69.1 
Anxiety neurosis 138 1-19 3 1-305 8 — jd 
Personality disorder 340 1-99 5 1-300 9 — 46.2 





*Diagnoses by DSM-1I (6). 


that further analyses may be undertaken with these 
agencies. 

The APA position has been that psychiatric patients 
and psychiatrists have more to gain from thoughtful and 
careful study of the available data than from avoiding 
such studies. As a result, the study by Reed, Myers, and 
Scheidemandel (7), the most comprehensive review of 
utilization and cost of psychiatric care under insurance 
plans, was undertaken. This report was hampered by lack 
of information from certain segments of practice and 
by lack of comparability of other data. Nevertheless, it 
was instrumental in convincing the CCPS membership 
that their project had value. 


Uses of the Data 


Examples of certain data analyses are given in table 1. 
These demonstrate the range of treatment for a few con- 
ditions (schizophrenia, depressive neurosis, anxiety neu- 
rosis, and personality disorder). These are preliminary 
analyses that need additional refinement and comparison 
with other sources. Nevertheless, they demonstrate a 
method for developing norms for treatment by diagnosis 
as required by'PL 92-603. This method could also be used 
for developing norms by age. These data are useful in 
predicting what an insurance plan may expect to fund 
within a given population as well as in defining what 
treatment may be authorized without further review and 
what treatment may require utilization review by a group 
of peers. Establishment of this type of norm will be to the 
advantage of the patient and of the psychiatrist. It will 
determine what treatment is readily available to the 
patient and what treatment may require further review by 
a committee of peers. For payment of claims made by the 
psychiatrist, it is clear that the establishment of norms 
will permit rapid processing of claims without delay when 
the treatment falls within certain norms. Only those 
claims for treatment beyond the norm may be expected 
to require specific review. 

The most significant factor regarding treatment of psy- 
chiatric illness, which is apparent in table 1, is that there 
is a wide range in the number of office visits and the num- 
ber of days in the hospital. In the 488 cases of schizophre- 
nia, the median hospital stay was 8 days and the median 
number of office visits was 13. The half of the cases who 
were in the hospital for more than 8 days or were seen in 


the office for more than 13 visits would be subject to peer 
review under PL 92-603. Under this system, the psychia- 
trist would obtain authorization for additional hospital 
days or office treatment by providing the peer review 
committee with information indicating the need for con- 
tinued treatment. A committee of peers composed of ex- 
perienced psychiatrists with provisions for rotation of 
membership can be expected to respond in a responsible 
and rational manner. When the committee has data 
about local standards of treatment, it can authorize addi- 
tional treatment based on information rather than opin- 
ion. Some psychiatrists may regard these medians as un- 
realistic for the type of practice in their own area. This is 
all the more reason for encouraging district branches to 
undertake data collection projects of their own. Such in- 
formation about local standards of treatment, along with 
locally developed criteria for quality of care (8, 9), will 
permit peer review committees to deal with the legally 
mandated review on the basis of quality standards. 


Methodological Cautions 


In this type of survey certain methodological cautions 
must be considered. Are the psychiatrists who sent re- 
ports representative of all psychiatrists in the area? Are 
the cases reported representative of a cross section of 
practice, or do they represent only the brief treatment 
cases? In calculating medians, are only the “completed” 
cases used, or do the calculations include those cases seen 
only for evaluation and the cases where the patients ter- 
minated against medical advice? [n the project reported, 
only the cases where treatment was terminated by mutual 
consent are used in the calculations. As shown in table 2. 
106 patients terminated against medical advice and 365 
were seen for evaluation only. These 471 cases were not 
used in determining medians of treatment for a given 
diagnosis. 

The concern about whether the 97 psychiatrists who re- 
ported their cases are representative can be answered in 
several ways. These psychiatrists represent the vast 
majority of the psychiatrists in the CCPS wko are en- 
gaged in cliniczl practice. Thére are many members who 
are involved in administrative work or teaching or who 
are retired; they obviously did not submit reports. An- 
other answer to the question of representativeness mav 
be provided by analysis of another survey done in San 
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TABLE 2 


DSM-II Diagnoses of 3.151 Patients Treated by 97 Members of the 
CCPS, May-November 1973 








DSM-II Code Diagnosis N Percent 
290, 292-294 Organic brain syndromes 47 1.75 
291, 303 Alcoholic psychoses and alcoholism 98 365 
295 Schizophrenia 488 1820 
296 Affective psychoses 55 2.05 
297-299 Other psychoses 52 1.94 
300.0 Anxiety neurosis 138 5.14 
300.4 Depressive neurosis 378 1410 
Other 300s Other neuroses 77 2.87 
301 Personality disorders 340 12.68 
302 Sexual deviations 6 0.22 
304 Drug dependence 55 2.05 
305 Psychophysiologic disorders 26 0.97 
307.1 Situational disturbances of childhood 89 3.32 
307.2 Situational disturbances of adolescence 160 5.97 
Other 307s Situational disturbances 200 7.46 
308 Behavior disorders of childhood 196 7.31 
309 Nonpsychotic organic brain syndromes 56 2.08 
310-315 Mental retardation 34 1.26 
306 Special symptoms not elsewhere classified 17 0.63 
316 Social maladjustments 93 347 
m Miscellaneous (all others) 75 2.79 
— Terminated against medical advice 106 — 
— Seen for evaluation only 365 — 





Diego. To date, approximately 1,900 reports have been 
received from the San Diego Psychiatric Society, which, 
like the CCPS, has approximately 200 members. The 
number of San Diego reports from psychiatrists in pri- 
vate settings (approximately 1,400 reports) is about equal 
‘to the number of reports from privately practicing psy- 
chiatrists in the CCPS (approximately 1,400 private 
practice reports and 1,700 clinical practice reports). 
When the San Diego reports have been analyzed and 
compared with the CCPS reports we may be able to 
make comparisons of style of practice; we may also have 
some basis for an answer when equal numbers of re- 
sponses have been gathered from the two groups. 

The question about the comparison of the patients re- 
ported with a cross section of all patients seen in psychi- 
atric practice is not so easily answered.. In order to make 
such a comparison, one would have to have data about 
the total cross section of active cases in treatment during 
the data collection period and to compare the terminated 
cases with all active cases. Obviously, practicing psychia- 
trists will not permit outsiders to go through patient files. 
The only way in which such information could be ob- 
tained and confidentiality protected would be to have the 
psychiatrist or his/her secretary go through the files. 
This is not an easy task, but perhaps it could be accom- 
plished if funds were available to pay for the time of the 
secretary or the psychiatrist. Such a project is currently 
under consideration. 
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National Health Insurance 


Another compelling reason for developing standards 
for peer review of office treatment relates to national 
health insurance. Most of the plans proposed to Congress 
sharply limit coverage for private office treatment of 
mental illness. Those proposals that include coverage of 
ambulatory treatment require peer review. If mecha- 
nisms for such review are developed on the basis of local 
practice, it will be more possible to cover office treatment 
even on a long-term basis. (The assumption is that office 
treatment will be covered up to a certain point and then 
extended by a review process.) 


CONCLUSIONS 


The CCPS survey is an example of peer review devel- 
oped by practitioners. It is a method that develops stan- 
dards for care based on local practice. It recognizes plu- 
ralism of treatment approaches and protects the 
confidentiality of the patient-doctor relationship without 
subjecting the practicing psychiatrist to undue third- 
party interference. It is an approach to the concept that 
physicians should have some control over the type of 
treatment available to their patients. It is a method un- 
likely to discriminate against any type of practice, 
against any disorder, or against any patient. The advan- 
tages of the CCPS approach have been apparent to a sis- 
ter district branch, the San Diego Psychiatric Society. 
That organization is undertaking a similar six-month 
study to develop local norms of treatment for peer review 
guidelines. We look forward to the opportunity to com- 
pare psychiatric practice in the two areas and hope that 
this approach may be useful to other district branches in 
a similar undertaking. 
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The Peer Review Process: Education Versus Control 


BY DONALD E. NEWMAN, M.D., AND LORRAINE L. LUFT, M.C.P. 





With the advent of Professional Standards Review Orga- 
nizations, mental health professionals are required to 
monitor and review their practices. The authors suggest 
that an educational peer review system promoting coop- 
eration among professionals will be of greater utility and 
more acceptable to clinicians than a bureaucratized sys- 
tem of control, which might tend to foster manipulation. 
The authors' three years of experience in utilizing a peer 
review system indicates, however, that it is a very pow- 
erful and delicate process, particularly as it identifies sub- 
standard clinical practices. The need for continuing and 
remedial education can be addressed, but the question re- 
mains as to how much authority should be vested in peer 
review committees. The authors believe that merging the 
functions of reviewing specific cases and reporting on the 
competency of therapists may destroy the review process. 


THE INTRODUCTION of third-party payments in the health 
care system has led to an inevitable demand for account- 
ability and control over the expenditure of these funds. 
This increasing involvement should come as no surprise 
to private therapists, who know from experience that the 
financial discussion is an important part of every thera- 
peutic contract with an individual patient. In-addition, 
the therapist is aware that whenever a family member is 
paying the bill for a patient's treatment, this payer must 
also be involved in establishing the financial contract. 
While this need not necessarily be a painful conflict, the 
seasoned therapist can readily recall experiences when 
unreasonable family members have disrupted and at 
times destroyed an ongoing therapeutic relationship over 
issues of money. In recent years, professionals have expe- 
rienced this same phenomenon with both insurance com- 
panies and government agencies. 

It appears, for the moment at least, that the govern- 
ment and perhaps insurance companies are willing to al- 
low organized professional groups to serve as their 
proxies through the development of Professional Stan- 
dards Review Organizations (PSROs), which govern 
prior authorization, utilization review, and quality con- 
trol. The implementation of péer review programs chal- 
lenges professionals to develop control systems that will 
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appropriately and equitably balance clinical needs 
against fiscal realities. 


PEER REVIEW IN A PRIVATE PRACTICE SETTING 


Peer review was developed at Peninsula Hospital Com- 
munity Mental Health Center as a mechanism to control 
the allocation of limited funds for treatment provided on 
a fee-for-service basis by a group of 90 privately prac- 
ticing psychiatrists, psychologists, and social workers (1). 
The unmonitored private practice had been fiscally out of 
control, but peer review has been able to meet the clinical 
needs within existing financial constraints. Over the 
course of the pas: three and a half years, three oeer re- 
view committees have reviewed over 1,000 inpatient, par- 
tial care, and outpatient cases (2, 3). Utilizing a clinical 
case conference format, the half-hour reviews nearly al- 
ways succeed in formulating a treatment plan mutually 
acceptable to the committee and the presenting therapist. 

Knowing that they were reviewing the cases of their 
colleagues with whom they have professional (and at 
times personal) relationships, the committee members 
endeavored from the outset to make this peer review ex- 
perience a positive one. There was a strong desire to have 
the committee seen as a helpful clinical resource rather 
than as an administrative body that would interfere with 
or be destructive to the therapeutic processes that it was 
monitoring. Appreciating the delicacy and importance of 
the therapeutic relationship, the committee members ap- 
plied the ancient medical axiom primum non nocere 
(above all, do no harm) to the peer review situation. They 
were confident that they could be helpful in limiting 
spending but were uncomfortable with the possibility that 
they might damage the therapeutic relationships devel- 
oped by their colleagues. Having had experiences with 
bureaucratic mechanisms that tend to promote passive- 
aggressive manipulation rather than compliance, the 
committee members realized that without the full coop- 
eration of the practitioners they could not be successful in 
meeting the goals of utilization review. 

The educational focus of our peer review system has 
emerged as the single most important factor in promot- 
ing acceptance and cooperation on the part of indepen- 
dently practicing professionals. Indeed, it turns out to be 
the major reason why peer review has become mean- 
ingful and valuable to most reviewers and case present- 
ers. Moreover, education is the primary medium through 
which the review process leads to the creative use of 
available resources and the development of cost-saving 
alternative modes of therapeutic intervention. 
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THE PEER REVIEW PROCESS 


The peer review process attempts to minimize conflict 
in the review sessions and thereby create an atmosphere 
conducive to educating practitioners. Since the people 
presenting are colleagues and not students, the process of 
education can become extremely delicate. Committee 
members and presenters explore differences in diagnostic 
impressions and goals as well as clinical alternatives in 
treatment. At times the committees also deal with coun- 
tertransference problems that become apparent during 
the presentations. The clinicians who serve as reviewers 
are well aware of the fact that an educational process is a 
gradual one. Thus it might take two or three presenta- 
tions for one practitioner to become aware of the kinds of 
cases that can appropriately be treated in group rather 
than in individual therapy, or for another to become fully 
comfortable with the idea that some patients threatening 
suicide can, and often should, be maintained outside of a 
hospital setting. 

Even presenters who feel positively about the com- 
mittee experience a certain amount of anxiety in present- 
ing and wanting to do well in front of their colleagues. As 
clinicians, the committee members naturally want to put 
their colleagues at ease. Reduction of the presenters’ anx- 
iety, as well as the committee members’ anxiety, has been 
fostered by moving away from administrative, con- 
trolling, or coercive review and moving toward clinical 
review. Occasionally, however, conflict cannot be avoided 
and there have been open confrontations between com- 
mittees and presenters. On one occasion when a presenter 
insisted that a patient was suicidal and could not be dis- 
charged from the hospital, one of the peer reviewers had 
to actually assume responsibility for the discharge. In 
other instances, re-review in a relatively short period is 
used as a way of following a case or resolving & conflict 
between the committee and the presenter. In another re- 
view in which the committee felt a patient should be dis- 
charged and the therapist wanted the patient to remain in 
the hospital, a second review was scheduled for a week 
later. During the intervening week, the therapist felt the 
patient progressed sufficiently to be discharged, thereby 
allowing a mutually agreeable resolution to the problem. 

Although the committees initially addressed them- 
selves to the proper allocation of resources, they immedi- 
ately recognized that this process is intimately inter- 
twined with quality review, since the reduction or 
elimination of inappropriate therapy makes up a signifi- 
cant part of the savings. Problems can arise, however, 
when reviewers or presenters become overly identified 
with the goal.of saving money. Some practitioners have 
wanted to please the committee to the extent that this ap- 
pears to affect their clinical judgment. Committees have 
thus found themselves in the seemingly paradoxical situ- 
ation of recommending increases in therapy to presenting 
practitioners. Interestingly, state and federal government 
observers have on occasion misinterpreted this as a fail- 
ure of the system to rigorously guard the public purse, 
rather than as a sign of success in improving treatment 
patterns. 
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EDUCATIONAL CONTENT OF THE PROCESS 


Both the reviewers and presenters have had to be edu- 
cated regarding cost-saving clinical alternatives—both in 
treatment approaches available to individual prac- 
titioners in their offices and in programs and resources 
offered at the mental health center and in the community. 
This has included increased use of short-term, group, or 
family therapy, as well as more appropriate use of vari- 
ous types of partial care programs. When gaps were per- 
ceived in available therapeutic resources, the committees 
have requested that the center provide these programs. 
Thus, after hearing a large number of case presentations, 
the committees became aware of the needs and were able 
to help in the design of therapeutic programs that could 
be made available for patients in the community. 

Peer review has encouraged clinicians to think through 
their diagnostic work-ups and goals for treatment in a 
more thorough and precise fashion. This leads to a better 
formulation of the course of treatment most appropriate 
to the patient. Initially, there were a number of prac- 
titioners who presented cases to the committees in a 
rather imprecise manner, leaving both the pathology to 
be treated and the treatment goals in a nebulous state. 
The committees readily realized that this tended to pro- 
mote imprecise treatment plans without clearly defined 
limits; in time, presenters became aware that the more 
precise the diagnostic work-up and treatment plan, the 
more likely the recommended therapy plan was to be ac- 
cepted. 

Countertransference problems have been the most dif- 
ficult educational content for the peer review committees 
to handle. The most frequent problem encountered in this 
regard is the inclination of the therapist to overreact to 
the dependency needs of the patient. Frequently this is 
not only detrimental to the patient but can also become a 
costly drain on the budget of the therapy program, 
thereby severely limiting the amount of quality therapy 
available to the community. Needless to say, the com- 
mittee members need both the insight and deft handling 
of highly skilled clinicians to help therapists deal with 
countertransference problems. 

The inclusion of referral staff from the center in the 
peer review sessions has allowed for better coordination 
of care and for more appropriate and successful referrals. 
The psychiatric nurse or social worker who actually re- 
fers the patients is thus provided direct feedback on the 
types of cases the various therapists treat most effectively 
and on their overall styles and methods of practice. 


SELECTION, TRAINING, AND EVALUATION OF THE 
REVIEWERS 


Several factors become essential in promoting a good 
review process. 

1. One of the most critical prerequisites for a good peer 
review process is the proper selection of reviewers. To en- 
hance the educational process in peer review, we must 
seek the attributes of good teachers as well as the skills of 


good diagnosticians and therapists. Foremost among the 
skills needed is the ability to communicate in a per- 
suasive, tactful, and nonthreatening manner. Even the 
most skilled clinician can have a sufficiently abrasive 
manner to cause the review process to deteriorate into an 
argumentative harangue. Although trained to listen to 
patients, some reviewers have a difficult time listening to 
their colleagues’ presentations without frequently inter- 
rupting to ask questions and thereby impeding the peer 
review process. Also, we have found that the mix of re- 
viewers on a committee can be critical. Even when all the 
reviewers are intelligent and capable clinicians, the per- 
sonality mix can be such that the process moves toward 
competition among the reviewers to see who can offer the 
best diagnostic formulation or treatment alternative, 
with the result that the focus of the presentation is almost 
lost. 

2. The orientation and training of the reviewers can 
help ensure the smooth functioning of the peer review 
system. We need to develop training programs for re- 
viewers that should include listening, teaching, and com- 
munication skills as well as guidelines for review criteria. 
These skills are crucial to the reviewers, who must com- 
municate sensitive information to other professionals, in- 
cluding those who have difficulty accepting the opinions 
and insights of others. Clearly, the reviewers must also be 
familiar with the peer review format and process, with 
the funding mechanisms, and with hospital programs and 
policies. Transferring the experience of reviewers who 
have served for a year or two to the new committee mem- 
bers should help avoid some of the pitfalls in peer review. 
This process is further facilitated by having overlapping 
terms of service on peer review committees. 

3. As in any selection process, we may choose the 
wrong reviewers. We must therefore have the means for 
identifying and dealing with such a problem. A single re- 
viewer lacking the requisite skills can alter the review 
process for an entire committee. For this reason we sug- 
gest moving away from the notion that each professional 
must serve a term as a reviewer. Although this approach 
may be the most "democratic," it could severely limit the 
quality and effectiveness of the process. Also, there must 
be some feedback mechanism from the presenters about 
their review experiences. Presenters must be allowed to 
vote on or otherwise periodically evaluate the reviewers 
in order to allow for the removal of a poor reviewer. In 
addition to feedback on individual reviewers, we need to 
establish a periodic review of the operating procedures of 
the committee and offer guidelines for both reviewers and 
presenters. 


UNRESOLVED ISSUES AND STEPS BEYOND PEER 
REVIEW 


After three years of a peer review system with a pri- 
vately practicing group of professionals, we have become 
aware of both the strengths and the deficiencies of our 
system. While it is easy to institute educational programs 
to meet the needs identified by peer review, we are less 
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certain about the limits of appropriate action by the peer 
review committee when it is confronted with substandard 
practice. Many professional mental health organizations 
struggle to learn who is proficient and who is not 
proficient in specific therapeutic tasks; with a peer review 
system we can accumulate an abundance of knowledge in 
this regard. At the same time we are unsure what to do 
with that knowledge. While we are developing a series of 
seminars to address general needs identified through peer 
review, we recognize that it is not always easy to get the 
“deficient” professional to take the right course or semi- 
nar. Clearly there is an important distinction between 
continuing education and remedial education. For those 
requiring the latter, we have several options. We can in- 
sist that the individual take the specific course, or we can 
recommend consultation or even supervision on specific 
cases. If these educational tools fail, we can recommend 
removal of a privilege from the practitioner! or even re- 
moval from our staff should all of the remedial actions 
previously mentioned prove insufficient. 

Thus peer review has forced us not only to embark on a 
more extensive continuing education program but also to 
consider specific needs for remedial education and pos- 
sible corrective actions and sanctions. Until we resolve 
the dilemma of what to do with the deficient therapists, 
we must struggle with how to handle the cases they 
present. Should we transfer the case to another therapist, 
or should we simply limit the amount of treatment? The 
former can be exceedingly painful, but the latter remains 
indefensible. 

As in a clinical situation that calls for both treatment 
and reporting, the extensive information provided by peer 
review has the potential of creating as well as solving 
problems. While we do not have the same kind of rela- 
tionship or contract with our colleagues as we have with 
our patients, we must establish guidelines on how to deal 
with this sensitive information. If we are going to maxi- 
mize our educational potential through the peer review 
process, we may need to separate the review process from 
any kind of reporting or disciplinary system. 

If we merge the functions of reviewing a specific case 
and reviewing or reporting on the competency of the 
presenter, we may destroy the review process. If profes- 
sionals feel that the atmosphere is punitive, they cannot 
help but become defensive. Then, instead of getting a co- 
operative, open presentation of material, we would have 
therapists presenting cases to us in a defensive and even 
manipulative manner in order to ensure themselves a 
“good grade" within the reporting system. Clearly, if in- 
formation is withheld from the reviewers or is distorted, 
the peer review system would no longer be an appropriate 
mechanism for making clinical decisions. In short, one 
cannot act on the information received in peer review 
without forever altering the ability to acquire that infor- 


'The Peninsula Hospital’s professional staff is divided into depart- 
ments, with each department specifying the privileges of its specialty 
members. The Department of Psychiatry offers privileges in inpatient 
and partial’care, outpatient psychotherapy, and psychological testing. 
Referrals are based on these privileges. 
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mation, for the very atmosphere that allowed the infor- 
mation to become available would then be altered. 

If, on the other hand, we respond with a primarily edu- 
cational approach, we may be able to further open the 
channels of communication between presenters and re- 
viewers, thereby increasing the potential of the peer re- 
view system. Fear of exposure can be greatly reduced in a 
helpful and supportive atmosphere in which we help the 
professionals become aware of their own shortcomings, 
rather than simply tell them of our dissatisfactions. Thus 
we may have to establish a concept similar to privileged 
communícation with respect to the professional in the 
peer review situation. If the third-party payer or the gov- 
ernment views this only as a means of challenging their 
need to both know and control, then PSRO and its even- 
tual successors will not represent professional peer review 
but just become another bureaucratic game with strin- 
gent rules and obvious loopholes. Careful delineation of 
guidelines that promote an educational atmosphere and 
professional control is an important first step in the de- 
velopment of peer review. 


THE FUTURE OF PEER REVIEW 


Whenever we have presented our general findings to 
groups of clinicians or other practitioners, we have been 
commended for our educational approach. However, it 
has been discouraging to note that the opposite feeling 
has been expressed when we have described our program 
to government agencies at either the state or federal level. 
Their comments are that our educational model is “too 
folksy” or “acts as a rubber stamp," despite the fiscal 
success of the program. People involved in instituting 
peer review programs must realize that the practitioner 
and bureaucrat view each other with distrust, and both 
see peer review as a compromise. While the practitioners 
feel that they are being interfered with, controlled, or 
even manipulated, the bureaucrats feel that peer review is 
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inadequate to limit the abuses of fee-for-service practice. 

It is possible that these two groups may never accept 
the peer review compromise, and in the future we may ex- 
perience a pull toward a return to a laissez-faire system 
on the one hand or a controlling, coercive, bureaucratized 
system on the other. The power of the purse suggests that 
the latter is the more likely outcome. Thus it is in the cli- 
nician's best interest to make the peer review system 
work; if it is to work effectively, it inust include the coop- 
eration of the professionals. If we can accept this as our 
goal, then we must move in a direction that fosters qual- 
ity clinical review. We must recognize, however, that the 
review process will forever change the care-giving system. 

Our peer review system started with a need to allocate 
money in the most effective way. Over time, it has con- 
fronted us with the inadequacies of the clinical programs 
available in our community; our need for continuing edu- 
cation; our need for remedial education; and the need to 
consider solutions to the problem of substandard prac- 
tices that may require consultation, supervision, change 
of therapists in particular cases, denial of privileges, or 
removal from the staff. These developments in peer re- 
view can be compared to a situation in which we begin to 
treat a patient, thinking that we are dealing with an un- 
complicated symptom requiring only brief therapeutic in- 
tervention, and come to realize that we are immersed in 
the change of the patient's personality structure. The pa- 
tient in this analogy is the professional care-giving sys- 
tem; and, as in treatment, we should be prepared for a 
prolonged period of significant change once we embark 
on peer review. 


REFERENCES 


1. Vaughan WT Jr, Newman DE, Levy A, et al: The private practice 
of community psychiatry. Am J Psychiatry 130:24-27, 1973 

2. Newman DE: Peer review: a California model. Psychiatric Annals 
4:15-85, 1974 ; 

3. Levy A: Private peer review for fiscal control of publicly funded 
programs. Hosp Community Psychiatry 25:235-238, 1974 


Psychiatric Peer Review: The Ohio System 


BY ROY R. MILLER, M.D., GORDON C. BLACK, M.H.A., PAUL Y. ERTEL, M.D. 


AND GORDON F. OGRAM, M.D. 





The authors describe the development, implementation, 
and impact of a peer review system that evolved out of a 
partnership between a state mental health department 
and a state medical society. From a computer-based, 
physician-directed medical peer review process, a 
psychiatric peer review system was established that 
adheres scrupulously to the ethic of confidentiality and 
has built-in internal checks. At the heart of the review 
process are criteria generated by a consensus of 
practicing physicians. 





WITH THE PASSAGE of Public Law 92-603 (a part of which 
constitutes the PSRO law), the health care system of the 
United States entered a new period of accountability. 
Public mental hospitals are involved in the widespread ef- 
fort to develop a practical and effective means of eval- 
uating the quality of care rendered to their patients. The 
problem is that the nature of psychiatric care itself differs 
in many ways from medical and surgical care. Such con- 
venient and readily apparent indicators of achievement as 
the removal of an abscessed appendix simply do not exist 
in most emotional disorders. Although the objective of 
quality assurance is common to all fields of medicine, the 
challenge to evaluate psychiatric care is in many ways 
greater than it is in other specialties. In response to this 
challenge, the Ohio Department of Mental Health and 
Mental Retardation developed a model system called the 
Utilization and Medical Care Assessment Program 
(U&MCAP). 

The developmental history of the program is as un- 
usual as the system itself. It evolved out of a perhaps un- 
precedented partnership between a state medical society 
and a state mental health department. In 1971, the Ohio 
State Medical Association founded the Medical Ad- 
vances Institute (MAI), a nonprofit corporation charged 
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with the task of developing a peer review program that 
would be compatible with anticipated federal legislation. 
(This legislation subsequently took the form of the 
PSRO program.) To carry out this charge, the MAI was 
incorporated as an independent organization. 

Ohio's psychiatric peer review system is a client-cen- 
tered, process-model quality assurance program for psy- 
chiatric hospitals and psychiatric units in general hospi- 
tals. The program, which is computer based and 
physician directed, is a subsystem of a medical peer re- 
view system launched by the Ohio State Medical Associ- 
ation to serve all major medical specialties and all hospi- 
tals within the state. The Ohio Department cf Mental 
Health and Mental Retardation used the MAI’s comput- 
er review system (1) and the American Hospital Asso- 
ciation's Quality Assurance Program (2) to develop the 
U&MCAP. This program integrates the best compo- 
nents of these peer review programs into a system that we 
hope will qualify state hospitals for delegation of PSRO 
review activities by local PSROs under provisions of the 
law and the PSRO manual (3). 

In January 1973, representatives of the Ohio Depart- 
ment of Mental Health and Mental Retardation, who 
had been impressed with the MAI system, began a pilot 
program in four public mental hospitals. Later, the de- 
partment responded to a request for proposal (RFP) 
from HEW and approached MAI regarding a joint effort 
to develop an operational psychiatric peer review pro- 
gram from the model MAI had designed. Both groups 
recognized that psychiatric inpatient treatment was sub- 
stantially different in content if not structure from medi- 
cal and surgical hospital care but that it was also essential 
in any major peer review program. For example, a men- 
tal status examination is as important in psychiatry as a 
physical examination is in surgical practice. The MAI 
system structure was found after study to be adaptable to 
psychiatric needs and was also found to be superior to 
any existing method of program evaluation in its capacity 
to meet the stated needs without drastic changes in de- 
sign. 

The Ohio program was designed to carry out prospec- 
tive, concurrent, and retrospective assessments of the 
quality, quantity, and cost of inpatient psychiatric care 
by diagnostic category, individual patient, physician, hos- 
pital, district, and state. The functions of utilization re- 
view, medical audit, and patient rights are all evaluated 
simultaneously. No patient selection or sampling ap- 
proaches are used. All patients admitted to participating 
hospitals are included in the peer review process. 
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THE OHIO SYSTEM 


PROGRAM MONITORING AND PROCESSING 


The system monitors the programs of admission 
request, services consistent with diagnosis, admission 
certification, length of stay, and discharge planning. Pa- 
tient identification and demographic data are entered 
into the computer file for each patient at the time of ad- 
mission. All patients are monitored at admission, within 
24 hours of admission, at regular intervals throughout the 
course of hospitalization, and at discharge. This is ac- 
complished by use of a special case abstract document 
based on computer-adapted quality criteria. These crite- 
ria were derived from models developed by panels of 
practicing psychiatrists and social workers representing 
the Ohio Department of Public Health. Local optional 
variables consistent with uniform structure and method- 
. ology are permitted. Case abstracts based on the ap- 
proved criteria for use in peer review by other mental 
health practitioners such as psychologists, social work- 
ers, and psychiatric nurses are under development. 

The computer does all the detailed bookkeeping re- 
quired for each case and performs an analysis of actual 
care given compared with generic and discrete problem- 
based or disease-specific quality criteria. When the care 
provided is inconsistent with the appropriate criteria, the 
computer generates an exception report that defines the 
discrepancy and, where applicable, identifies additional 
data requirements needed to fulfill the peer review quality 
criteria. 


- PRIMARY REVIEW 


Initial, or first-level, peer review is performed daily by 
a physician adviser who reviews all cases identified by ex- 
ception reports as deviating from quality criteria. He 
makes appropriate judgments regarding the type, magni- 
tude, and cause of all exceptions and initiates actions 
needed on critical exceptions that he confirms as true 
deficiencies in care. Noncritical or relatively minor defi- 
ciencies and summarized data on all deficiencies are 
made available to the continuing education program 
for a determination of remedial education needs for an 
individual care provider, for subspecialty groups, or for 
an entire hospital staff. 

Critical exceptions are objectively definable and are 
identified through a computer program to assist the phy- 
sician adviser in assessing deficiencies, but situational or 
clinical variations and program intent always require an 
independent professional peer judgment as well. Correc- 
tive and/or remedial actions are proposed and referred 
for final action or directly initiated by the physician ad- 
viser on all critical exceptions, both clinical and non- 
clinical. Nonclinical deficiencies include those related to 
data handling, any external deficiencies attributable to 
outside agencies such as courts, any deficiencies detected 
in the criteria used, and administrative deficiencies. 

The reporting of true clinical deficiencies, i.e., those 
confirmed by a peer reviewer, must always include the 
following information: 1) the classification of type of 


1368 Am J Psychiatry 131:12, December 1974 


deficiency; 2) to whom it was attributed (who was respon- 
sible for it); 3) what action was taken in response; 4) who 
is to be notified of the action; and 5) the identification of 
the peer reviewer (e.g., physician adviser). Actions taken 
are determined by a variety of factors, including who was 
responsible for the deficiency and the urgency and nature 
of the deficiency. 


SECONDARY REVIEW 


When direct corrective action is not indicated, or when 
the proposed corrective action is considered unwarranted 
by the physician adviser's authority (e.g., disciplinary or 
punitive actions), the initial action is indirect. The physi- 
cian adviser refers the problem to an appropriate higher 
review level constituted to deal with it. For example, utili- 
zation exceptions are referred to the utilization review 
committee, clinical exceptions to the medical audit divi- 
sion. All peer review judgments and the actions taken on 
each exception are recorded by the computer and subse- 
quently audited for appropriateness, effectiveness, and 
responsibility. Thus the effectiveness of the entire review 
process is fully documented and is subject to both inter- 
nal and public accountability. 


HOSPITAL PARTICIPATION 


Hospitals participating in the MAI pilot network are 
connected to a central computer by terminals linked by 
telephones. Large hospitals have their own terminal and 
smaller hospitals usuallv share a terminal. The basic sys- 
tem is fully operational in 4 public mental hospitals and 
is also in its final test stage in 6 psychiatric units of gen- 
eral hospitals. Expansion of the U&MCAP application 
of the basic MAI system into 4 more psychiatric hospi- 
tals is in progress. It is anticipated that by late 1975 all 
19 of Ohio's public mental hospitals as well as psychiat- 
ric units of many general hospitals will be served by the 
system. 

The program is jointly based at the Ohio Department 
of Mental Health and Mental Retardation Office of 
Planning and Quality Assurance and the MAI, both of 
which are located in Columbus. 

What the program really amounts to is a single in- 
formation system that serves all participating hospitals 
and brings to each the strong support and assistance 
of the Ohio Department of Mental Health and Mental 
Retardation, the Ohio Psychiatric Association, the state- 
wide PSRO Support Center, and a variety of health and 
mental health planning groups. Data for use in medical 
care evaluation studies (MCE) and special statistical in- 
formation are provided to participating hospitals upon 
request. 


SPECIAL FEATURES OF THE PROGRAM 


The system has several especially appealing features 
that merit comment. First, confidentiality is rigidly main- 


tained by several layers of security measures. The dis- 
semination of information is strictly controlled for speci- 
ficity, sensitivity, and the right to know. Safeguards such 
as authorization clearance and physical security have 
been instituted to limit access to records at all levels and 
by all personnel. Technical precautions involving identi- 
fied internal programming checks and access codes have 
been taken within the system to prevent unauthorized ac- 
cess to files. (Additional safeguards for data integrity and 
access built into the system are known only by key per- 
sonnel and cannot be described here.) 

Another notable feature is that the system requires a 
level of appropriateness of action at all relevant stages of 
the review process. Responsibility is fixed. Authorized 
checks of the integrity of the sequence have been designed 
throughout the informational system from input through 
peer judgment and final action. This assures that neces- 
sary actions cannot be delayed and that the responsibility 
for them cannot be diffused without generating documen- 
tary evidence of such weaknesses in the review process. 

The fact that the system is capable of reviewing all hos- 
pital patients while conserving professional time to the 
greatest possible extent is most important to clinicians. 
Peer involvement is required only after specific ex- 
ceptions to the criteria have been identified and con- 
firmed to be both real and significant. Of particular im- 
portance to the psychiatric community is the program's 
adherence to the principle of true peer review because 
psychiatry is uniquely team oriented in its approach to 
care. From criteria development to individual case eval- 
uation, the program is peer directed and peer controlled. 
This means that each member of the team is not only rep- 
resented in the review process but also accountable to it. 

Finally, the conflicting objectives of uniformity and lo- 
cal variation have been dealt with effectively by using a 
system structure that not only permits standardization of 
methodology and reporting but also allows considerable 
content variance within the criteria themselves. These cri- 
teria are at the heart of the review process. 


CRITERIA DEVELOPMENT 


MAI criteria requirements included rigid constraints 
regarding quality measures from both a clinical and a 
systems perspective (4). The criteria were to be generated 
by the consensus of practicing physicians and were man- 
dated by design specifications to be objective, sensitive, 
specific, problem oriented, dynamic, and adaptable to 
both local conditions and control yet also capable of 
being programmed in a uniform format for data process- 
ing. Specialty panels were established by statewide scien- 
tific and professional organizations to develop guidelines 
and measurements of quality medical care consistent 
with these requirements; a systems development project 
team began designing and testing the prerequisite auto- 
mated data system. Inputs from a number of coordinat- 
ing and liaison committees were Incorporated into the 
planning and design of the program to assure that it 
would meet the legitimate needs of hospital management, 
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third parties, consumers, and providers. 

Federal and state funds were obtained and a project 
team was appointed to work with MAI staff in the devel- 
opment of psychiatric care criteria packages. These cri- 
teria were initially intended for public mental hospitals 
alone. However, criteria development panels appointed 
by the mental health project team cooperated with the 
statewide panel appointed by the Ohio Psychiatric Asso- 
ciation and soon agreed that a single set of criteria should 
be devised to meet the needs of both public institutions 
and general hospital psychiatric services. 

Three problems became evident in carrying out our ap- 
proach to criteria development. First, we recognized that 
it is a difficult and time-consuming commitment to create 
discriminating, consensually validated quality criteria for 
psychiatric care. Second, professionally generated proc- 
ess criteria can be neither more nor less valid than cur- 
rently existing achievable professional judgment in mea- 
suring quality; the two measurements essentially reflect 
the same things. Finally, the question was raised of how 
correlations of either approach with other measurements 
such as structure and outcome could be interpreted for 
judgment. Some of the solutions to these problems are 
implicit in the details of the preceding program descrip- 
tion; others will be discussed in a future article. 


PROGRAM IMPLEMENTATION AND IMPACT 


Because so much of the initial planning and designing 
had already been done by MAI, the U&MCAP project 
was able to put the system into effect in the four pilot hos- 
pitals almost immediately. The enormous advantage of 
not “reinventing the wheel” was apparent throughout the 
development phase. With the basic system already opera- 
tional we were able to test each system element almost 
concurrently with its development. An additional advan- 
tage for testing the system was realized by selecting pilot 
hospitals with maximum variability in programs, census, 
and population. 

The programs in the four pilot hospitals have been in 
operation for several months at the time of this writing; 
optimization ac-zivities have now become the major focus. 
Specific optimization tasks include cost reduction, sum- 
mary statistics improvements, criteria modification, and, 
most importantly, the implementation of an effective 
educational component that is dynamic, ongoing, cu- 
mulative, and based on a true assessment of both individ- 
ual and collective needs. 

Program expansion and enhancements are already in 
the planning or design phase. An adaptation cf the sys- 
tem for residential mental retardation programs is in 
process and an ambulatory care pilot program for com- 
munity mental health centers is in the planning phase. 

The effectiveness of Ohio's psychiatric peer review pro- 
gram has been measurable and impressive. While this ar- 
ticle focuses on methodology, we will conclude by provid- 
ing a sample cf the performance data to illustrate the 
impact of our method. 

l. Admission rates have gone down, especially through 
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identification of inappropriate court or involuntary com- 
mitments, which constituted 14 percent of admissions in 
one hospital. 

2. Length of stay has been reduced. 

3. Identified deficiencies of care have become infre- 
quent. 

4. The rights of patients are now not only recognized 
but documented and guaranteed in writing for each 
patient. 

5. The quality of hospital records has improved mark- 
edly. Records are shorter, more factual, and less charac- 
terized by irrelevant explanations and diagnostic rheto- 
ric. 

In more general terms, the pace of diagnosis and treat- 
ment is less leisurely and more purposeful. Treatment 


Medical Audit by Clinical Rounds 


BY ALEX RICHMAN, M.D., AND HENRY PINSKER, M.D. 


The authors describe a system of medical care evaluation 
(or audit) that is an alternative to systems requiring ex- 
tensive electronic data processing and is of practical use 
on psychiatric services. Nonphysician reviewers abstract 
data on preselected topics from hospital records of cur- 
rent or recently discharged patients. Audit findings are 
then discussed in meetings that include all levels and dis- 
ciplines of hospital staff, with a focus on patterns of care 
rather than individual cases. Specific recommendations 
resulting from these discussions can help achieve the goal 
of improving the quality of care. 





TO MEET THE REQUIREMENTS of the Joint Commission on 
Accreditation of Hospitals (1) and of the PSRO legisla- 
tion (2), it is necessary that hospitals conduct an ongoing 
audit of the quality of the care they provide. The audit 
systems currently being offered to general hospitals are 
not very useful for the psychiatrist. This paper describes 
an approach that is inexpensive and fits comfortably into 
the everyday work of a clinical service. (This paper sup- 
plements our earlier article on utilization review [3].) 
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plans are being followed. Also, planned and orderly 
transitions to an aftercare program are being carried out 
in the community after discharge. 
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Most physicians who are asked to participate in the de- 
velopment of a procedure for reviewing quality of care 
follow a traditional scholarly habit and begin by looking 
around to see what has been written or what others are 
doing. Very few ‘physicians have training or even much 
interest in the systematic review of the work of others or, 
for that matter, in setting up systems other than those 
necessary for their own practices. Consequently, a ‘‘pack- 
age" review system that is offered to a hospital or re- 
gional review group may be an offer that is difficult to 
refuse. Already there is competition. Rival organizations 
armed with manuals, blank forms, and programmed 
computers are selling their services to hospitals. Natu- 
rally, the computer technologist is oriented toward the 
type of review for which computers are best suited. Fur- 
thermore, most of us have been conditioned to believe 
that any new, large, and difficult task, especially if it in- 
volves many bits of information, should be undertaken 
only with modern data-processing techniques. Therefore, 
when offered a preassembled, computerized system, most 
of us do not seek alternatives that might be more useful, 

A review procedure that employs flexible clinical cri- 
teria can be more effective, more timely, more efficient, 
easier to apply, and far less expensive than a system that 
requires the collection of many bits of data for electronic 
processing. A review system that is concerned with spe- 
cific procedures and problems in a clinical context can as- 
sist the clinician in rapidly identifying problems and de- 
vising solutions. l 


TYPES OF REVIEW 


Review procedures may be prospective, concurrent, or 
retrospective. Preadmission assessment of the medical 
necessity of a patient’s admission to a hospital is an ex- 
ample of prospective review. Most descriptions of PSRO, 
including the introduction to the American Psychiatric 
Association’s Model Criteria Sets (4), concern concurrent 
review, which reviews the treatment in progress. PSRO 
requires that inpatient charts be reviewed at the median 
length of stay for patients with similar characteristics 
(not necessarily diagnoses) to establish whether or not 
further stay is justified. Postdischarge review of cases 
is retrospective review; this is the most frequent source of 
data for medical care evaluation studies. (The terms “‘au- 
dit" and “medical care evaluation" are used inter- 
changeably in this paper.) 


MEDICAL AUDIT 


Because of Medicaid and Medicare requirements, at- 
tention thus far has been directed primarily toward re- 
view of utilization and review of quality of care in indi- 
vidual cases. In this context, the goal of review has been 
to assure the federal government that the care it is pur- 
chasing is necessary and of high enough quality to be 
worth the cost. The scope of review is now becoming 
much broader and more significant. Both the Joint Com- 
mission on Accreditation of Hospitals (1) and the U.S. 
Department of Health, Education, and Welfare (2) re- 
quire that there be ongoing audit (medical care eval- 
uation), with the goal of continuously upgrading the qual- 
ity of medical care. In audit, the focus is not on the 
individual case, but on patterns of care. 

The PAS system (Professional Activity Study, created 
and marketed by the Committee on Professional Hospi- 
tal Activities, Ann Arbor, Mich.), which is widely used in 
general hospitals, generates printouts describing patterns 
of practice, based on data collected from all charts. With 
a concurrent procedure employing the APA model cri- 
teria, a clinician might be told that he had failed to obtain 
a hemoglobin on a patient or that he had not commented 
on the family history. With the PAS system, he might be 
told, for example, that hemoglobin was reported on only 
70 percent of his patients’ charts, compared to a hospital 
aggregate of 98 percent. 

These are studies of process; audit study of outcome 
is also necessary. This necessity may be most obvious on 
a surgical service where, for example, it might be discov- 
ered that one ward has a higher rate of wound infection 
than another or that one surgeon's disk patients are more 
likely to develop arachnoiditis than others. It is possible 
for psychiatrists to state their objectives and to assess 
whether those objectives are being attained (3). 


Methods of Medical Audit 


Medical audit can be accomplished by applying se- 
lected criteria to every case. It can also be accomplished 
by multiple small studies, each intended to discover the 
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patterns and results of care, not to establish new scientific 
knowledge. It is stated in the PSRO manual (2) that 
there should always be at least one such study in 
progress. The findings of these studies, according :o both 
the manual and the Joint Commission on Accreditation 
of Hospitals, should be presented at staff meetings. 

Most approaches to medical audit emphasize the need 
to focus on specific diagnostic categories, with part of the 
audit being an assessment of the criteria by which the 
diagnosis was made. Even when there are criteria for 
diagnosis, the fac: that such criteria are recorded in the 
patient's chart is no proof that they have not been misin- 
terpreted or misapplied. 

Goldberg, Needleman, and Weinstein (5) have pointed 
out that medical care evaluation studies might include 
any aspect of care furnished to the patient that could re- 
sult in recommendations aimed at making changes bene- 
ficial to the patient, institution, and community. Such 
studies, if they are clinically oriented, should provide the 
physician with immediate and helpful review of his work. 


Intent and Extent of Audit 


Evaluation studies are not intended to increase knowl- 
edge of disease process. They deal with commonplace 
events, and, to a large extent, matters that have tradition- 
ally been the concern of clinical supervisors and adminis- 
trators. There is, however, a significant difference be- 
tween audit and supervision. The supervisor, in thinking 
about an individual case, takes a global approach, is con- 
cerned with every aspect of the situation, and must be 
wise and perceptive to be effective. In audit, only speci- 
fied criteria are applied, and these criteria must be so 
clear that the required information can be abstracted 
from hospital records by nonmedical reviewers. 

The recording of everyday events according to a pre- 
determined plan and the constructive discussion of these 
events, with minutes taken and appropriately used, con- 
stitute an audit process. Whether or not the audit process 
serves any useful function depends not on the process but 
on the spirit of those who receive its findings. There can 
be no improvement of care if the intent of those who dis- 
cuss audit findings is merely to demonstrate that every: 
thing is fine the way it is. The description of PSRO © 
a brochure sent dy the U.S. Department of Health, Ed 
cation, and Welfare to all physicians in January 19 
seemed to call for nothing more. 


TOPICS FOR EVALUATION STUDIES 


The studies reported in this section were conducted on 
the psychiatric unit of a general hospital (Beth Israel 
Medical Center). On this unit, patients are, with few ex- 
ceptions, cared for by house officers, supervised by per- 
manent staff. When a hospital has two or more inpatient 
teams or units, or when care is provided by a number of 
private practitioners, the range of topics is much greater 
because it becomes possible to make comparisons be- 
tween teams or among practitioners. The topics we 
studied illustrate various crucial events or procedures 
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that are components of hospital care. All are susceptible 
to objective review. 


Delays in Instituting ECT 


Physicians often state, when explaining the need for ex- 
tended hospital stay, that there was a delay in completing 
the pre-ECT work-up. The medical data analyst was in- 
structed to tabulate the date on which the work-up was 
ordered, the date it was completed, and the date of first 
treatment. It was discovered that the major lag was be- 
tween completion of work-up and beginning of treat- 
ment. 

Corrective action. Increased attention by the physi- 
cian, and reminders by nurses, who are aware of the 
progress of the work-up, were recommended. 


Use of Medications 


It had been alleged that there was both over- and un- 
dermedication of patients. A survey was made of all med- 
ications administered on one day. It was observed that 
most patients received psychotropics, but that a multi- 
plicity of agents were used. In the ensuing discussion, 
it was discovered: 1) that residents often changed medi- 
cations when they should have tried an increased dosage 
of the one already started, and 2) that there was no stan- 
dard procedure for dealing with side effects. 

Corrective action. Residents were given additional in- 
struction on the use of medication, and supervisors were 
instructed to review order sheets regularly. 


Completion of Referrals 


It was reported that many patients who are referred to 
the clinics do not keep their first appointments. The med- 
ical data analyst was instructed to tabulate the nature of 
the referrals from the summaries and to find out from the 
clinics whether the patients had attended. (In some hospi- 
tals, this information would already have been avail- 
able—but the goal of review is improving care, not con- 
cealing flaws.) It was discovered that the patients least 
likely to attend were the short-stay patients. In the en- 
suing discussion, it was suggested that getting out of the 
hospital is the primary concern of many short-stay 
patients and that their apparent acceptance of outpatient 
referral is a strategem for doing so. 

Corrective actions. Possibilities that were suggested in- 
cluded more thorough discussion of the possible need for 
continuing treatment before the patient is discharged, re- 
ferring some patients to day care rather than the clinic, 
and omitting clinic referral for short-stay patients who do 
not wish to attend. 


Readmissions 


It is difficult to determine whether readmissions reflect 
failure or the fact that the patient was satisfied enough to 
return when additional care was needed. The primary 
chart reviewer was instructed to select patients whose ad- 
mission was preceded by a hospital discharge within the 
previous six months. In discussion, the staff was asked to 
consider how the treatment or planning might have been 
improved in light of subsequent information. It was dis- 
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covered in one case that a patient diagnosed as having 
endogenous depressicn and discharged as recovered ex- 
perienced a return of symptoms because his depression 
was not endogenous but was instead a reaction to his 
retirement necessitated by physical illness. 

Corrective action. This study demonstrates the essen- 
tial feature of this approach to review, namely, that the 
staff members must be able to examine their own work 
and be willing to see how it could be improved. If audit 
rounds are approached with a spirit of constructive in- 
quiry aimed at self-improvement, the exercises contribute 
to patient care. If audit is seen as an attack, the response 
is likely to be denial, defense, or despair. In the case of 
the patient in this study, recognition of the faulty plan- 
ning at time of first admission led to a revised treatment 
plan, calling for psychotherapy and attention to his need 
for continuing productive work. 


Geographic Origin of Patients 


It had been noted that the majority of the patients in 
our hospital came from outside the catchment area. The 
medical record analyst was asked to select charts of 50 
out-of-area patients. The staff was asked to supplement 
the records in order to explain why the patient had cho- 
sen our hospital. It was learned that several apparently 
inexplicable out-of-area patients were relatives of hospi- 
tal employees; they chose the hospital because they felt 
confident of it, based upon what they had heard. Many 
out-of-area patients had initially come to the hospital 
when they lived within the area, and their continued at- 
tendance illustrated continuity of care. 

Corrective action. Attention to the valid needs of con- 
tinuity of care for patients who choose the hospital and 
attempts to increase utilization by residents of the catch- 
ment area are possible corrective actions. 

A by-product of this study was the enhanced capability 
of interpreting to external agencies, whose review must 
be based solely upon computer printouts of patient data, 
that the "bad" showing on the criterion of catchment 
area really represented “good” care if the criterion of 
continuity of care was considered. 


Postponement of Predicted Discharge Date 


The Medicare recertification procedure requires that 
the physician predict the anticipated length of stay when 
he certifies the need for continued hospital care. The 
clerk was instructed to list patients who remained in the 
hospital for 10 or more days after the date of predicted 
discharge. The reasons for this were sought in staff dis- 
cussion. 

Corrective action. This could include demonstration to 
staff that the forms cannot be handled by entering dates 
at random, without regard for clinical judgment, and by 
emphasizing the importance of documenting in the 
record changes in the planned course of treatment or in- 
ability to meet the planned discharge date. 


Use of Medication Order “PRN if Disturbed" 


Charts were reviewed for medication orders stating 
“prn if disturbed." This order was used more frequently 


by some physicians than by others. 

Corrective action. A new procedure was published, 
stating that prn orders must specify whether medication 
is to be given upon the request of the patient or in re- 
sponse to behavior specified in the order (e.g., “prn for 
motor overactivity” or “prn for assaultiveness"). Orders 
not used within 72 hours are automatically cancelled. 


Patients Awaiting Alternative-Care Placement 


The medical record analyst identified patients whose 
discharge was delayed because of problems in obtaining 
alternative care (nursing home, etc.). It was found that in 
some cases the physician and social worker were devel- 
oping the discharge plans consecutively rather than con- 
currently. 

Corrective action. Arrangements for alternative-care 
placement were to be developed concurrently with the 
medical assessment of diagnosis or treatment response, 
rather than being delayed until the diagnosis and treat- 
ment response were definitely established. 


THE CLINICAL FORUM FOR AUDIT FINDINGS 


The Joint Committee on Accreditation of Hospitals 
emphasizes that audit findings should be presented and 
discussed at medical staff meetings. It should be under- 
stood that the goal of audit—continued improvement of 
care—is best accomplished by having medical care dis- 
cussed by those who provide it. (Of course, when we 
speak of medical care in a contemporary hospital, we 
mean every aspect of patient care, not just the care pro- 
vided by physicians.) 

Although Barton (6) discussed rounds, conferences, 
team meetings, etc., it is clear that there is no standard 
nomenclature for staff meetings. In its medical history, 
the term "rounds" has denoted an activity primarily 
concerned with ward problems, including continuing care 
of patients, discussion of diagnostic or therapeutic prob- 
lems, or the presentation of new patients. Another char- 
acteristic of medical rounds is that decisions emanate 
from the meeting, whether decision making is by con- 
sensus or by fiat. 

The findings of the evaluative studies should be dis- 
cussed by whatever groups in a hospital meet regularly to 
discuss patient care. There might be one meeting for the 
entire staff, or there might be two such meetings on a 
single ward. The point is that audit should not be isolated 
by limiting it to a committee or to physicians only. The 
studies we have described, which utilize data abstracted 
from records by a nonphysician, are but half of the audit 
procedure— discussion by practitioners is the other half. 
These discussions are part of the regular clinical meetings 
by a treatment-centered group. At these meetings, we dis- 
cuss both the overall experience for a group of patients, 
which is not usually a subject for clinical rounds, and the 
features of individual patients that might account for the 
findings. These discussions have often stimulated ques- 
tions for further study. 

Topics for study are selected by the utilization and/or 
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review committee or by the individual responsible for re- 
view activities. This individual, preferably not a member 
of the team whose patients are being reviewed, should 
present the findings, directing the focus of the meeting to- 
ward review of patterns and the need to formulate plans 
for improvement of identified problems. This would pro- 
tect clinicians from their tendency to discuss only individ- 
ual cases or to recommend acquisition of new basic 
knowledge, personnel, or vast new facilities as solutions 
to problems that might be solved more simply and effi- 
ciently. 

Ultimately, audit should lead to improved care. It is 
therefore necessary to determine whether or not recom- 
mendations for corrective action are carried out and con- 
tinued. Supervisors are responsible for the performance 
of their staff, so copies of recommendations are sent to 
the appropriate supervisors. Audit studies are repeated 
periodically, with new studies being devised when per- 
formance improves in problem areas identified in pre- 
vious studies. 


CONCLUSIONS 


Evaluation studies to audit the quality of care can be 
conducted readily. In contrast to research, the questions 
asked in audit are usually old questions, and the answers 
are not expected to lead to discovery of new facts. Audit 
is a departure from traditional hospital practice in that it 
requires systematic definition of questions, and efforts to 
answer them by data collection and discussion of find- 
ings, with resulting documented attempts to improve 
what is improvable. 

When attention to evaluation is included in medical 
rounds in addition to discussion of individual patients, 
with participation of all disciplines and all levels of staff, 
the review process is indeed a peer process. This lessens 
the tendency of some physicians to regard all aspects af 
review as adversary proceedings. By conduciing many 
small studies using records of current or recently dis- 
charged patients, these patients are fresh in the minds of 
the clinical staff. Studies of ongoing activity may enhance 
current treatment. It is not necessary that quality-of-care 
studies be conducted only on completed charts. 

It is possible that staff members who are exposed to 
such an audit program will increasingly seek collected 
data to answer questions about patients and care, relying 
less on anecdoial information. 

The studies we have described are intended to serve as 
illustrations, not as an instruction manual. These studies 
all deal with the process of treatment, not its outcome. 
Ultimately it is the outcome that matters, but studies of 
outcome of treatment in general hospital psychiatric 
units are likely at this time to be illusory. Administrative 
policy, more than a patient's condition, determines the 
nature of treatment employed and the goals and length 
of hospitalization (7). Approaches to treatment vary, bu: 
patients usually improve enough (i.e., they lose symptoms 
or feel better) to leave the hospital within a few weeks. 
The durability of change cannot be ascertained within 
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the study period. Perhaps as a consequence of our being 
required to define criteria to describe what we consider 
good treatment outcome, we will be able to replace ad- 
ministrative decisions with clinical knowledge. At this 
point it is care, not cure, that is most readily objectified 
and studied. The patient wants cure, but he pays for care. 
Therefore it is appropriate to begin the review process 
with audit of care. 
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Quality Assurance and Psychiatric Practice: A Review 


BY BENJAMIN LIPTZIN, M.D. 





Peer review in psychiatry will be difficult because of 
inadequate records, lack of agreement on diagnosis, the 
limited usefulness of psychiatric diagnosis, wide 
variations in criteria for hospitalization and discharge, 
the complex nature of the psychotherapy treatment 
process, and problems in fitting all mental health care to 
the “medical model." However, the PSRO legislation 
has the potential to improve record keeping, to focus 
treatment on the reason for hospitalization, to lead to 
greater involvement of the family and social system in the 
treatment process and discharge planning, to improve 
continuity of care, and to stimulate medical care research 
in mental health. 








PROFESSIONAL STANDARDS REVIEW ORGANIZATIONS 
(PSROs), which were authorized in 1972 by Public Law 
92-603 (1), will be organized on a state or local level to 
review institutional care provided under the Maternal 
and Child Health, Medicare, and Medicaid programs; 
they: will undoubtedly also be mandated under any na- 
tional health insurance legislation that is passed. They 
will determine if the care was medically necessary, if it 
was of acceptable quality, and if it was provided most 
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economically consistent with the patient's medical care 
needs. PSROs will be organizations of practicing physi- 
cians in any of the 203 designated areas unless no group 
of physicians in an area applies to become a PSRO by 
1976, at which time the Secretary of the Department of 
Health, Education, and Welfare can contract with other 
organizations. Presumably, physicians will cooperate 
with the program rather than permit medical care to be 
reviewed by others. At the present time, 11 organizations 
have been funded as conditional PSROs and 91 others as 
planning PSROs. The PSRO Program Manual (2) sets 
forth the requirements for these organizations and de- 
scribes the hospital review system requirements. 

Review will begin in short-stay hospitals and then go 
on to long-term care settings. While the law only requires 
review of institutional care, PSROs will have the option 
of reviewing ambulatory care and are expected to do so if 
national health insurance covers such care. As PSROs 
demonstrate their effectiveness, they are likely to be 
asked by states and insurance companies to review care 
provided in public and private psychiatric hospitals. 

Specialty organizations are expected to help imple- 
ment the law by setting general guidelines for the norms, 
criteria, and standards of care to be used for review that 
can then be modified by PSROs to conform to local prac- 
tice. The American Psychiatric Association has been one 
of the leaders among the specialty organizations in work- 
ing toward implementation. Its Task Force on Peer Re- 
view in Psychiatry issued a position statement on peer 
review (3), and APA has developed criteria sets (4). Un- 
der a contract with the Bureau of Quality Assurance, 
APA along with other specialty societies will further re- _ 


fine these criteria for use in the review process. APA or 
its district branches will also develop programs of con- 
tinuing education to correct deficiencies identified by peer 
review and aid in the design of medical care evaluation 
studies that a PSRO must perform. 


QUALITY ASSESSMENT RESEARCH 


A review of previous efforts at quality control and 
quality of care research provides perspective on current 
discussions of peer review. Traditionally the medical pro- 
fession has tried to ensure quality by controlling entry 
into the profession by selective admission to medical 
school, by controlling undergraduate and graduate medi- 
cal training programs, and by standardizing licensure 
exams. Gross deficiencies identified after licensure might 
be dealt with by revocation of licensure, although this se- 
vere penalty has rarely been exercised. As medical sci- 
ence has advanced, however, it has become clear that 
medical education should be a continuing process. Many 
specialty organizations have approved voluntary contin- 
uing education programs, but doubts about the degree of 
voluntary participation have led to consideration of man- 
datory participation or the more extreme threat of re- 
quiring periodic relicensure and recertification. Peer re- 
view is tied to continuing education because under Public 
Law 92-603 a PSRO must attempt to correct identified 
deficiencies in practice by educational programs. For ex- 
ample, a course in recognition of depression in medical 
practice could be required for practitioners who misdiag- 
nose depression or treat it inadequately. 

Donabedian (5) divided quality assessment research 
into structure, outcome, and process research. Structural 
appraisal, which is currently used by the Joint Commis- 
sion on Accreditation of Hospitals (6), is easy to mea- 
sure, although there is no general agreement on optimum 
ratios of patients to staff or on optimum distributions of 
professional disciplines. Structural review examines the 
tools necessary to provide care—facilities, services, and 
manpower. It provides the most indirect measure of qual- 
ity and is therefore least important since it gives no infor- 
mation on what actually happens to patients. 

In contrast, outcome studies provide the most impor- 
tant and direct measures of quality. But, for several rea- 
sons, they are the most difficult to carry out. First, other 
factors besides treatment may influence outcome—pa- 
tient factors, such as delay in seeking treatment, non- 
compliance with recommendations, and family resistance 
to change; and social factors, such as high unemploy- 
ment. Second, it is often difficult to assign patients ran- 
domly so as to set up comparable treatment groups or 
control groups that receive no treatment. Third, mean- 
ingful outcome measures are needed but are hard to 
come by in mental health when many aspects of function- 
ing may be differentially affected. For example, is an 
analytic "cure" to be considered a successful outcome if 
it is accompanied by divorce? Fourth, the effects of treat- 
ment may be different if they are measured at different 
points in time (7). 
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The most convincing outcome studies in psychiatry 
have been done with such somatic treatments as drugs 
and ECT; this has led many psychiatrists to be concerned 
that these treatments will get better coverage under na- 
tional health insurance than psychosocial treatments. De- 
spite the enormous difficulties involved in carrying them 
out, many careful studies like those of Frank (8, 9) are 
clearly needed. Studies of this type can begin to clarify 
the parameters of successful psychotherapy. 

Peer review is usually an evaluation of the process of 
care. Process studies are based on the assumption that 
there are generally accepted methods of treatment. Indi- 
vidual cases are examined, therefore, to determine 
whether treatment was appropriately applied, usually by 
comparison with normative standards or with pre- 
determined criteria. If such standards are too loose, they 
have no value; if they are too tight, they may stifle in- 
novation. Furthermore, there must be mechanisms for 
the regular revision of standards. 

Zusman and Ross (10) have outlined four designs for 
process quality evaluation in mental health. The record 
audit is most commonly used because it does not inter- 
fere with the provider's work and is the least expensive 
method. However, record audits in psychiatry are diffi- 
cult since records are likely to be incomplete. Further- 
more, written records may not capture the essence of psy- 
chotherapy. A second design requires direct observation 
of staff activities; this technique is useful for training but 
is too expensive for ongoing review. The third design, ob- 
servation of the patient's condition, can identify only neg- 
ative factors in care, such as poor hygiene and use of re- 
straints. Finally, exams can be given to staff to test their 
knowledge, although, as Gonnella and associates (11) 
have shown, acquired knowledge is often not used in 
practice. * 

Brook (12) used several different methods to assess the 
quality of medical care in urinary tract infecticns, hyper- 
tension, and ulcerative lesions in the stomach or duode- 
num. He found that different methods produce sub- 
stantially different results when one measures the quality 
of care and suggested that the most valid approach we 
now have is individual case analysis of both medical care 
process and patient outcome. 


PEER REVIEW IN PSYCHIATRY 


The major problem psychiatry faces in ápproaching 
peer review is that so little work has been done in the area 
of quality assurance for mental health care. As of August 
1972, the APA bibliographies on peer review and utiliza- 
tion review included only three references from the field 
of mental health (13-15). Since then, many papers in the 
psychiatric literature have touched on different aspects of 
peer review (16-20), but the only comprehensive and sys- 
tematic attempt to develop methods of patient care eval- 
uation is that of Riedel-and associates (13, 21, 22) at 
Yale. They were able to extend the model for utilization 
review of medical cases in a short-term general hospital 
to psychiatric cases, even though the relationship between 
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diagnosis and treatment is not clearly established in psy- 
chiatry. They showed that sociodemographic and other 
factors can be used in addition to diagnosis for selection 
of cases to review. This finding is especially important 
since psychiatric diagnosis per se is of limited usefulness 
‘in predicting functioning. They were also able to use de- 
pendent variables, such as kind of treatment, in addition 
to length of stay. This led to the guideline that any hospi- 
talized schizophrenic patient who does not receive a ma- 
jor tranquilizer will have his case reviewed. 

I will briefly touch on some other problems and pos- 
sible methods to deal with them. One is confidentiality; 
no one is convinced that the data collected by a PSRO 
can be kept confidential. The consequences of a breach in 
confidence are particulary serious for psychiatric data 
that, if available for unauthorized use, might unfairly 
prejudice a patient’s employment. In an attempt to pro- 
tect their patients, some psychiatrists routinely use labels 
such as “adjustment reaction of adult life." Since closer 
review will make such "fudging" more difficult, legal 
safeguards should be developed to ensure that only essen- 
tial confidential information will be collected, that anon- 
ymous data will be used when possible, and that access to 
such data will be limited. Despite the potential for abuse 
of data collected for government-supported review, some 
large data systems have so far been able to maintain con- 
fidentiality (23, 24). 

Record keeping in psychiatry is often quite poor be- 
cause of a lack of clear and precise thinking and a legiti- 
mate concern for confidentiality. Explicit criteria for 
diagnosis of psychiatric conditions are lacking; therefore, 
diagnoses are often made on global impressions, and psy- 
chiatric diagnoses are notoriously unreliable (25-27). 
Treatment goals are often not explicitly defined and rely 
instead on such a vague implicit goal as helping the 
patient understand himself better. More work needs to be 
done on diagnostic criteria (28), on problem-oriented 
records (29), and on specification of treatment goals (30). 
Evaluation research can be done adequately only with ex- 
plicitly defined variables. PSROs will require better 
record keeping and thereby focus the practitioner’s think- 
ing. 

In psychiatry, criteria for hospitalization and dis- 
charge are generally implicit rather than explicit and dif- 
fer widely. PSROs, because of their interest in economics 
as well as in quality, can stimulate studies to test accepted 
practices of hospitalization and eventually require these 
practices to be based on data. More research is needed on 
criteria for admission (31) and discharge (32) to avoid 
having arbitrarily brief limits set for insurance coverage 
of nervous and mental conditions, as has been the case in 
Pennsylvania. Careful utilization review should reduce 
the number of inappropriate admissions and in- 
appropriately long stays. Effective utilization review by 
the profession may improve the chances of broad mental 
health benefits under national health insurance. 

In 1965 Mechanick and Nathan (33) asked whether 
psychiatric hospitalization was obsolete. They concluded 
that it has value for selected patients and suggested cri- 
teria for hospital admission from the standpoint of the 
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patient, the family, the community, or the doctor. Their 
suggestions are interesting but more theoretical than the 
specific justifications for admission formulated by the 
APA Ad Hoc Committee on PSROs (4). 

PSROs are likely to affect the practice of hospital psy- 
chiatry in addition to reducing the number of in- 
appropriate admissions. Tucker and Maxmen (34) have 
suggested that psychiatric hospitalization should involve 
more than simply a more intense form of office psycho- 
therapy; the task of hospitalization should be to rehabili- 
tate the patient and return him to his premorbid level of 
functioning. These authors believe hospital staff should 
work to minimize symptoms in as short a time as pos- 
sible, expand the patient's adaptive skills, evaluate and 
rearrange the patient's environment, and maximize the 
patient's ability to utilize outpatient therapy. Such an ap- 
proach should focus on the reason for hospitalization, 
and the primary goal should be discharge from the hos- 
pital. This will place greater emphasis on work with the 
patient's family or social system. Mendel and Rapport 
(35), in a study of hospital admissions, found that 85 per- 
cent of the patients who were hospitalized would not have 
been admitted if their social situation had been different. 
Improved continuity of care should result from the legal 
requirement for evidence of early discharge planning. 

Psychiatrists in a local PSRO can positively affect 
nonpsychiatric medical practice and strengthen their ties 
to the general medical community. They can require evi- 
dence of attention to psychological and social factors in 
all medical evaluation and treatment, particularly if psy- 
chotropic medications are prescribed. Attention to psy- 
chosocial factors may reduce overall costs and improve 
quality by promoting treatment of the whole patient. 
Two studies (36, 37) suggested that outpatient psychiatric 
consultation or treatment can reduce the use of more ex- 
pensive medical services. Follette and Cummings (36) 
found, however, that primary care physicians were still 
reluctant to initiate a psychiatric referral. Since PSROs 
are responsible for developing individual patient profiles, 
they may be able to identify heavy users of medical serv- 
ices and require psychiatric consultation before approv- 
ing further care. 


SUGGESTED STUDIES 


PSROs are required by law to perform medical care 
evaluation studies. Such studies in psychiatry can help 
determine the value of generally accepted routines. For 
example, how thorough is the usual medical work-up as 
part of the diagnostic process for psychiatric inpatients 
and outpatients? How often do the results of medical 
tests such as electroencephalograms or endocrine func- 
tion studies lead to a change in a patient's diagnosis or 
treatment? Can we define high-risk subgroups for whom 
such tests are more likely to be useful? Which patients re- 
quire complete batteries of psychological tests and how 
will these tests benefit the patient? Does the amount of 
time spent working with a hospitalized patient's family 
affect the length of his stay or his chances of being read- 


mitted? Which patients could receive ECT as out- 
patients? The answers to these questions are important 
not only because of their economic implications but also 
because the most thorough medical care is not synony- 
mous with the highest quality care. 

PSROs can stimulate medical care research, make the 
results of research widely available, and ensure that the 
highest quality of medical care is provided most econom- 
ically. In this way, the PSRO program can have a 
profound impact on the practice of medicine. 
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PSROs: Problems and Potentials for Psychiatry 


BY GENE D. COHEN, M.D., MARGARET CONWELL, M.A., LUCY D. OZARIN, M.D., 


AND FRANK M. OCHBERG, M.D. 





The authors discuss the difficulties and opportunities that 
the Professional Standards Review Organization 
(PSRO} can create in psychiatry. They examine the 
issues of alternatives to admission, length of stay, quality 
versus cost decisions, confidentiality, multidisciplinary 
concerns, and psychiatric representation in PSROs as 
well as the adverse reactions of organized medicine to the 
PSRO program. 





THE PROFESSIONAL STANDARDS REVIEW ORGANIZATION 
(PSRO) presents both problems and potentials—a dual- 
ity that has evoked intense reaction and ambivalence in 
the medical community. Response to the program has 
‘perhaps been further strained by the manner in which the 
PSRO program became law. The PSRO program (the 
Bennett Amendment to Public Law 92-603) was passed 
in ‘‘sleeper-of-the-year” fashion. It became law without 
widespread professional or public debate and, in many in- 
stances, without adequate understanding of its implica- 
tions. As a result, a common response to a reference to 
PSROs was for some time, “Who?” 

Before the enactment of the legislation, the U.S. De- 
partment of Health, Education, and Welfare (HEW) had 
sought to develop 10 demonstration projects (1) to test 
the feasibility of Senator Bennett's proposal. However, 
the legislation was passed before the completion of fol- 
low-up and outcome analysis of the demonstrations. 

Organized medicine appeared receptive to the PSRO 
concept at first; subsequently it withdrew support in the 
face of strong negative reactions by physicians. During 
the past year compromises have been introduced and ac- 
ceptance of PSROs seems to be significantly increasing. 

With such a beginning, the confusion, misinformation, 
and distrust surrounding PSROs become more under- 
standable. This tide of emotion, however, has delayed 
critical evaluation that would explore not only the diffi- 
culties the law could produce but also the opportunities it 
would create. 

Dr. Claude Welch, chairman of the American Medi- 
cal Association's Task Force on Guidelines of Care, de- 
scribed PSROs as forming “a basis for greater changes in 
the practice of medicine than has been provided by any 
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health legislation in the history of this country" (2). Dr. 
Welch pointed out that PSROs will require the estab- 
lishment of norms of diagnosis, treatment, and length of 
stay as well as profiles for each physician, institution, and 
patient. He stated that although only institutional admis- 
sions under federal reimbursement must be considered 
now, it is likely that these standards will be applied to 
ambulatory patients and to patients under nonfederal 
reimbursement schemes. A program carrying such poten- 
tial impact could hardly be received without considerable 
anxiety on the part of physicians. 

How revolutionary are PSROs? Two fundamental as- 
pects of PSROs are not new, namely, accountability and 
the role of the federal government in health care. Ac- 
countability has long existed in general medicine and in 
psychiatry (3). Examples include hospital utilization re- 
view and medical audit committees, relations with third- 
party payers, and agreements with peer review groups 
such as medical foundations (4). The role of the federal 
government in supporting health care has also been 
firmly established, particularly in the cases of Medicare 
and Medicaid. The basic difference in PSROs is the 
structure. Public Law 92-603 defined a new structure with 
unique capabilities for effecting changes in medical prac- 
tice. This structure has threatened the sense of autonomy 
among many physicians. It has also stirred anxiety 
among practitioners about the directions the changes will 
take. But the law places the physician at the steering 
wheel. Welch addressed this point in the following state- 
ment: 


Practicing physicians are given an enormous opportunity 
to place themselves in a responsible position in the future de- 
velopment of medical care, but if they refuse to accept their 
responsibility, other organizations are waiting in the wings to 
assume direction of the profession (2). 


During the past year, the National Institute of Mental 
Health (NIMH) has provided consultants to the Office of 
Professional Standards Review and the Bureau of Qual- 
ity Assurance on a demonstration project. This project 
was described in an HEW request for proposal (RFP) ` 
form as having the purpose of developing and testing a 
model psychiatric utilization review and medical care as- 
sessment program in a public mental hospital. This pro- 
gram would ideally be so good that an institution using it 
could qualify for delegation of review authority by a local 
PSRO. Eight public mental hospitals in three states (Col- 
orado, Ohio, and Texas) have been involved in this dem- 
onstration project. The project has offered a valuable op- 


portunity to both experience and assess the difficulties 
and opportunities that arise in attempting to implement a 
PSRO-related program. The issues highlight the prob- 
lems and potentials inherent in the PSRO process. 


ALTERNATIVES TO ADMISSION 


PSRO review focuses considerable attention on the 
process of admission. For example, criteria to justify hos- 
pitalization are being developed. There is also an inferred 
obligation that appropriate alternatives must be available 
if the critical criteria for admission cannot be met. This 
becomes particularly relevant in cases in which hospital- 
ization is being considered for social purposes (e.g., lack 
of appropriate intermediate or extended care facilities or 
other suitable placements). This, of course, is a problem 
faced in other medical fields as well as in psychiatry. It 
would seem, then, that if the PSRO process can point out 
the inappropriateness of admission, it can also point out 
the lack of certain alternatives. In this way, PSROs can 
serve as a means to stimulate innovative treatment pro- 
grams to deal with deficiencies. This creates an opportu- 
nity for creative advances in mental health care, as op- 
posed to a process concerned only with monitoring the 
appropriateness of what is presently available. 


ADMISSIONS GENERATED THROUGH THE COURTS 


Another opportunity for meaningful impact relates to 
court-generated admissions. PSROs have the capability 
of revealing inadequate practices not only in a hospital 
and by a practitioner but in social systems as well. This 
theme was introduced above in our discussion of alterna- 
tives to admission. It reemerges emphatically again with 
the issue of admissions generated through the courts. The 
demonstration project in eight public mental hospitals in 
which NIMH consultants participated revealed that, in 
some of the hospitals, 50 to 75 percent of the admissions 
entered through a nonvoluntary process. Since the proc- 
ess of admission is a major concern of PSROs, court-or- 
dered or other nonvoluntary admissions take on special 
significance. Will attention to admission criteria be given 
to only the 25 to 50 percent of patients who enter hospi- 
tals voluntarily or will PSROs also face the awkward, of- 
ten sensitive subject of court-generated or other non- 
voluntary admissions? If so, how? The situation is com- 
plicated because the court system is outside of the health 
network. Thus part of the judicial system could be a sub- 
ject of PSRO scrutiny. 


LENGTH OF STAY 


When utilization is examined, length of stay consid- 
erations are of obvious importance and have ramifica- 
tions beyond the factors of cost and quality. The teaching 
hospital presents a case in point. Patients often stay 
longer in such hospitals because of the unique objectives 
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of this setting. If the length-of-stay standards for a teach- 
ing hospital were to be similar to those for nonteaching 
hospitals, would this affect the training and quality of fu- 
ture psychiatrists? Would innovation and advances in the 
field of psychiatry be constrained? On the other hand, by 
recognizing a basis for varying lengths of stay in dealing 
with the special needs of general, teaching, private, state, 
and military hospitals, would different standards of care 
result? 

The problem becomes immensely difficult to resolve if 
diagnosis is the only basis for reaching a decisicn. How- 
ever, the use of justifiable goals or objectives can provide 
a framework for determining variable lengths of stay. 
For instance, the purposes of hospitalization may vary. Is 
the goal of hospitalization a form of crisis intervention in 
which the patient is discharged as soon as he or she can 
function outside of a hospital? Or is the goal to work to- 
ward an enduring remission or change while the patient is 
in the hospital? The latter goal obviously requires a 
greater length of stay. In terms of quality of care, which 
goal, if either, is more justifiable? Which, if either, has the 
better outcome? Answers to these questions will require 
research and demonstration. Perhaps each of these goals 
could be defencéed along quality/cost profiles if it were 
strenuously tested. Perhaps there is a place for both goals 
or for some variations on them, depending on the patient, 
the problem, the practitioner’s method of treatment, the 
institution, and community resources. 

Clearly, PSROs could play a role in stimulating cre- 
ative investigation into this problem. It is difficult to see 
how rigid standards for length of stay could apply to a 
wide variety of facilities unless the above questions are 
answered. We hope that the PSRO program will facili- 
tate gathering Cata on and making use of what is known 
and proven and at the same time provide the impetus for 
continuing exploration of unresolved problems. 


QUALITY, COST, AND VALUE DECISIONS 


A major area of controversial debate about the PSRO 
program is the balance between cost concerns and quality 
considerations. Langsley pointed out that "although peer 
review embraces the concepts of both quality cantrol and 
utilization review, utilization is easier to assess than qual- 
ity" (5). Utilization is also easier to define than quality. 
Consequently, an inordinate amount of time is often 
given over to discussion of utilization in comparison to 
the amount of time given to discussion of quality. An 
HEW pamphlet (6) stated: "PSRO will be concerned 
also with whether medical care is necessary and delivered 
in the proper setting. If overuse or uneconomical use of 
services are identified and eliminated, cost savirgs will re- 
sult” (6). It also indicated that “the primary emphasis of 
the PSRO program is on assuring the quality of medical 
care. Providing quality care may increase health services 
for some patients in certain areas and could increase 
costs in those circumstances" (6). Psychiatrists have both 
the opportunity and the responsibility to assure that qual- 
ity and cost perspectives are placed in proper balance in 
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providing sound mental health care. Certainly the role of 
the profession in this regard must be an active one. 

Another variable arises in the form of value decisions. 
After all, the appropriate levels of care for patients are 
determined not only by available resources and quality 
requirements but by value judgments as well. This clearly 
applies to the above discussions on alternatives to hospi- 
talization and the role of the courts in the admission 
process. Thus PSROs must interface with values as well 
as with cost and quality determinants if the integrity of 
the health care delivery system is to be maintained. 

Common to cost, quality, and value considerations is 
the problem of limit setting. Where does one draw the 
line as to areas and extent of focus such as criteria for ad- 
mission, specific treatment plans, problem-oriented 
records, staffing patterns, the architecture of the facility, 
relationships with community agencies, and other fac- 
tors? In relation to these multiple components, all of 
which are involved in health care, the PSRO program 
might be seen as a steering wheel. However, the more one 
looks at the PSRO program, the more difficult it be- 
comes to separate the steering wheel from the vehicle it is 
attempting to steer (ie., potentially, the total mental 
health care delivery system). It makes little sense to de- 
sign a sleek steering wheel unless the quality of the total 
vehicle itself is also addressed. For example, in the dem- 
onstration projects in eight state mental hospitals men- 
tioned above, it became apparent that the best treatment 
plans could hardly be implemented if the staff-to-patient 
ratio was inadequate. But who is responsible for the im- 
provement of such ratios—the hospital, the community, 
the state, the federal government? In other words, if defi- 
ciencies are uncovered through the PSRO process, how 
great and with whom is the obligation to address them— 
especially if their amelioration is expensive? 


CONFIDENTIALITY, MULTIDISCIPLINARY CONCERNS, 
AND PSYCHIATRIC REPRESENTATION 


Confidentiality in the PSRO process is of major con- 
cern to all of medicine. A complete discussion is beyond 
the scope of this paper, but several general points may be 
noted. It would seem that PSROs could facilitate the 
substitution of peer review for third-party review, thereby 
increasing patient confidentiality. It would also appear 
that the PSRO process inherently aims to improve physi- 
cian education and performance through peer review and 
control rather than through public disclosure and con- 
frontation. Under PSROs, physicians will be investing ef- 
fort toward improvement through internal educational 
mechanisms rather than toward a cover-up of defi- 
ciencies. A process that discloses may inhibit a process 
that educates. PSROs cffer tremendous educational op- 
portunities that should not be dismantled by controversy 
over confidentiality. 

At present, PSROs focus on physicians. However, the 
role of other health professionals merits careful consid- 
eration. Multidisciplinary involvement in mental health 
can, in fact, lessen the burden on the physician. This 
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would seem to be particularly true in settings where a 
team approach has been adopted. In the public mental 
hospital demonstrations noted above, deficiencies in the 
medical records for which physicians were held account- 
able would not have diminished if a multidisciplinary re- 
view process had not been in operation. It would seem 
practical and educational that as the various mental- 
health-related disciplines are developing their own sets of 
norms, standards, and criteria they should jointly eval- 
uate what they have in common and how they differ. 
APA’s position statement on psychiatrists and non- 
medical mental health professionals (7) has relevance 
here. It pointed out that “the quality of the relationships 
among helping professions will have great bearing upon 
the success or failure of the mental health programs now 
functioning or projected in the future" (7). 

One of the first questions a psychiatrist asks after 
learning what PSROs are all about is, "What can I do?” 
Answer: Get involved with your local PSRO-— either as 
an affiliated member or, preferably, as an elected partici- 
pant on the review panel itself. If psychiatry is to be ade- 
quately and appropriately involved in the PSRO process, 
psychiatrists obviously must have input into PSRO mat- 
ters. Being represented on PSRO-related bodies (e.g., the 
local PSRO, the statewide Professional Standards Re- 
view Council, PSRO support centers, and the National 
Professional Standards Review Council) will facilitate 
such input. Before the content issues can be addressed, 
the structure needs to be established. The structure is 
what adequate psychiatric representation will assure. The 
National Professional Standards Review Council, which 
consists of 11 physicians representing the broad fields of 
medicine, does not include a single psychiatrist, although 
psychiatry is the fourth largest medical specialty. Ade- 
quate representation of psychiatrists, at least at the level 
of the local PSRO, could serve to offer psychiatry a more 
integral part in the total health care delivery system as 
opposed to its traditional adjunct role. 


CONCLUSIONS 


That the PSRO law has resulted in ambivalence and 
mixed commitment among physicians is not surprising. 
It has created a tension: There have been efforts on the 
one hand toward amendment or repeal and on the other 
hand toward implementation. It addresses a program 
with both problems and potentials of uncertain ramifica- 
tions. Time and much discussion have abated some of the 
controversy, and acceptance by the medical profession is 
growing (8, 9). There is much to be learned from PSROs, 
not the least of which is recognizing the need for medicine 
and psychiatry to be more active in educating and ex- 
changing ideas with those who influence policy and legis- 
lation. 

PSROs give physicians not only the opportunity but 
also the mandate for leadership. Welch wrote: “The ulti- 
mate question is concerned with the review of profes- 
sional practice that certzinly will be expanded; will medi- 
cine sit behind the table in cooperation with the 
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Hofheimer Research Prizes 


The American Psychiatric Association invites applications for its annual Hofheimer Prize 
Awards for outstanding research in psychiatry and mental hygiene. Two awards are given, one 
for a single paper reporting the results of a research project carried out by an individual or a 
group of investigators, and one for a book, monograph, or series of related papers reporting the 
findings of larger studies or research programs as distinguished from single projects. The papers 
must have been published or accepted for publication. Each award carries with it an honorar- 
ium of $750. The awards will be presented at the Convocation of Fellows at the Association's 
annual meeting in Anaheim, Calif., May 1975. 


Applicants must be U.S. or Canadian citizens not older than age 50. If a group of co-workers is 
involved, their median age must be less than 50, and the majority of them must be U.S. or Cana- 
dian citizens. Any professional person who has done creative work in this area is eligible. How- 
ever, the work must have been completed or published within the last three years (on or after 
July 1, 1971). 


To apply, submit six copies of the single paper (or reprints) or of the book, monograph, or series 
of related papers (or reprints) to: Donald F. Klein, M.D., Chairman, Hofheimer Prize Board, 
‘American Psychiatric Association, 1700 18th St., N.W., Washington, D.C. 20009. Entries will 
be acknowledged but will not be returned. The deadline for submission is December 31, 1974, 
and to be considered any entry must be in Washington by that date. 
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Peer Review: An Obligation for Psychiatrists 


THE PSRO AND OTHER PEER REVIEW mechanisms described in a special section in this 
issue of the Journal have an importance as yet only dimly perceived by many psychia- 
trists—and indeed, by other physicians and health care personnel as well. To aid in un- 
derstanding the importance of these mechanisms, it might be useful to review some 
events of the past year and especially of the recent summer months. 

A year ago the APA Ad Hoc Committee on PSROs was busy putting the finishing 
touches on its diagnostic criteria guide sets report. While previously there had been 
talk that the passage of national health insurance was imminent, legislative progress 
on that issue was stalled as Watergate assumed more and more importance. The Civil- 
ian Health and Medical Program for the Uniformed Services (CHAMPUS) had 
placed some restrictions on benefits to military dependents who were in residential in- 
stitutions that were primarily educational in nature, and CHAMPUS officials were 
quietly letting it be known that some problems regarding cost control and quality as- 
surance in other parts of the program were being investigated, but there was no clear 
indication of what kind of corrective measures (if any) might be brought to bear. 

In a related area, some hospitals were noting an increase in denials of claims re- 
garding psychiatric patients. A pattern was becoming apparent in that most of the 
patients affected were covered by the federal Blue Cross and Blue Shield plan, the 
largest of the 40-odd plans participating in the Federal Employees Health Benefit Pro- 
gram (FEHBP). Often the exclusion was based on an apparent belief that milieu ther- 
apy (specifically excluded by this plan)! was indicative of custodial rather than active _ 
treatment. Disturbed adolescents and young adults requiring more than brief hospital- 
ization were particularly affected. Sporadic attempts by APA to communicate with 
Blue Cross and Blue Shield and to bring about a better understanding of the nature 
and purpose of milieu therapy were ineffective, although in some cases the denials 
were reversed—usually after a vigorous and lengthy battle by the hospital, the 
patient's family, the psychiatrist, or all three. The need for better communication was 
painfully apparent. 

Ominous feelings were expressed, and other needs were identified besides the need 
for better communication with insurance carriers and other third-party payers. APA 
should move forthrightly ahead with peer review activities. A more specific position 
statement on the inclusion of psychiatric benefits in national health insurance (a posi- 
tion that went beyond the one contained in the pamphlet Equal Coverage for the M en- 
tally Iil) should be developed by the appropriate committees. Our data base on utili-. 
zation of mental health benefits under existing health insurance plans should be 
strengthened and updated. 

Action on all these fronts was well under way when the events of the summer over- 
took us. First, the Department of Defense announced severe limitations on the 
CHAMPUS mental health benefits—specifically, from a virtually open-ended in- 
patient and outpatient benefit for active treatment, :he mental health benefit was re- 
duced to 120 inpatient days annually and 40 outpatient visits. Within a matter of 


"The brochure describing the benefits under the plan for 1974 states that neither basic nor supplemental ben- 
efits will be provided for "milieu or milieu therapy (confinement in an institution primarily to change or 
control environment)" 
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weeks after this announcement the newspapers in the Washington, D.C., area began 
to carry stories about a drastic reduction in the Blue Cross and Blue Shield plan for 
federal employees, which had often been cited by APA as a model because it covered 
mental illness on essentially the same basis as other illness. It was clear that if the cut- 
backs in these two programs were to be instituted and remain in force, not only would 
they have extremely damaging effects, especially on patients already embarked on a 
course of mental health treatment, but they would severely hamper our efforts to gain 
an adequate mental health benefit in the national health insurance legislation that 
seemed closer to passage than at any time in history. 

The efforts to deal with these two crises are too complex and multifaceted to de- 
scribe in detail. Suffice it to say that many organizations besides APA were involved, 
as well as many individual APA members and other professionals, patients, and their 
families. All are due much credit for bringing to the attention of the responsible offi- 
cials in the Department of Defense, the Civil Service Commission, and the Blue Cross 
and Blue Shield associations that the abrupt nature of the cutbacks would cause severe 
hardships in untold cases and that their long-range implementation would defeat the 
concept of comprehensiveness of health insurance coverage inherent in both the 
CHAMPUS and FEHBP programs. From the outset APA made it clear, however, 
that we recognized the need at both the local and national levels to find appropriate 
solutions to the very real problems of quality assurance and cost containment that 
were of great concern to Blue Cross and Blue Shield officials as well as CHAMPUS. 
We emphasized our strong desire to work cooperatively toward solving these prob- 
lems. Following this, CHAMPUS announced that it would not cut back the benefits 
as originally announced but would institute a new review process for both inpatient 
and outpatient care (the details of this process had not been announced at the time of 
this writing}. At about the same time the Blue Cross and Blue Shield program for fed- 
eral employees announced that in the benefi: year beginning January 1, 1975, there 
would be no change in the mental health coverage except for the institution of a new 
lifetime limit of $50,000 per subscriber for treatment of nervous and mental condi- 
tions under supplemental benefits. 

It is our firm belief that if APA had not given its pledge to work with CHAMPUS 
and Blue Cross-Blue Shield, or if this pledge had lacked credibility, the cutbacks 
would have proceeded as originally planned. More importantly, unless there are sus- 
tained actions in the coming months in furtherance of our pledge, the advantage 
gained will be promptly lost. 

Some of these actions are to take place at the national level. Already being carried 
out by APA officers and staff and especially by the newly appointed Commission on 
Standards of Practice and Third-Party Payments, they involve a host of activities 
having to do with communication with representatives of the major insurance carriers 
and other third-party payers, liaison with congressional committees and government 
agencies, and data collection and analysis. But this constitutes only part of what is re- 
quired. We cannot emphasize too strongly that the most important part of the action 
programs needed in the coming months involves peer review at the local level. At 
present there are islands of adequacy in peer review and quality assurance. Some of 
them are described in this issue of the Journa! to suggest approaches that have proved 
useful in some settings and could be adapted to other settings. But these islands of ade- 
quacy must grow to an effective national network, and the network must be of uni- 
formly high quality. Obviously this will take an increasing commitment from the 
membership—in time, in energy, in dedication. We know of nothing as difficult and 
yet as important. 

While the experiences of the past year and especially of recent months were dis- 
quieting and painful, they were nonetheless vseful. They underscored the fact that al- 
though we need to accelerate our efforts, we had already been moving in the right di- 
rection. They also made us aware of the reservoir of good will and willingness to work 
together that exists in other organizations, Congress, government agencies. and the 
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health insurance industry. We were able to identify factors that tended to erode our 
credibility; this.too was useful because recognizing such factors is the first step toward 
overcoming them. l 

For all these things, as well as for the favorable outcome of the moment, we can be 
grateful. But looking to the future, we and the entire APA membership have our work 
cut out for us. District branches and individual members have an obligation to help 
APA at the national level in honoring its commitments. Working together for high 
quality peer review, we believe our efforts will result in better treatment for our 
patients and further progress toward a more rational health care system. 


JOHN P. SPIEGEL, M.D. 
DONALD W. HAMMERSLEY, M.D. 


Dr. Spiegel is President and Dr. Hammersley is Deputy Medical Director of the 
American Psychiatric Association. 


PSRO: A Challenge to Psychiatry 


THE MEDICARE AND MEDICAID programs were originally passed in 1965. By 1969, a 
significant amount of data on the operation of these programs had become available 
to the Congress and the Senate Finance Committee, and its staff began an intensive 
examination of their progress. This examination included a lengthy staff report and a 
set of oversight (fact-finding) hearings. Many of the suggestions and recommenda- 
tions that grew out of the report and the hearings were drafted as legislative amend- 
ments and considered by the Congress extensively during 1970, 1971, and 1972. Fi- 
nally, in 1972, Congress passed and the President signed into law the Social Security 
Amendments of 1972. These amendments contained a whole host of modifications to 
the original Medicare and Medicaid programs. 

The existence of a number of problems with the programs had become obvious dur- 
ing congressional study. One of the major problems was that the costs of the programs 
were increasing at a very rapid rate, partly because too few controls on costs had been 
built into the legislation. A number of the provisions in the 1972 Amendments were 
cost-control provisions, such as the one that put a limit on reasonable hospital per 
diem costs and the one that restricted the rate at which physicians' prevailing charges 
in an area could increase from year to year. Aside from these provisions, aimed at 
controlling the costs of the units of service provided under the programs, there was 
also an evident need for a mechanism to review overall utilization and to assure 
quality control. 

The American Medical Association, among others, realized this need. They came to 
‘me in 1970 and asked me to introduce an amendment they had prepared calling for the 
establishment of peer review organizations in each state. After studying their proposal 
and consulting with my colleagues and the committee staff, I agreed that this proposal 
contained a basic concept that could be used to create a responsible peer review mech- 
anism. However, I-thought the language submitted by the AMA was faulty in a num- 
ber of respects. Consequently, after examining their proposal, I drafted the PSRO 
Amendment, which I introduced in Congress in the summer of 1970 and which finally 
became law as Section 249-F of Public Law 92-603 (the Social Security Amendments 
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of 1972) in November 1972. This amendment. like AMA’s PRO proposal, basically 
gave the first priority to practicing physicians themselves, operating in a publicly ac- 
countable fashion through local physician organizations, to review the quality and ne- 
cessity of health care services provided under the Medicare and Medicaid programs. 
The heart of this amendment was that physicians would review medical questions and 
make professional decisions, rather than having these issues settled by clerical em- 
ployees of insurance companies or by bureaucrats. 

The PSRO Amendment has been the subject of much debate. 1 am pleased to say 
that the American Psychiatric Association has generally endorsed and supported the 
concept behind it—that of effective and responsible peer review activities. However, it 
has been my observation in dealing with this issue over the past four years that there 
are some psychiatrists who have expressed concern with respect to peer review in gen- 
eral and the PSRO program in particular. I would like to respond to the two most of- 
ten expressed concerns. 

First, many psychiatrists (along with many other physicians) have questions about 
the development and use of norms in the review process. But the vast majority of phy- 
sicians we consulted while drafting the amendment agreed with us that no review proc- 
ess can be effective unless it involves a means of checking against some kind of norm, 
standard, or criterion. Without reference to any standard, you really have a case-by- 
case review on an anecdotal basis. This type of review is, in most cases, somewhat 
meaningless and, in all cases, somewhat unfair to the physicians being reviewed. The 
law makes it very clear that norms are not to serve as barriers to any necessary care, 
but are merely checkpoints in the review prccess. In other words, the norms do not 
limit the services the program will pay for. In practice, they serve as logical check- 
points that indicate the time to initiate review activity. Keeping in mind that these 
norms represent merely points at which it is reasonable to review the prospect of con- 
tinued hospitalization, it would seem that psychiatrists should have little difficulty 
agreeing on rational checkpoints for various psychiatric admissions. Similarly, while 
there may be vast disagreement over the specific indications for electroconvulsive 
therapy, for example, I would assume that the practicing psychiatrists in a given area 
could agree on situations where such therapy was generally inappropriate and use that 
set of criteria to screen cases for further review of medical necessity. 

Another issue is that of confidentiality. Obviously, if physicians are going to insti- 
tute a peer review mechanism whereby the members of a community of physicians ro- 
tate in reviewing the work of their peers, that community of physicians must have 
some access to medical records. This access should be no broader than necessary to 
ensure the development of appropriate and effective norms and to make the sub- 
sequent professional review effective. Even though much has been made recently of 
this issue of confidentiality in various attacks on the PSRO program, the fact is 
that prior to the passage of the PSRO Amendment, confidentiality of medical records 
had been far from absolute. 

It has long been established by custom, practice, and court decisions that third- 
party payers can have access to medical records in order to decide if the care they are 
financing is necessary and within the conditions of the insurance contract. In some 
cases this access was abused, and so, when we drafted the PSRO Amendment, we in- 
cluded a specific provision that, for the first time in federal law, establishes a specific 
penalty for any inappropriate or unauthorized disclosure of information by physicians 
or other employees of review organizations. [n addition to this specific penalty provi- 
sion, the establishment of PSROs should reduce the risk by narrowing the distribution 
of medical record information. Once PSRQs are established, all review can be done by 
one group rather than by a series of insurance carriers, fiscal intermediaries, and state 
and federal agencies. 

I would like to conclude with a brief look at the future with respect to peer review 
and health insurance legislation. Congress is-considering a number of proposals that 
would broaden federal health insurance coverage. It is gratifying to me that each of 
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the major national health insurance proposals includes the PSRO provisions of the 
present law. Although these proposals differ in some respects, all recognize that as we 
move to expand government health insurance programs, the need for an effective utili- 
zation and quality control mechanism will become even greater than it is today. 

This need for effective review is especially felt in the area of psychiatric benefits. As 
psychiatrists are aware, benefits in the mental health area have generally been limited, 
both under government programs such as Medicare and Medicaid and under most pri- 
vate health insurance policies. In a similar fashion, nearly all of the various national 
health insurance proposals contain limitations of one sort or another on psychiatric 
benefits. While some claim that these limitations grow out of a bias against mental ill- 
ness, the people responsible for the limitations claim that they are necessary because 
of the difficulties—real or imagined—in controlling the utilization of psychiatric bene- 
fits. It seems to me that the best case for removing these various limitations on psychi- 
atric benefits can be made by demonstrating the existence of an effective peer review 
mechanism carried on by the only group capable of making it work— practicing psy- 
chiatrists. Let me urge you as psychiatrists to continue to work to develop effective 
professional review mechanisms. It seems axiomatic to me that the importance of this 
review will increase in the future. It is vital to you that physicians maintain control of 
the review process; it is equally important for your patients, who have the right to ex- 
pect that adequate benefits will be available to them under future health insurance 
programs. 


WALLACE F. BENNETT, M.D. 
United States Senator from Utah 


Senator Bennett was the author of the PSRO Amendment to Public Law 92-603, 
enacted in November 1972. This editorial is based on a special lecture by Senator Ben- 
nett delivered at the 127th annual meeting of the American Psychiatric Association in 
Detroit, Mich., May 6-10, 1974. 


Nero and Rome: Psychiatry and Survival 


IN THE POPULAR VERSION of the great fire of Rome in A.D. 64, the Roman Emperor 
Nero is said to have fiddled while Rome burned. The suggestion is that the troubled 
mind of the emperor simply could not understand the magnitude and danger of the di- 
saster—that had he understood, he would have made emergency moves to help bring 
the fire under control. I wish to make the point that should psychiatry ignore the mag- 
nitude of present dangers to the survival of our society, it can be similarly accused. 

But one might well ask: Had Nero been functioning well, what could he really have 
done, other than carry one more bucket of water to help put out the blaze? That ques- 
tion is probably even more appropriate for psychiatrists. Nero was a ruler and could 
have given leadership to the fire-fighting effort. Psychiatrists are not powerful rulers, 
fortunately, although I acknowledge that we are sometimes confused about this point. 
We are not often in a position to greatly influence society, yet we can and should be 
helpful, as I have noted elsewhere (1). 

Many of the'people we see in treatment centers across the country are victims of de- 
fective social policy and harmful institutional and organizational arrangements and 
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practices. We often point to issues of race and class as causal factors in this regard. 
While this is often the case, many problems are created and persist because a number 
of people in positions of authority and leadership in institutions fail to appreciate the 
impact of institutional arrangements and practices on individual behavior. 

We can and must be helpful in identifying psychologically harmful structures and 
social forces. We can help leaders structure their institutions and policies in a way to 
best permit people to meet their basic needs. We can be advocates and a force for hu- 
man interest in a social arena swept by powerful and often antihuman economic, polit- 
ical, racial, and/or ethnic and religious forces. The educational system provides some 
of the best examples of ways in which we can make a contribution. 

An eight-year-old youngster was suddenly sent to live with strange relatives in a 
strange community. He was sent to a strange school and taken directly to a classroom 
full of strange children. In panic, he kicked the strange teacher in the leg and ran out. 
A mental health team helped the staff consider the problems of separation at this age. 
As a result, even his wounded teacher was willing to consider him a child under stress 
and make adjustments to ease his reentry into the classroom rather than view him as a 
villain. 

Such understanding and intervention could take place in other settings that shape 
the quality of life; they could also be applied in the development of social policies. This 
is more important today than ever before. 

We are a nation—in fact, a world—that has moved from horse-and-buggy to a 
rocket-age science and technology in the lifetime of today’s senior citizens. Yet social 
order is still largely a function of the security of the individual, provided first by stable 
and able families and institutions and later by a well-functioning society. These out- 
comes were more possible for more people in a rural, low-technology society where 
large numbers of families could meet their basic human needs fairly independently of 
others. The lifestyle made possible by scientific and technological changes has dra- 
matically increased the possibilities for strife. 

As students of the effects of social and inner forces on human behavior, we are 
uniquely qualified to help social policy-makers devise ways to make our science and 
technology work better for us—to make it support greater family and social stability. 
More than anyone else, we are in a position to help social policy makers understand 
the direct link between the undereducation and mistreatment of many Americans yes- 
terday and the rampaging crime rates, anger, and alienation today. More than anyone 
else, we can help social policy makers understand that in a society greatly affected by 
fast-moving scientific and technological change, social policy must be geared to the 
problems of 30 years from today, that it will be disastrous to continue to play games 
with issues of busing, housing, health care— yesterday's unsolved problems— wher 
we are faced with the prospect of a technology in the year 2000 that will not require a 
work force larger than today's, although there will be double today's population (2). 

How will people feel a sense of worth when they can't work? How will the wealth be 
distributed if many people are not working? What will be the motivation to organize 
their lives and develop their skills? What will we do with our time? (Many people fall 
apart as a result of long weekends and extended vacations even today.) How will cur- 
rent child-rearing practices facilitate or interfere with successful coping by individ- 
uals and institutions in the future? These are the issues we must help social policy 
makers address. 

Our effort to address these and other questions is not without danger. In fact, we 
will be blamed by some for all the problems of society. A recent newspaper article (3) 
reported that some law enforcement officials and political conservatives believed that 
children raised under the influence of Dr. Benjamin Spock "and other progressive 
child psychologists" are accustomed, when young, to getting what they want when 
they want it and that because they have no respect for their parents, they develop no 
respect for other authority figures whom society has appointed to enforce generally 
accepted standards of social behavior. The report continued: When one of these au- 
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thority figures—a parent surrogate, in the form of a police officer—says, ‘Stop!’ it is a 
brand new experience for the spoiled-child-turned-violent-criminal. Confused, frus- 
trated, infuriated, he commits the adult equivalent of his so-often successful child- 
hood act of stomping and screaming and throwing his bottle or building blocks; he 
fights or stabs or shoots.” 

Our profession offers evidence that the process is a good deal more complex—that 
corrupt and immoral authority figures and unjust and inadequate social policy play a 
significant role. I suspect it is because we hold and offer such evidence that psychiatry 
and other helping professions face severe budget cuts and program reductions. I hope 
that such dangers will not reduce our profession’s efforts to help institutions and lead- 
ers develop humane social policies. 

It would be unwise to turn back. Rome burns—faster than we think. If we are as un- 
prepared for the year 2000 as we were for 1940 and 1970, our society will experience a 
long, probably slow and painful decline and decay. We will not survive. Perhaps we do 
only have a bucket of water to counter the inferno. But we may have more. Leadership 


_ that looks at production as a means to enable people full development of their poten- 


tial and an improved quality of life has its best chance of success when a sufficient 
number of theoreticians and mental health workers who recognize such concerns are 
working in government, business, industry, the schools, and other institutions. 

I am not arguing that psychiatry must be judged by its impact on society. On the 
contrary, I feel that most psychiatrists should treat patients. (Some people would be 
mentally ill in a utopian world.) But as a profession we must search—in the structure 
of our training and in our research and practice—for a proper balance of interest and 
focus between the society and the individual. We must find ways to improve training in 
order to enhance the effectiveness of psychiatrists addressing social issues. We must 
find more effective ways to intervene in the social arena. Only if we fail to do these 
things will the excavators who unearth the ruins of our civilization in the year 4000 be 
justified in blaming our decline on the fact that psychiatrists fiddled while the twenti- 
eth century Rome burned. 
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Catecholamine Receptor Function in Depressed Patients 


BY DENNIS L. MURPHY, M.D., CYNTHIA DONNELLY, AND JAY MOSKOWITZ, PH.D. 





The authors compared the effects of norepinephrine on 
catecholamine alpha receptors in platelets obtained from 
bipolar and unipolar depressed patients and from normal 
subjects. They found no differences, although reduced 
catecholamine receptor function has been suggested as 
one specific mechanism to account for a deficit in 
catecholamine function in depression. 





A VARIETY OF EVIDENCE has suggested that a decrease in 
effective brain biogenic amine function might contribute 
to depressive symptomatology. However, unequivocal 
evidence of altered brain, cerebrospinal fluid, or uri- 
nary catecholamine levels in depressed individuals has 
not yet been obtained and confirmed (1, 2). 

Decreased effective amine function in depression might 
result not only from amine depletion, as in the reserpine 
or stress models of depressed behavior, but also from al- 
terations in amine transport processes, amine metabo- 
lism, balance between transmitter systems, or in amine 
receptor functions. ` 

The first suggestion of diminished catecholamine re- 
ceptor responses in depression came from a study by 
Prange and associates (3), who demonstrated that clinical 
recovery from depression was correlated with an en- 
hanced pressor response to infused norepinephrine. Con- 
siderations based upon biogenic amine and amine metab- 
olite levels in urine and cerebrospinal fluid from 
depressed patients (4-6) and upon adaptive changes in 
amine-related enzymes in response to psychoactive drug 
treatment in animals (7) have added support to the possi- 
bility that some depressive symptomatology might result 


Dr. Murphy is Chief, Section on Clinical Neuropharmacology, and Ms 
Donnelly is Chemist, Laboratory of Clinical Science, National Institute 
of Mental Health, Bethesda, Md. Ms Donnelly is also a graduate stu- 
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Diseases, National Heart and Lung Institute, Bethesda, Md. Address 
reprint requests to Dr. Murphy, NIH Clinical Center, Building 10, 
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from a diminished receptor responsivity to cate- 
cholamines. To evaluate this possibility further, we have 
studied an alpha-adrenergic receptor function in cells ob- 
tained from depressed patients, normal control subjects, 
and a small number of recovered depressed patients. 


METHOD 


We studied 17 individuals hospitalized for primary de- 
pressive disorders: 9 patients (6 women and 3 men) had 
unipolar histories (depression only) and 8 patients (6 
women and 2 men) had bipolar symptomatology (depres- 
sions plus mania severe enough to require hospital- 
ization) (8). All patients were studied during drug-free in- 
tervals of at least 10 days and were rated as moderately- 
severely to severely depressed at the time of the initial 
study (9). We also studied 11 normal control subjects of 
similar age (7 women and 4 men), including hospitalized 
normal volunteers and staff members. 

Cyclic adenosine monophosphate (AMP) formation in 
response to prostaglandin E, stimulation was determined 
in platelets obtained from heparinized platelet-rich 
plasma, as we have described previously (10, 11). 
Briefly, platelets preincubated with ?H-adenine (6 Ci/ 
mmol.) were resuspended in a tris buffer containing 
9 x 10M theophylline and incubated for five minutes 
at 37 C with various combinations of 2 uM prosta- 
glandin E, 104M norepinephrine, and saline as a 
control. *H-cyclic AMP was isolated by column chroma- 
tography after barium-zinc precipitation (12) and was 
quantitated by liquid scintillation spectrometry. 


RESULTS 


The inhibition by norepinephrine of prostaglandin E,- 
induced stimulation of ?H-cyclic AMP formation was 
similar in both groups of subjects, averaging 62 percent in 
the 17 depressed patients and 59 percent in the II control 
subjects (no significant difference, Student's t test). No 
differences were observed between the unipolar and bipo- 
lar patients (see table 1) or between female and male 
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TABLE ! 


FH-C yelic AMP Formation in Platelets in Response to Prostaglandin 
E, and Norepinephrine Administration 





Depressed Patients 





(N=17) 
Unipolar Bipolar Normal Subjects 
Item (N=9) (N-8) (N=11) 
4H-cyclic AMP Formation 
Prostaglandin E, (2 uM)* 674482 646491 663477 
Prostaglandin E, pius 
norepinephrine 
(107 M)* 263436 2332439 279428 
Percent ot inhibition by 
norepinephrine 61 63 59 
H-adenine incorporation** 4.340.6 4.40.8 4,340.8 





* Results are expressed in mean counts per minute per milligram of platelet 
protein, incubated for 5 minutes, + S.E.M. 
** Results are expressed in mean counts X 10^ per minute per milligram of 
platelet protein, incubated for 30 minutes, + S.E.M. 


patients or control subjects. Similarly, 5 patients studied 
during depression and again after recovery showed nearly 
equal responses to norepinephrine (57 + 4 percent versus 
55 + 4 percent, p > .05). 

3H-adenine incorporation and prostaglandin E, stimu- 
lation of cyclic AMP formation demonstrated more vari- 
able results across both patient and control groups than 
did the norepinephrine-induced inhibition effects, which 
were quite uniform when expressed as a percentage 
change from the prostaglandin E, stimulation baseline. 
Again, however, there were no significant differences in 
means or variability between the patients and controls, as 
can be seen in table 1. 


DISCUSSION 


We did not observe the postulated reduction in cate- 
cholamine receptor function in depressed patients in our 
study of the effects of norepinephrine on *H-cyclic AMP 
formation in platelets. The importance of this result for 
the understanding of depression depends upon one major 
issue—the relevance of the catecholamine receptor re- 
sponse studied here to amine receptor functions in other 
tissues. 

While physiologic data on the interrelationships of cat- 
echolamine receptor responses and cyclic AMP are in- 
complete, several similarities have been demonstrated 
(11, 13, 14) between the effects of norepinephrine 
on platelets and on alpha-adrenergic receptors. The 
platelet receptor response occurs at norepinephrine and 
epinephrine concentrations as low as 107 M, is dose 
dependent, and is inhibited by phentolamine like other 
alpha-adrenergic receptor responses (11, 13, 14). Corre- 
spondingly, the platelet response is not inhibited by beta- 
adrenergic receptor blocking agents such as propanolol, 
and is not elicited by beta-agonists such as isoprotere- 
nol (11, 13). In brain, elevated cyclic AMP levels have 
generally been reported to occur in response to beta re- 
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ceptor and possibly alpha receptor catecholamine stim- 
uli (14-17); in other tissues, reduced cyclic AMP levels 
have been observed in response to catecholamine alpha 
receptor stimuli (18). Norepinephrine-prostaglandin E, 
antagonism is also observed in other tissues including 
brain, although this relationship is reversed in neuronal 
tissues, with prostaglandin E, inhibiting amine-induced 
alterations in cyclic AMP (14, 15). Adrenergic receptor 
blocking effects in response to one psychoactive drug, 
lithium carbonate, have been reported in the human 
platelet (10), the perfused guinea-pig heart (19), and pos- 
sibly the human pressor response (20), further suggesting 
that the platelet catecholamine receptor response might 
be pertinent to adrenergic receptor responses in other tis- 
sues. In general, alpha-adrenergic receptors in the vari- 
ous tissues studied have demonstrated very similar prop- 
erties to each other, and, on the basis of the incomplete 
but suggestive evidence summarized above, it would seem 
that the results of the present experiment are not irrele- 
vant to the evaluation of the presence of a generalized al- 
pha-adrenergic receptor defect in depressed patients. 

In a recent study (21), no difference was found in the 
norepinephrine-cyclic AMP interaction in platelets in 11 
depressed men, compared to 8 control subjects. The 
present study complements and extends those data as our 
patients were predominantly female, and it is depressed 
women, not men, who have been suggested as possibly 
manifesting reduced adrenergic receptor sensitivity (4). 
In addition, the total lack of difference in response to 
norepinephrine in the bipolar patients compared to both 
the unipolar depressed patients and the control subjects 
provides no support whatsoever for the suggestion of a 
greater receptor response deficit in bipolar depressed 
patients (6). Urinary cyclic AMP excretion has been re- 
ported to be reduced in some depressed patients and to be 
elevated in some manic patients (22, 23). However, the 
relevance of urinary cyclic AMP excretion to peripheral 
or central biogenic amine function has not been estab- 
lished, and the majority of urinary cyclic AMP is thought 
to be formed in the kidney in response to parathyroid 
hormone, vasopressin, glucagon, and possibly other hor- 
mone actions (24). Similarly, it has not been established 
whether cerebrospinal fluid cyclic AMP levels are altered 
in depressed or manic patients (25, 26). 

Although our study provides evidence refuting the 
presence of a catecholamine receptor response deficit in 
depressed patients, it does not reflect on the suggested re- 
ceptor modifying actions of thyroid hormones observed 
in combined treatment with imipramine in depressed 
women (14). This potentiating effect may represent a 
pharmacologic interaction that does not necessarily de- 
pend on any preexisting deficit in receptor function. 
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Blood Platelet Monoamine Oxidase Activity in Psychiatric Patients 


BY EITAN FRIEDMAN, PH.D., BARON SHOPSIN, M.D., GREGORY SATHANANTHAN, M.D., 


AND SAMUEL GERSHON, M.D. 





The authors measured monoamine oxidase {MAO} 
activity in blood platelets of normal control subjects, 
patients with schizophrenia, and patients with other 
psychiatric diagnoses. No differences were found among 
the groups as a whole. However, in the control group, 
women had significantly higher enzyme activity than 
men. Female schizophrenic patients showed a trend 
toward lower activity than did female control subjects, 
but did not differ from the male schizophrenic patients. 
The authors suggest that platelet M AO activity may be 
related to hormonal, dietary, or genetic factors but not to 
psychiatric diagnosis. 





ABNORMALITIES IN THE metabolism of biogenic amines 
have been related to the etiology of affective illness (1) 
and schizophrenia (2). The metabolism of catechola- 
mines and indoleamines is primarily catalyzed by the 
mitochondrial enzyme monoamine oxidase (MAO). 
The enzyme oxidatively deaminates transmitter sub- 
' stances that are spontaneously or pharmacologically re- 
leased from their intracellular binding sites, thus regu- 
lating intraneuronal homeostasis of neurohumors (3, 4). 
Inhibition of MAO results in marked psychopharma- 
cological effects in both man and animals. The most 
important action of MAO inhibitors is the elevation 
of mood in depressed patients (1). Central nervous sys- 
tem stimulation is also reported in patients treated with 
MAO inhibitors for hypertension (5). 

Recent studies using platelet MAO activity as a pos- 
sible index of central nervous system cellular events have 
found altered activity of platelet MAO in depressed (6, 7) 
and schizophrenic patients (8). In the study reported here 
we examined platelet MAO activity and kinetics in psy- 
chiatric patients, with particular attention to psychiatric 
diagnosis and sex. 


METHOD 


The subjects were 38 psychiatric patients and 23 nor- 
mal control subjects. The normal control subjects in- 
cluded staff physicians and laboratory personnel. The 
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psychiatric patients were newly admitted acute patients 
at Bellevue Psychiatric Hospital, New York, N.Y. 
Shortly following admission to the hospital, patients were 
transferred to the Neuropsychopharmacology Research 
Unit for inclusion in various ongoing studies. All patients 
underwent a washout placebo period of at least seven 
days before blood samples were drawn for determination 
of MAO activity. Many of the schizophrenic patients 
were Forrest-negative (i.e., they did not have phenothia- 
zines or related drugs in their urine [9]) at the time the 
blood samples were drawn. During the baseline or wash- 
out period, which lasted up to several weeks, the only ad- 
junctive medications allowed were chloral hydrate or so- 
dium amytal for sedation and/or behavioral control. 

Diagnoses of the psychiatric patients included schizo- 
phrenia (N =26), cyclic manic-depressive disorder (bipo- 
lar) in both manic (N=4) and depressed (N =2) phases, 
unipolar recurrent endogenous depression (N —3), reac- 
tive (neurotic) depression (N = 1), and organic brain syn- 
drome (N 2-2). Diagnoses were assigned carefully: A de- 
finitive labeling was made only with concurrent 
agreement among three psychiatrists during the washout 
placebo (baseline) period. Patients were also indexed for 
age and sex. All but two of the schizophrenic subjects had 
had previous episodes. The other schizophrenic subjects 
all had a chronic history of illness, with periodic hospital- 
ization and acute decompensation. All, however, were 
newly admitted to Bellevue Psychiatric Hospital, having 
experienced an acute exacerbation of their illness during 
the preceding weeks. Most schizophrenic subjects had not 
been taking medication in the weeks or months prior to 
admission, although all had histories of having taken psy- 
choactive drugs. None of the manic subjects had taken 
medication during the month prior to hospitalization, 
and only one depressed subject had been taking medica- 
tion prior to hospitalization. Most of the patients, irre- 
spective of diagnosis, were generally functioning well in 
their homes and/or communities until the time of acute 
symptom decompensation. 

Blood samples were drawn in the morning into Vacu- 
tainer tubes containing ethylenediaminetetraacetic acid 
(EDTA) as the anticoagulant. The samples were immedi- 
ately placed in packed ice and brought to our laborato- 
ries for analysis. The samples were then coded, and a lab- 
oratory technician who was unaware of their origin 
assayed them. 

Platelets were isolated from blood and washed twice 
with cold saline, as described by Murphy and asso- 
ciates (10). The washed platelet pellet was finally resus- 
pended in distilled water, homogenized, and agitated on a 


Vortex mixer. Aliquots containing approximately .1 mg. 
of platelet protein (11) were taken for analysis of MAO 
activity by a modification of the method of Wurtman and 
Axelrod (12). The incubation media consisted of platelet 
sample in .5 ml. of .5 M (molar) phosphate buffer (pH of 
7.2) and 2.9 x 10^ M tryptamine-"C bisuccinate, 60 
mCi./nmol. (obtained from New England Nuclear Cor- 
poration) The reaction mixture was incubated for 30 
minutes at 37 C, and terminated by the addition of .1 ml. 
of concentrated perchloric acid. Reaction was linear with 
respect to enzyme concentration and time. 


RESULTS 


As indicated in table 1 and figure 1, MAO activity in 
blood platelets of the total schizophrenic group was not 
statistically different from that of a group of non- 
hospitalized age- and sex-matched normal control sub- 
jects. 

The group of hospitalized psychiatric patients housed 
in the same unit but having diagnoses other than schizo- 
phrenia had similar enzyme activity when compared with 
the normal control and schizophrenic groups. There is a 
wide range of enzymatic activity within each of the popu- 
lations examined; a one-way analysis of variance revealed 
no significant difference among the three populations ex- 
amined. 

Normal male subjects had significantly lower enzyme 
activity than normal female subjects (p <..02). In the 
schizophrenic group, mean platelet MAO activity in fe- 
male subjects did not differ from that of male subjects. 
Female schizophrenics as a group had lower mean plate- 
let MAO activity than the normal female subjects, but 
this difference was not statistically significant. 

The schizophrenic population was further examined 
for differences in enzyme activity by dividing the group 
into the following diagnostic subcategories: chronic un- 
differentiated type, schizo-affective (depressed and ex- 
cited), and paranoid. The means for each of these sub- 
categories were remarkably similar to those for the entire 
schizophrenic population. When these diagnostic subdivi- 
sions were further broken down into male and female 
groups, there were again no suggestive differences. 

Michaelis constants (K,, values), derived from double 
reciprocal plots, did not differ in platelet preparations 
obtained from four schizophrenic patients (8.8 x 107° M) 
as compared with six normal control subjects (9.2 x 
10$ M). 


DISCUSSION 


Platelet MAO activity in psychiatric populations has 
been studied previously by several investigators. Nies and 
associates (6) found that platelet MAO activity (ben- 
zylamine used as substrate) was significantly higher in a 
large heterogeneous group of depressed patients than in a 
group of normal subjects matched for age. Platelet MAO 
activity (tryptamine used as substrate) was found in an- 
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TABLE ! 
Monoamine Oxidase Activity in Normal Control Subjects, Schizophrenic 
Patients, and Other Fsychiatric Patients 





Blood Platelet MAO 





Age (years) Activity (nmol./mg. 
Group Number | Meanz S.D. protein/hour) 
Normal control 
subjects 23 3441.9 1.9140.17 
Men 13 3542.6 1.54+0.18 
Women 10 3222.7 2.3840.25* 
Schizophrenic 
patients 26 2841.0 1.584-0.19** 
Men 15 2641.4 1.55+9.20 
Women ll 3042.5 1.634-2.36 
Other psychiatric 
patients 12 4824.0 1.664-0.29 
Men 8 4542.8 1.68+0.27 
Women 4 $547.8 1.102-0.18 





*Significantly differeat from mean for normal male subjects (p «.02). 
** Not significantly different from mean for total sample of nermai control 
subjects (p> .10). 


FIGURE ! 


Monoamine Oxidase Activity in Normal Control Subjects and Psychi- 
atric Patients 


€ Male subjects 
O Female subjects 
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other study to be significantly lower in bipolar depressed 
patients (i.e., depressed subjects with a history of mania) 
than in unipolar depressed patients or normal age- and 
sex-matched control subjects (7). However, no correla- 
tion between clinical state and platelet MAO activity was 
found in a small number of bipolar patients who were 
studied longitudinally through both depressive and manic 
episodes (7). In a more recent investigation, Murphy and 
Wyatt (8) reported reduced platelet enzyme activity in 
chronic schizophrenic individuals (most of whom were 
men). In the present study, we found a tendency toward 
lower MAO activity in blood platelets of female schizo- 
phrenic patients when compared with that of normal fe- 
male control subjects. However, the groups as a whole 
did not differ significantly from each other. Furthermore, 
the schizophrenic subgroup with low MAO activity could 
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not be distinguished from the other schizophrenics with 
regard to diagnosis or severity of illness. 

Many factors can contribute to fluctuations in MAO 
activity in man. Alterations in tissue MAO activity have 
been reported during the menstrual cycle (13) in homo 
sapiens and during estrus in rats (14, 15). Other hormo- 
nal influences on MAO activity have been documented 
for adrenal hormones (16) and thyroid hormone (17). 
Any of these factors could be associated with the sex dif- 
ferences in MAO activity documented in this study. 

The precise relationship between blood platelet MAO 
activity and brain enzyme activity is unclear. While hu- 
man brain MAO consists of four isoenzymes (18), human 
platelet MAO is electrophoretically homogeneous (19). 
Collins and Sandler (19) also found that the human brain 
MAO differs from platelet MAO in its substrate affini- 
ties and in inhibitor sensitivity. Recently, Robinson and 
Nies (20) reported preliminary data in which no differ- 
ence in MAO activity was found in brains of schizo- 
phrenics, as compared with controls, at post mortem. 

The determination of MAO isoenzyme patterns in psy- 
chiatric disorders and the examination of the influence of 
genetic factors on MAO activity may be relevant avenues 
for future studies. The significance of the latter topic has 
already surfaced in reports by Wyatt and associates (21), 
who reported lowered enzyme activity in schizophrenic 
families, and by Nies and associates (22), who found that 
platelet enzyme activity is influenced by genetic factors. 


ADDENDUM 


The findings reported here are supported by recent 
research by Meltzer and Stahl (23). Using the same sub- 
strate, they obtained no statistically significant difference 
in MAO activity between control subjects and acute 
schizophrenic subjects; a difference was found in their 
chronic schizophrenic group. 
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BRIEF COMMUNICATIONS 


Pharmacokinetic Determinants of the Response to Single Doses of 


Chlordiazepoxide 


BY DAVID J. GREENBLATT, M.D., RICHARD I. SHADER, M.D., AND JAN KOCH-WESER, M.D. 





Blood concentrations of the minor tranquilizer 
chlordiazepoxide were measured in nine healthy 
volunteers after administration of single 25-mg. doses. 
Peak blood concentrations and rates of absorption and 
disappearance varied considerably among the subjects. 
Such pharmacokinetic variations have important clinical 
consequences and probably contribute to individual 
differences in the response to minor tranquilizers. 





THE ANTIANXIETY EFFECTS of chlordiazepoxide hydro- 
chloride (Librium) can be demonstrated in some people 
when they are tested two and one-half hours after being 
given a single oral dose of 5 mg. (1). Gottschalk and asso- 
ciates (2, 3) found that the antianxiety effects may be cor- 
related with blood concentrations when these variables 
are measured from one to three and one-quarter hours af- 
ter a single 25-mg. dose. The present investigation shows 
that large individual variations in the rate and complete- 
ness of absorption and in the rate of biotransformation 
can influence results in single-dose studies of chlordiaz- 
epoxide. 


METHOD 


Nine healthy volunteers participated in this study after 
giving informed consent. The subjects were allowed to eat 
a light breakfast in the morning prior to drug ingestion 
but abstained from food or liquid for four hours after the 
drug was given. 

Chlordiazepoxide was taken as a single 25-mg. capsule 
with 100 ml. of water. Blood samples were drawn from a 
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forearm vein into heparinized tubes prior to drug admin- 
istration and at one-half, one, one and one-half, two, two 
and one-half, three, four, six, and eight hours after dos- 
ing. In four subjects blood was also drawn at 12 and 24 
hours. Heparinized whole blood samples were frozen un- 
til the time of assay. Concentrations of chlordiazepoxide 
and its major metabolites were determined by the method 
of Schwartz and Postma (4). 


RESULTS 


_ Peak blood concentrations of chlordiazepoxide ranged 
from 0.76 to2.05 ug./ml. and werereached any time from 
l to 12 hours after the dose (table 1). In all four male sub- 
jects, peak concentrations occurred at 3 hours. There was 
an overall negative rank-order correlation (rho=~.48) 
of peak blood concentration with body weight, but this 
was only of borderline statistical significance. Among the 
four male subjects, however, the rank-order correlation 
was —.80. 

In eight of nine subjects, desmethylchlordiazepoxide, 
the initial metabolite of chlordiazepoxide, was detected in 
the blood; this metabolite appeared as early as two hours 
after the dose and reached concentrations as high as 0.51 
ug./ml. Demoxepam, the second metabolite, was not de- 
tected in any subject. 

Figure ! shows semilogarithmic plots of blood concen- 
tration versus time for three of the four subjects whose 
blood was sampled for 24 hours. 


TABLE I 
Peak Blood Concentrations and Time from Ingestion to Peak Con- 
centration After a 25-mg. Oral Dose of Chlordiazepoxide 





Peak Time from 

Chlor- Ingestion 
Body | diazepoxide to Peak 

Age Weight Concentration Concentration 

Subject (Years) Sex (Pounds)  (ug./ml.) (Hours) 
I 28 Male 150 1.36 3 
2 28 Male 140 1.38 3 
3 38 Male 155 0.76 3 
4 18 Male 165 1.18 3 
5 28 Female 130 2.05 8 
6 25 Female 115 1.21 3 
7 30 Female 117 1.89 4 
8 . 23 Female 155 0.76 12 
9 30 "Female 119 1.13 l 
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FIGURE ] 
Blood Concentrations of Chlordiazepoxide and Desmethylchlordi- 


azepoxide for 24 Hours After Ingestion at Time Zero of 25 mg. of 
Chlordiazepoxide 
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DISCUSSION 


Clinical response to antianxiety drugs can vary greatly 
even among anxious individuals. Some of these varia- 
tions are explained by characteristics of patient, disease, 
physician, and treatment milieu that exert a strong influ- 
ence upon clinical response (5, 6). The role of inter- 
individual pharmacokinetic variations has received little 
attention. The present study shows that peak blood con- 
centrations of chlordiazepoxide after a single 25-mg. oral 
dose varies more than twofold among a relatively small 
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group of healthy subjects. This is incompletely explained 
by differences in body weight, although body weight ac- 
counted for a greater proportion of the variance among 
men than among women. Gottschalk and  asso- 
ciates (2, 3) reported that plasma concentrations deter- 
mined between one and three and one-quarter hours after 
a 25-mg. oral dose given to 18 subjects varied from 0.26 
to 1.63 ug./ml. They also found that antianxiety effects 
were strongest among subjects whose chlordiazepoxide 
blood concentrations reached at least 0.70 yg./iml. It 
seems likely that clinical effects of chlordiazepoxide, like 
those of many other drugs (7), correlate better with blood 
concentration than with dosage. Further studies are 
needed to elucidate this correlation and to determine the 
extent to which it explains interindividual variations in 
clinical response. 

The response to single oral doses of chlordiazepoxide 
can be influenced not only by the completeness of absorp- 
tion but also by the rates of absorption, distribution, and 
biotransformation. In our study, the apparent rates of 
disappearance, due to distribution, biotransformation, 
or both, varied considerably among the three sub- 
jects in whom this was measured. The interval between 
drug ingestion and peak blood concentrations was 3 
hours in four male subjects, but varied between 1 and 12 
hours in five female subjects. This apparent sex difference 
could be related to the menstrual cycle. Schwartz and as- 
sociates (8) reported that the time of peak concentrations 
ranged from | to 6 hours after ingestion of 20 mg. of 
chlordiazepoxide by six volunteers. Such variations could 
have important clinical consequences when oral chlor- 
diazepoxide is used to treat acute anxiety or is given in 
"prn" situations. Moreover, testing of clinical effects at 
two and one-half hours (Shader and associates (1]) or 
between one and three and one-quarter hours (Gotts- 
chalk and coworkers [2, 3]) after dosing does not neces- 
sarily correspond with peak blood concentrations. Final- 
ly, desmethylchlordiazepoxide, if it is present in the blood 
at the time of testing, might contribute to the clinical 
effects since this metabolite has psychopharmacologic 
activity (9). 

Repeated daily dosage of chlordiazepoxide causes ac- 
cumulation of chlordiazepoxide and its metabolites in the 
blood (4, 5). Steady-state blood concentrations during 
chronic therapy do not depend upon the rate of absorp- 
tion of individual doses. Therefore, studies correlating 
blood concentrations and clinical effects might be more 
useful during chronic therapy than after single doses. 
Since desmethylchlordiazepoxide and demoxepam have 
psychopharmacologic activity (9, 10), steady-state con- 
centrations of these metabolites and of chlordiazepoxide 
itself must be used in correlations with clinical effects. 
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Toward Better School Adaptability: An Early Adolescent Group 


Therapy Experiment 


BY HARVEY A. ROSENSTOCK, M.D., AND DOUGLAS B. HANSEN, M.D. 


The authors describe an experimental study in which 
young adolescents with behavior problems in school were 
given group therapy during school hours. Compared with 
a control group of problem students who received no 
therapy, the students who participated in group therapy 
showed significantly improved behavior on two measure- 
ments. The authors conclude that in-school group 
therapy is an effective means of increasing the 
adaptability of young adolescents with behavior 
problems to the academic and interpersonal milieu of 
school. 





FROM THE FIRST 60 REFERRALS to a psychiatric consul- 
tant (H.A.R.) serving a student population of 11,000, we 
chose 32 seventh-grade students as candidates for group 
therapy. These 32 students, who were 13 and 14 years old, 
had been referred largely for the three following reasons: 
1) poor school performance due to academic under- 
achievement and/or shortened attention span; 2) dis- 
ruptive classroom behavior, especially overt aggressivity; 
and 3) poor social skills. 
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Houston, Tex., where Dr. Rosenstock is Assistant Clinical Professor of 
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A diagnosis of adolescent adjustment reaction was 
made for the majority of the 32 students after psycho- 
metric testing and personal interviews by members of the 
diagnostic team, which consisted of a child psychiatrist, a 
psychometrist, a school diagnostician, and special school 
counselors. The students were so disturbed that their ex- 
pulsion was considered. Because of this urgent need for 
treatment and the lack of adequate local referral sources, 
the psychiatric consultant decided to conduct experimen- 
tal therapy sessions in the school during school 
hours (1, 2). 


THE GROUP EXPERIMENT 


At the beginning of the following school year (fall 
1972), 10 students representative of the original 32 se- 
lected were invited to participate in the group experi- 
ment. One student declined and 1 did not receive parental 
permission to participate, leaving 8 students to begin 
group therapy. The psychiatric consultant and a specially 
selected school counselor served as principal therapist 
and assistant therapist, respectively. 

Before the first meeting with the students, a conference 
was held with their parents in order to answer their ques- 
tions and to assuage their concern that this group experi- 
ence might become inappropriately intimate and delve 
into sensitive family matters. We iterated tha: the sole 
purpose of the group was to enhance the adaptability and 
adjustment of the students to the academic and inter- 
personal aspects of the school milieu. 
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The therapy sessions were held once a week in the 
counselor’s office and lasted for one hour. Initially, all 8 
students were seen at the same time. However, after three 
sessions it became clear that the male-female interaction 
constituted too great an interference for the efficient use 
of time. Consequently, the group was split into a girls’ 
and a boys’ group, each of which was composed of 4 stu- 
dents. These two groups were seen separately for an hour 
weekly for 30 sessions. 

A control group, which was also composed of 8 stu- 
dents, was selected from the original 32 students. This 
group was matched for age, grade, sex, scholastic stand- 
ing, and degree of school disturbance. No member of this 
group received psychotherapy. 


METHOD 


Because the girls’ group and boys’ group differed 
markedly in their behavior, different therapeutic tech- 
niques were employed in each. The boys’ group, charac- 
terized by overt defiance, acting out, and frequent chal- 
lenging of the leaders, was treated with a modified 
Tavistock approach (3, 4). In this technique the principal 
therapist functions as a consultant and not as a leader of 
the group. He avoids personal references and direct ques- 
tions and speaks only when he has comments about the 
group function as a whole. This proved an exceedingly 
valuable technique and resulted in the principal therapist 
being seen as very powerful and in his drawing the hostil- 
ity of the group. By contrast, the assistant therapist main- 
tained his role as school counselor and continued in his 
secondary role as an interested, empathic, and supportive 
adult (5-7). The principal therapist rarely deviated from 
his self-assigned role; this usually occurred when the af- 
fect became so intense as to be totally disruptive. 

The girls’ group, which was less overtly hostile and less 
threatening, was conducted more traditionally. It was 
largely supportive and exploratory, using ventilation and 
clarification of roles and attitudinal positions with re- 
spect to both peer-peer and pupil-teacher interactions. 
Vignettes of acting out were brought to the group by its 
members and were mutually analyzed for possible 
alternatives. 

In the girls? group, cohesiveness was established 
quickly and with few complications. However, for the 
boys the principal therapist constituted a mysterious and 
powerful figure—one who employed methods with which 
they had had no previous experience. This in itself consti- 
tuted a cohesive force that resulted in nearly perfect at- 
tendance, notwithstanding the boys’ repeated threats to 
discontinue as expressions of irrational anger. By threat- 
ening termination the boys were seeking reassurance that 
such a group could be continued. Hungry for leadership, 
they would not tolerate a substitute leader and would un- 
dermine any member’s move to direct the group. The re- 
sult was that the group as a whole took over its own lead- 
ership. It responded therapeutically to questions raised 
by individual members; they no longer demanded that the 
therapist provide the answers. Ultimately, these eighth- 
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grade boys were able to cut through their hostility and 
defensive social veneers and relate meaningfully to each 
other in ways not seen before. 


RESULTS 


Methods of Evaluation 


Two methods of evaluation were used..The first was a 
50-item behavioral scale written by the principal of the 
junior high school in consultation with the child psychia- 
trist. A higher score on this scale indicates more prob- 
lems in the student’s behavior; a lower score indicates 
fewer problems. 

This scale was filled out for all 300 eighth-grade stu- 
dents by 12 teachers in primary subjects after the third 
week of school, before the beginning of the group 
therapy. The same scale was redistributed after the termi- 
nation of the group experience. 

The second method of evaluation was a study of anec- 
dotal reports from all teachers. An analysis of these data 
follows. 


The Behavioral Scale 


The results of the first rating of the eighth-grade class, 
based on 570 individual ratings by 12 teachers,’ showed a 
class baseline average of 12.8 units. The average initial 
mean for the boys’ therapy group, however, was 17.5; for 
the girls’ therapy group it was also 17.5. These are highly 
deviant scores. 

After seven months (30 hours) of therapy the same rat- 
ing scales were readministered; 554 ratings were returned 
by the same 12 teachers. The class mean at this time was 
15.4, a total rating increase for the entire class of 2.6 
units; the average increase in our control group was 8.2 
units. The average increase for the members of the two 
therapy groups, however, was 3.3 units (range = -3.2 to 
8), only 40 percent of the increase in the control group. 
No student in either of the therapy groups increased in 
scale score as much as the average increase in the control 
group. In fact, a student in the girls’ therapy group scored 
less at the final evaluation than she did initially; this stu- 
dent showed the most improvement of all members of the 
therapy groups. 

Figure 1 provides a comparison of baseline and final 
ratings after the 30 hours of therapy for the control 
group, the two therapy groups combined, and the eighth- 
grade class as a whole. 


Anecdotal Evaluation 


After all rating scales were collected (spring 1973), all 
teachers who had classes containing students who were 
members of the therapy and control groups were asked to 
supply anecdotal evaluations of the progress or lack of 
progress for each member. According to these anecdotal 


! Some students were evaluated by more than one teacher. 
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reports the students’ behavior was rated as improved, not 
appreciably changed, or deteriorated in comparison 
with their behavior during the first part of the academic 
year. 

The results showed that 6 of the 8 students in the two 
therapy groups improved significantly; there was no ap- 
preciable change in the remaining 2 students. No member 
of either therapy group was described by any evaluator as 
having deteriorated. In contrast, no member of the con- 
trol group showed any significant improvement. The re- 
sults indicated no apparent change in 3 of these students 
and a significant worsening in 5 of them. Typical anec- 
dotal comments about members of the therapy groups in- 
cluded the following: “He is more serious in his efforts to 
improve his work, has a better relationship with other 
students, and has a better attitude toward the teachers.” 
“He is willing to be corrected when he is not doing what 
is expected of him.” 

Negative comments were typified by the following: 
“Some changes, but still doesn’t want to do what is asked 
of him.” “Only shows a slight improvement in attitude.” 
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COMMENT 


Our clinical impression is that each member of the 
therapy groups made incremental progress in the sphere 
of interpersonal relationships, especially vis-a-vis au- 
thority figures. Taese students were able to accept direc- 
tives without reacting with rage or other oppositional be- 
havior. In neither therapy group was there clinical evi- 
dence of deterioration in the behavior that led to the stu- 
dent’s initial referral to the psychiatric consultant. 
Although the public relations effect was not measurable, 
there was sufficient feedback from the community at 
large to ascertain that good feelings were generated. The 
students themselves appreciated the fact that the ad- 
ministration was lending an ear to their problems and 
considering them significant enough to provide school 
time for the program. Also noteworthy is the fact that 
some parents of the members of the therapy groups were 
sufficiently impressed to seek and obtain individual and 
group psychotherapy themselves. 

Follow-up information obtained from the school prin- 
cipal showed that the number of visits by members of the 
therapy groups to the principal’s office in the second half 
of the school year was 20 percent of what it had been the 
year before and that it was markedly less than the num- 
ber of visits made by students in the control group. In the 
principal’s words: "Generally speaking, all eight of the 
students have adopted patterns of behavior that seem to 
have placed them in or near the center of the mainstream 
of the total student group. I would have to say, definitely, 
that their behavior and attitude have changed for the bet- 
ter." The follcwing academic year (1973-1974), the 
school district sponsored 10 additional therapy groups in 
order to perpetuate the program. Because of his experi- 
ence in the program, the school counselor was able to act 
as principal therapist for other groups. 

In conclusion, we feel that we were able to demonstrate 
in this pilot project that group therapy can be an effective 
means for increasing the adaptability of some students to 
the social and academic milieu of school. Our experience 
shows that school counselors can be trained to lead such 
groups by consulting professionals who understand the 
problems confronting teachers and students and who are 
experienced in this mode of treatment. 
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Freud and Third-Party Payment: A Historical Note 


BY SYDNEY E. PULVER, M.D. 





The author presents excerpts from the diary of Joseph 
Wortis to illustrate Freud's analysis of a man whose fees 
were paid by a third party. Freud made no specific 
recommendations concerning third-party payment, but 
the fact that he undertook Wortis' analysis seems to 
indicate that he did not find it an obstacle. Although this 
analysis was unsuccessful, the failure does not seem to be 
related to the type of payment. 





AS THE NUMBER of analytic patients who are insured 
increases and as some form of national health insur- 
ance draws nearer, the effect of third-party payment 
on the analytic process becomes increasingly important. 
Free treatment, a closely related subject, has received 
moderate consideration in the literature (1, 2), but only 
two authors (3-5) have discussed third-party payment as 
a specific issue. Halpert (3) concluded on the basis of two 
cases that “the use of insurance for payment of analytic 
fee, particularly when the entire fee is paid this way, 
serves as a source of resistance" and may render certain 
patients unanalyzable. 

Chodoff (4, 5) indicated in two extensive articles on 
psychoanalysis and fees that third-party payment im- 
pinges on the process of psychoanalysis in the same way 
that any other reality factor does. Special problems may 
be introduced, but they are usually analyzable. On the 
other hand, advantages may accrue through the mobili- 
zation of fantasies that would otherwise go untouched. 
Chodoff concludes that “At any rate, the practice of psy- 
choanalysis and other intensive psychotherapy with 
third-party payment is flourishing where such payment is 
available, and there is no reason to believe that the results 
of such psychotherapy are in any way inferior to those 
produced in direct-pay ment settings" (4, p. 544). 

Freud (6, 7) was fully aware of the potential dangers of 
extremely low-fee or gratuitous analysis and initially cau- 
tioned against this practice. Eventually, however, he 
came to feel that free analysis was workable, provided 
that the analyst paid attention to its meaning to both the 
patient and himself. Although Freud did not make any 
specific statements about the feasibility of third-party 
payment, he did conduct at least one analysis involving 
this form of payment. The analysis was described in a 
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well-known diary by the analysand, Joseph Wortis, 
M.D. (8). In view of the current interest in the subject of 
the effect of third-party payment on psychoanalysis, I 
have excerpted portions of the diary that are pertinent to 
the topic. 

In 1934, Joseph Wortis, M.D., who had just finished 
his psychiatric training, traveled to Europe to study ho- 
mosexuality. He had been recommended by Havelock 
Ellis, endorsed by Dr. Adolf Meyer, and given an annual 
stipend for this study, which was to be conducted under 
the direction of the Sex Research Committee of the Na- 
tional Research Council. Although “skeptical of the dog- 
mas and claims of the psychoanalysts" (8, p. 5), he recog- 
nized the importance of their theories. Wortis spent 
several months exploring the subject in London, and he 
and his wife then moved on to Vienna, where he met 
Freud in September 1934. He introduced himself and 
told Freud of his interest in learning about psychoanaly- 
sis. Freud came immediately to the point: 


The only way to learn analysis, he went on, is to be psycho- 
analyzed oneself. The question, in effect, is: where could I be 
analyzed? That would depend on my means: there are all 
grades of analysts at different prices. There were no free 
scholarships for Americans. I told him what my means were 
and he made a simple calculation: the cheapest analysis 
would cost so much. He could, if I wished, consult with his 
daughter and send me some names. He would of course be 
interested in teaching me himself since | was preparing to be 
a research worker, but he suspected that his fees would be too 
high. If my supporters would agree to pay his fees, it could be 
arranged. He would wait to hear from me (8, p. 9).' 


In spite of his skepticism, Wortis '*had read Freud with 
fascination and was very eager to meet and work with 
him." He communicated his eagerness to both Meyer 
and Ellis. Ellis wrote to Freud and received a reply con- 
taining the following remarks: 


I would be glad to take him on, provided a certain condi- 
tion is met, and provided I remain well enough to work. The 
condition concerns the honorarium. 1 am unfortunately not 
so successful that I can disregard the matter of making a liv- 
ing, but must sell my few hours of work dearly. If he reports 
that he cannot come to me I will recommend him to some 
outstanding pupil of mine. Preferably to my own daughter 


"This and the following quotations are reprinted with permission from 
Wortis J: Fragments of an Analysis with Freud. New York, Simon & 
Schuster, 1954. 


whom I, and not only I, value as a representative of psycho- 
analysis (8, pp. 13, 14). 


The next meeting of Freud and Wortis (October 1, 
1934) was set up by Freud to make further arrangements 
before starting the analysis. The meeting began with a 
discussion of finances: 


Freud waved me to a chair, and I again talked first. I 
showed him the cablegram I had received offering $1600 for 
a period of analysis, and Freud did some simple reckoning 
out loud: the money would keep me in analysis under him for 
four months. He considered it would be worthwhile. Since I 
was not a neurotic, but a student, it was no great matter 
whether the analysis was complete or not. I could at least 
learn a great deal; *und dann werden Sie Lust bekommen es 
fortzusetzen,” he added—1 would then want to continue. He 
said he could not agree to use this limited sum of money to 
give me mere informal theoretical instruction, such as Ellis 
suggested and I desired. An alternative was to be analyzed 
by, say, his daughter, “die eine sehr gute Analytikerin is"— 
a very good analyst—at much less cost, for a longer time (8, 
p. 16). 


Wortis insisted on being analyzed by Freud or no one, 
and they mutually agreed to give it a try. 

Wortis made his potential for resistance clear from the 
outset. In their preliminary meeting on October 1, he in- 
formed Freud that he was undertaking the analysis 
against Ellis's advice. This led to a somewhat contentious 
discussion, during which Wortis stated that he resented 
Freud's implication that psychoanalysis was clear and 
perfect and that he might end up rejecting analysis as 
Ellis had.? 

In the subsequent analysis, the issue of third-party pay- 
ments arose only once, at the very beginning, and then 
only in the context of handling Wortis’ resistance. 
After the time had been set for the first analytic session, 
Wortis, according to his diary, 


sent a note saying the actual confirmation of the arrange- 
ments would have to come from the sponsors of the fellow- 
ship, who were to supply the money, though their cablegram 
indicated there ought to be no trouble on that score. If, for 
any unseen reason, they changed their minds, Freud would be 
paid for his services to date. When I arrived, Freud had me 
sit down and made it clear that he was displeased with this 
uncertainty: I either agree or disagree to start, and he was un- 
willing to start before the financial matter was settled. I said 
that was only a matter of a few days, until my last week's let- 
ter arrived in the U.S.A., and nothing would be gained by 
sending an additional short cablegram, which would not ex- 
plain the situation. ] did not feel it was worth this long dis- 
cussion; I had no secret plans, and felt there would be no dif- 
ficulty at all. 

"But," said Freud with a characteristic turn of phrase, 
“the fact remains that you wrote this letter. You didn't want 
to take the responsibility on yourself, you wanted to share it 


Several reviewers (9, 10) have expressed the opinion that Wortis' ac- 
count shows a negative bias toward Freud and psychoanalysis. How- 
ever, his description of Freud's style and technique seems quite con- 
sonant with accounts written by some of Freud's other analysands. 
Whatever negative feelings Wortis had do not seem to have affected the 
general accuracy of his description of the events of his analysis. 
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with me.” He finally consented to start anyway, and I was to 
settle this other business as soon as possible by cabling for a 
definite commitment (8, pp. 19, 20). 


The diary of the following day begins with the following 
passage: 


I cabled last night to please Freud, though it was super- 
fluous, at a cost of thirty cents a word—almost as dear as an 
analysis. Freud gave me his hand as usual when I came. I told 
him I had duly telegraphed, as he desired, and that my Wid- 
erstand, or resistance, was now increased to the extent of sev- 
enteen Austrian schillings, twenty-nine groschen. He smiled 
and said he could readily understand. Did I bring the original 
telegram? I had not. Would I expect an answer by tomorrow? 
... The analysis was resumed (8, p. 23). 


The analysis itself is a fascinating account, focusing 
mainly on Wortis’ character resistance and Freud's at- 
tempts to deal with it. The only reference to a derivative 
fantasy connected with third-party payment occurs in the 
session of October 25. 


Freud went back to another dream | had recounted yester- 
day, though, about a former teacher, and my guilt feelings in 
the dream for being truant from school. We discussed vari- 
ous free associations to the dream, and whether certain num- 
bers in the dream were concerned with money or not. Finally, 
Freud hit the sofa and said, "I have an idea! But I don’t 
know whether it will please you. Or rather I don't care 
whether it pleases you; I don't know whether it is appropriate 
to the dream." He suggested that the dream meant that I was 
thinking of making money by absenting myself from the 
analysis now and then, and keeping the money for myself. I 
said I didn't think the interpretation applicable, since the 
idea had never even remotely occurred to me. Freud then 
took pains to explain to me that I would actually have to pay 
in any case whether I came every day or not. This was said in 
earnest. Freud then asked me about my private finances, and 
whether the centinuance of my analysis was in any way en- 
dangered. [ assured him it was not (8, p. 48). 


References to money occur in several places in Wor- 
tis' diary, usually in manifest dreams (8, pp. 62, 67, 79, 
119, 151, 162). Freud referred to money only once more 
(on November 16, 1934), this time casually in the context 
of a discussion of the difficulties he and Wortis were en- 
countering. 


I had the weary feeling, I said, that the analysis was nct 
progressing through some fault of mine, and I sometimes felt 
confused. Freud said: "You are quite right. The analysis is 
not progressing. I don't know why. Nothing has turned up: 
everything is so simple. I propose that we try it for another 
two weeks, let's say, and if it is still going badly, iet us give it 
up, and you can save the money" (8, p. 79). 


Wortis gives no evidence that Freud felt that either 
money or third-party payment was an issue in the analy- 
sis. On rereading the diary with this specifically in mind, I 
feel that this was the case. The analysis was clearly un- 
successful, but the failure does not seem to be related in 
any way to the factor of third-party payment. 
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BY WALLACE K. TOMLINSON, M.D., AND J. JOHN PERRET, PH.D. 


Mesmerism was generally rejected by the medical estab- 
lishment in Europe and the United States until Jean- 
Martin Charcot introduced it at the Salpétriere in the 
1870s. Nonetheless, a well-organized and active mesmer 
society flourished in New Orleans from 1845 to 1861. The 
origins of the society, composition of the membership. its 
activities, and its relationship with the established medi- 
cal community are presented. 


THE INQUIRY GENERATED by the theories and techniques 
of Franz Anton Mesmer (1734-1815) provided a major 
area of psychological investigation during the first two- 
thirds of the nineteenth century. Mesmeric sleep, or 
“hypnotism,” as it came to be called, did not gain official 
medical sanction as a mode of investigation and treat- 
ment until it was given respectability through its use by 
Jean-Martin Charcot. 

Mesmer's theoretical formulations regarding magnet- 
ism drew from a tradition long present in Western medi- 
cine (I, p. 170). Paracelsus (1493-1541), who had devel- 
oped much older astrological theories of sidereal 
influence on human personality, postulated a system in 
which the body was endowed with two types of magnet- 
ism. One form of magnetic force was nourished by celes- 
tial bodies and provided the source of wisdom and 
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thought. The second type was the vital principle that or- 
ganized chemical elements into living matter. Paracelsus 
contended that the magnetic virtue present in healthy in- 
dividuals attracted the weakened magnetism of those 
who were ill. These ideas continued to retain currency 
during the succeeding two centuries primarily as a result 
of the writings of Jean Baptiste van Helmont (2) and 
Robert Fludd. According to Owen (1, p. 170), William 
Maxwell published a paper in 1679 in which he contended 
that all diseases resulted from a defect of vital fluid; it is 
noteworthy that Mesmer's 27 propositions, published in 
1779 (3), bear a close resemblance to Maxwell's exposi- 
tion. 

The Royal Commission of Inquiry, which consisted of 
members of the Académie des Sciences and the 
Académie de Médecine appointed by Louis XVI in 1784, 
rejected Mesmer's theories. Thus a long period of official 
opposition to mesmerism and its derivative ideas began; 
this extended to the 1870s, when Jean-Martin Charcot in- 
troduced hypnotism at the Salpêtrière. 

An active interest in mesmerism was still maintained; 
studies were continued by the Marquis de Puységur, the 
Baron du Potet, Gauthier, La Fontaine, Teste, and Des- 
pine. These investigators had explored hypnotism and 
hypnotic phenomena so extensively that, according to El- 
lenberger (4, p. 76), Pierre Janet noted that no substantial 
addition to their contributions was made during the nine- 
teenth century. Studies of hypnotic phenomena and, by 
extension, the study of unconscious or nonconscious 
mental processes, provided the background for the devel- 
opment of what Ellenberger called the first dynamic psy- 
chiatry (4, pp. 110-181). Societies devoted to the study of 
mesmerism flourished in Europe during the first half of 
the last century and several were organized in the United 
States. 


4 


THE SOCIETY OF MAGNETISM IN NEW ORLEANS 


This paper traces the history of a magnetic society that 
was extremely active in New Orleans during the decades 
preceding the Civil War and reviews what is known about 
the relationship between the society and the established 
medical community as well as the local clergy. 

It is probable that individuals interested in mesmerism 
met as an informal group in New Orleans beginning in 
the late 1830s. This group formalized its structure with 
the publication of a constitution, the Reglement de la 
Société du Magnétisme de la Nouvelle-Orléans, in April 
1845. Through its president, M. Joseph Barthet, the so- 
ciety began communicating directly with the Baron du 
Potet, the editor of theJournal du Magnétisme in Paris. 

The object of the Société du Magnétisme in New Or- 
leans as outlined in its constitution was threefold: to 
study magnetic phenomena; to engage in the propagation 
of magnetism in the area; and to apply magnetism in the 
treatment of human illness. The organization held its or- 
dinary meetings weekly and a general assembly, named 
the Féte de Mesmer, met annually on March 15, the anni- 
versary of Mesmer's death. 

At these meetings, communications reporting the ac- 
tivities of societies “in Paris and elsewhere" were read 
and discussed. Barthet was aware that magnetic societies 
had been established in Cincinnati and in Philadelphia 
(under the name of the Philadelphia Pathematic Associa- 
tion), but there is no evidence that he was in direct com- 
munication with these groups. 

By 1848 the society's membership had grown to 71 per- 
sons, all of whom were either French or of French extrac- 
tion and the majority of whom were of the middle class. 
Membership included at least 10 brokers and several at- 
torneys. Regarding the society in New Orleans, the 
Baron du Potet wrote in 1850 that “of all the institutions 

founded in the last few years outside of Paris for the 
propagation of mesmerism, the one which has succeeded 
best is, without doubt, the Society of Magnetism in New 
Orleans" (5, p. 356). He attributed no small part of their 
success to Joseph Barthet, “a zealous and capable man 
who was the president of the society" (5, p. 356). 

Little biographical information can be gathered about 
Barthet; he was a resident of New Orleans during the 
1840s and 1850s, traveled extensively, and was in Brus- 
sels in 1848 (6). He died in France in October 1863 at the 
age of 57 (7). It is through his numerous communications 
with the Baron du Potet in the Journal du Magnétisme 
that the activities of the Société du Magnétisme de la 
Nouvelle-Orléans are described. 

The society worked actively in the local community us- 
ing magnetic treatment! with various patients who were 
self-referred or sent by local physicians and in some cases 
by the clergy. When possible there was a weekly presen- 
tation of a sick individual whose case was discussed and 
with whom various applications of mesmeric treatment 
were demonstrated. Members of the society worked with 


‘Although James Braid (8) had coined the term “hypnotism” in 1843 to 
describe mesmeric sleep, Barthet never applied this term. 
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the families of the patients, teaching the magnetic tech- 
nique and selecting a family member who was a particu- 
larly good candidate to serve as a somnabulist for the 
patient. The magnetic therapy used was effected cither di- 
rectly by magnetization (by use of "passes" from mag- 
netizer to patient) or by the more curious method of fol- 
lowing the instruztions of a magnetized person wno in the 
mesmeric sleep made the diagnostic formulations about 
the person who was to be treated (5, p. 361). 

Barthet described the successful treatment of numer- 
ous physical disorders, including neuralgias, migraine, 
and inflammatory maladies. In addition to restoring 
physical health, the techniques were valuable in treating 
“the sickness of the soul," with special emphasis on hys- 
teria. Barthet was careful to note that magnetism had of- 
ten succeeded where the ministrations of the attending 
physician had failed. 

In keeping with their policy of active propagation of 
mesmerism, the society published numerous testimonials 
and extracts from selected books as well as detailed case 
histories in the local newspapers. It maintained a public 
library for tracts and material relating to mesmerism, in- 
cluding various publications of Gauthier and the *Man- 
ual de l'Etudiant Magnétiseur” by the Baron du Po- 
tet (9). A didactic course on magnetism was offered every 
three months. 

The relationship between the society and the local 
medical community is difficult to determine. There were 
two physicians and two dental surgeons among the mem- 
bership, including Dr. Jules Mathieu, a physician and 
surgeon who remained active in this society until the out- 
break of the Civil War. The presence of these men, how- 
ever, hardly implies general acceptance of the society. 

The medical community in the city was divided dis- 
tinctly according to language. The Société Médicale de la 
Nouvelle-Orléans, established in 1819, represented the 
organization of French-speaking physicians, and the 
Physico-Medical Society, also founded in 1819, was com- 
posed of English-speaking physicians (10, pp. 490-492). 
The study of mesmerism seems to have been, at least in 
New Orleans, a uniquely French phenomenon; there is no 
indication that it evoked any particular resistance from 
the Société Médicale. In 1852 the Union Médicale de la 
Louisiane published a highly favorable article on animal 
magnetism tha: detailed various mesmeric techniques or 
passes (11). 

A lively debate did develop between Barthet and Dr. 
Louis-Marie Victor Taxil, dean of the New Orleans 
homeopathists. The debate, conducted from March 
through June 1851 in L’Orléanais, a local newspaper, 
consisted of a series of arguments and rebuttals in the 
guise of letters to the editor. Copies of these letters were 
forwarded to Paris and published in the Journal du 
Magnétisme (12). 

Taxil, a physician who was graduated in 1822 from the 
Université de France, Paris, had become the leading 
homeopathist; it was probably because he was a home- 
opathist that, according to the county medical register of 
April 24, 1851, he was denied certification by the local 
board of medical examiners, the Comité Médicale. Taxil 
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argued that there was no evidence that magnetic fluids or 
forces did in fact exist, much less that they passed from 
magnetizer to patient. While Barthet contended that the 
process was both psychological and physical, Taxil in- 
sisted that it was primarily psychological (12). 

Barthet replied that although he knew nothing about 
medicine it was equally true that Taxil knew nothing 
about magnetism. The technique was demonstrably suc- 
cessful in treating mental and physical illness, and Bar- 
thet felt that this was proof of its validity. Against the au- 
thority of Samuel Hahnemann, frequently cited by Taxil, 
he placed the authority of Du Potet, Gauthier, and Des- 
pine. Finally, to give medical weight to his position, he re- 
ported at some length the observations of Dr. James Es- 
daile. Esdaile, a surgeon working in India, had 
carefully documented the use of mesmeric sleep as anes- 
thesia and the reduction in operative mortality and post- 
operative complications when this method was used. His 
book Mesmerism in India (13) was obviously well known 
to Barthet. 

In an era and a region in which heated debates were 
frequently settled on the dueling fields, it is noteworthy 
that Taxil was invited as the guest of honor to the so- 
ciety's Féte de Mesmer in 1852, where he toasted to the 
"three immortals of medicine: Hippocrates, Hahnemann, 
and Mesmer.” 

The English-speaking medical community held a posi- 
tion consonant with the general attitude of established 
medicine regarding magnetism: The New Orleans medi- 
cal journals contained reports on the value of mesmerism 
in treating hysteria (14) and also on the use of mesmeric 
sleep for surgical anesthesia (15). The latter was a de- 
tailed case report by Dr. L.A. Dugas describing a mastec- 
tomy performed with complete anesthesia while the 
patient was in mesmeric sleep. The article was followed 
by highly critical editorial remarks. The editor dismissed 
the possibility of “magnetism” and— possibly coming 
quite close to the real truth—contended that the state of 
the patient was due to "imagination or the operations of 
the mind controlling ordinary sensations." Further, there 
was an ominous reminder that Dr. Elliotson had recently 
lost his professorship at the University of London be- 
cause of his adherence to mesmerism. 

Since all of the communications, records, and minutes 
of the Société du Magnétisme were in French, it is un- 
likely that the English-speaking medical community 
would have been particularly familiar with its operation. 

The relationship between the society and the local 
clergy seems to have been good. Barthet was irritated at 
the opposition of some of the continental French clergy 
to. mesmerism (16), particularly after the approval of 
Pope Pius IX at the conference of Notre Dame (17). Bar- 
thet contended that magnetism was a “powerful auxiliary 
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to religion" (16) and wrote that not only was the local 
bishop tolerant but that in fact the local clergy advised 
the sick to have recourse to it. Barthet attributed the dif- 
ferences in attitude between Louisiana and continental 
France to the fact that the local populace was more so- 
phisticated and less “preoccupied with the influence of 
the devil" (16). Finally, the presence of the Abbé Mala- 
verge, a quite controversial figure himself (18, p. 50), 
among the members of the society suggests that such a 
tolerant attitude on the part of the church did in fact ex- 
ist. 

The causes for the demise of the society are unknown. 
Appeals for financial support from the public for one of 
Barthet's local publications in one of the leading French 
newspapers, Le Meschacébé, on November 6, 1858, sug- 
gests economic difficulties. Communications with the 
Baron du Potet did continue, however, until the spring of 
1861. The outbreak of the Civil War and the subsequent 
federal sea blockade would have prevented further com- 
munications with France. We can only assume that when 
war became imminent, Barthet returned to France, where 
he died in 1863. The death of Barthet probably precluded 
any possible reconstitution of the organization in the 
years following the war. 
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Dr. Pauling Comments on the Comments 


Sir: I believe that the comments made by Drs. Wyatt, Klein, 
and Lipton on my paper “On the Orthomolecular Environment 
of the Mind: Orthomolecular Theory" (November 1974 issue) 
help to clarify the question, and I thank the three authors for 
their illuminating discussions. 

In my article I concluded that the general condemnation of 
megavitamin and orthomolecular therapy by the APA Task 
Force on Vitamin Therapy in Psychiatry (1) is unjustified. 
Wyatt concluded that the principles of the orthomolecular hy- 
pothesis are reasonable and might be testable, but that there is 
no good scientific evidence as yet that megavitamin therapy is 
beneficial. Klein pointed out that society needs to know whether 
a treatment is effective or deleterious and that there is an un- 
pleasant likelihood that orthomolecular methods will continue 
to be used in psychiatry without adequate scientific assessment. 
He mentioned his belief that only programmatic centers can de- 
velop the large-scale, adequate, and timely comparative facto- 
rial treatment studies necessary to answer the many complex 
questions in the field of psychiatric care. Lipton discussed some 
of my criticisms of the task force report. He mentioned the need 
for further evidence only incidentally, but I think that he would 
agree with Wyatt, Klein, and me that further studies should be 
made. 

Much of Klein's comment dealt with the question of scien- 
tific inference. My conclusion, derived from the published stud- 
ies, is that there is evidence (although it is far from over- 
whelming) that an increased intake of some vitamins, including 
ascorbic acid, niacin, pyridoxine, and cyanocobalamin, is use- 
ful in treating schizophrenia and that this treatment has a sound 
theoretical basis. In the task force report it is stated that the 
massive use of niacin ‘thas proved to have no value when it is 
employed as the sole variable along with conventional treat- 
ments of schizophrenia" (1, p. 46). One of my criticisms of the 
task force report is that this statement cannot be supported. 

Klein stated that “one cannot prove a negative assertion, i.e., 
that a drug is no different from placebo." I gave the following 
brief discussion of the question: 


A failure to reject with statistical significance the null 
hypothesis that the treatment and the placebo have equal 
value is not proof that the treatment has no value. The ex- 
plicit statistical analysis of an alternative hypothesis 
should be carried out: for example, the hypothesis that 
there is a 10-percent or 20-percent greater improvement in 
the treated subjects than in the placebo subjects. No such 
analysis has been published. 


My statement was so brief that Dr. Klein misunderstood it. 
His discussion of this point began as follows: 


Insofar as I understand his exposition, Pauling seems to 
be saying the following: Consider an experiment that finds 
that a drug is 30 percent more effective than placebo in the 
samples studied, but that the 30-percent difference could 
easily have arisen from sampling fluctuations. One has no 


way of telling this 30-percent sample difference from a true 
zero-percent population difference. Therefore, the null hy- 
pothesis of no difference in the sample populations cannot 
be invalidated. Pauling says one should also make a test 
against the possibility that there is a true 10-percent or a 
true 20-percent population difference. j 


That is not what I said. Let us consider a study in which nia- 
cin is given to a sample of 20 subjects taken at random from a 
given population and placebo is given to a sample of 20 from 
the same population. Let us assume that 10 subjects in each 
sample improve. The conclusion might be drawn that niacin has 
no greater value than placebo. It is on the basis of studies such 
as this hypothetical one that the-task force reported that niacin 
has proved to have no value. My question was whether a study 
such as this has shown, at a certain level of confidence (e.g., the 
customary 95-percent level), that there was less than IO-percent 
or less than 20-percent greater improvement in the niacin 
sample than in the placebo sample. 

Reference to statistical tables shows that, because of possible 
sampling errors, this hypothetical experiment does not elimi- 
nate at the 95-percent confidence level the hypothesis that, rela- 
tive to placebo, niacin increases by as much as 50 percent the 
fraction of subjects who improve. If niacin and placebo were in 
fact equivalent, studies of much larger samples would be needed 
before it could be proved with statistical significance that niacin 
has little value. A I pointed out, no such analysis has been made 
to justify the statement made by the task force about niacin. I 
have not made a thorough statistical analysis of the niacin stud- 
ies that are described as giving negative results, but the rough 
calculations that I have made indicate that they do not reject at 
the 95-percent confidence level an effectiveness of niacin as 
great as that claimed by the proponents of megavitamin ther- 
apy. 

Klein wrote that “one further problem is Pauling’s incompre- | 
hensible acceptance of very minimum differences that lack sta- 
tistical significance as solid evidence of therapeutic efficacy." I 
feel that this remark distorts the facts. I have said that there is 
evidence that megavitamin therapy has value. It is not neces- 
sary that the results of a study be significant at the customary 
level of p < .05 (which is quite arbitrary) in order to constitute 
evidence. There are recognized methods for combining the re- 
sults of several independent but similar studies with low statist:- 
cal significance into a result with higher statistical significance. 
I have criticizeG the task force for making strong statements 
that are not supported by the evidence. I do not think that my 
paper contains any incorrect or unduly strong statements. 

In this connection, Klein stated that he was baffled by my 
having appraised a study (2) which both he and I consider to be 
a poor one that contains methodological errors. A main reason 
for my inclusion of this study was that one of its authors was a 
member of the task force. Another reason for mentioning it was 
that it is pertinent to orthomolecular therapy in psychiatry bu: 
was not mentioned in the task force report. It was a double- 
blind study and deserved to be mentioned both in the task force 
report and'in my article. 

Í pointed out that derivatives of pyridoxine are known to be 
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coenzymes for over 50 enzymes and that the chance of a gen- 
otype with need for a large intake of the vitamin is accordingly 
great. I also stated that there is evidence that pyridoxine is in- 
volved in tryptophan-niacin metabolism. I described the 
study (2) and quoted the statements made by the investigators 
about their results as well as a comment by Hawkins. I did not 
appraise the study myself; Klein errs in saying that ] did, I 
quoted the statement, “On balance, these results suggest that 
the addition of pyridoxine may potentiate the action of nicotinic 
acid. Thus: pyridoxine seems to be a useful adjunct to nicotinic 
acid therapy” (2), which was made in an article that was coau- 
thored by a member of the task force but was omitted from the 
task force report. 

Both Klein and Wyatt discussed my reference to the work of 
Greenbaum (3), who reported no statistically significant differ- 
ences in a double-blind study of schizophrenic children receiv- 
ing niacinamide or placebo, Klein stated that I pointed out that 
the children given niacinamide showed greater positive gains on 
a critical scale than the control subjects, although not at a sig- 
nificant level. He also pointed out my statement that the study 
“indicates that niacinamide has greater value than the placebo, 
even though it fails to show this at the customary level of statis- 
tical significance.” Klein responded to this with the following 
statement: 


This seems utterly incorrect. ... The mere fact that one 
sample had a bigger effect than another sample does not 
justify the statement that “‘niacinamide has greater value 
than placebo,” since this is a statement that generalizes to 
the population relationship. 


Klein is wrong in suggesting that my statement or argument 
is incorrect, although of course it may have seemed utterly in- 
correct to him. First, I did not state that niacinamide has 
greater value than placebo; what I said was that the Greenbaum 
study indicated that niacinamide has greater value than pla- 
cebo, even though it failed to show this at the customary level of 
statistical significance. Even if the study had indicated a greater 
value for niacinamide at the p « .05, p « .01, or p < .001 level, 
I could not have said simply that the study proved niacinamide 
has greater value. I could state only that it indicated this at a 
certain level of statistical significance. There is nothing holy 
about the 95-percent level of confidence. A study may provide 
evidence whether or not it reaches this conventional level. 

Greenbaum's paper (3) permitted only a rough estimate to be 
made of the p value for this comparison of his niacinamide and 
placebo subjects. The value of .37 given by Wyatt (obtained 
from Greenbaum) corresponds to p « .18 by a one-tailed test. 
The value of p (one-tailed) is pertinent to the question of 
whether the samples showing higher scores for niacinamide 
than for placebo subjects correctly represent the population 
from which they were drawn or whether they represent a statis- 
tical fluctuation associated with the selection of the samples 
from the population. There is an 18-percent chance that such a 
fluctuation would occur; that is, according to this calculation, it 
is five times as likely that niacinamide would give better results 
than placebo in the whole population than that the two are 
equivalent. Greenbaum's observation might simply be the result 
of a sampling error. 

Both Wyatt and Klein criticized my statements about the eth- 
ical questions associated with experiments on human beings. 1 
see no reason to change my opinion on this matter. 
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LINUS PAULING, PH.D. 
Menlo Park, Calif. 


Can Accusation in Psychotherapy Be Justified? 


Sir: I appreciate the goal of the article "Mistreatment of 
Patients’ Families by Psychiatrists” by William S. Appleton, 
M.D. (June 1974 issue), namely, that “psychiatrists be taught to 
treat families with sympathy and understanding in order to win 
their confidence and cooperation and with respect rather than 
subtle contempt.” However, I find Dr. Appleton’s statement 
that psychiatrists "ought to be certain that they know what 
causes depression before they accuse mothers or husbands of 
producing this painful affliction” misleading. An implicit (and, 
I'm sure, unintended) corollary is that an accusatory approach 
is justified if the psychiatrist can be certain that one family 
member is the cause of another's illness. This proposition 
sounds absurd, and yet in latent form it underlies the very hos- 
tility on the part of psychiatrists that Dr. Appleton perceived in 
the clinical examples he cited. Such accusation is unjustified not 
only because the formulation of family dynamics may be incor- 
rect, but because even when it is correct, it is a description of 
processes that are outside the patient's awareness. Thus, in an 
example cited in the article, the authority on family dynamics 
may well have been correct that the husband of a depressed 
woman felt that his wife's helplessness strengthened his position 
in the family. However, it was a mistake to point this out to the 
husband, because it was an incorrect statement of what he was 
consciously experiencing and therefore was likely to arouse his 
resentment. 

Even in cases where one family member derives conscious 
satisfaction from overtly abusing another, the therapist must 
avoid employing criticism and blame. The therapeutic attitude 
should be one that says, for example, “i cannot accept your 
abusing your child, but I do accept you as an individual—one 
who needs help in finding a better way to cope with the pain and 
frustration in your life.” 


BERNARD JAcoss, M.D. 
Brooklyn, N.Y. 


Dr. Appleton Replies 


Sir: Dr. Jacobs raises the interesting question of how to treat 
the psychiatric patient’s family in cases where they seem to be 
more to blame than in the examples I cited in my article. He 
suggests the therapeutic stance "I cannot accept your abusing 
your child ... but I do accept you" and recommends that the 
patient be helped to find a better way to express frustration and 
pain. I totally agree with this. 

I do not, however, agree that there is an "implicit" although 
unintended justification of an accusatory approach toward a 
"guilty" family member. The quote from my article is taken 
out of context and used as a sounding board by Dr. Jacobs, who 
is reading something very different into it than was intended. 


My paragraph was about humility in the face of ignorance—not 
hostility against yet unknown pathogens. 


WILLIAM S. APPLETON, M.D. 
Cambridge, Mass. 


Editor's Note. Dr. Appleton included with his response several 
letters he has received from distinguished psychiatrists applaud- 
ing his article. 


Psychoanalysis and Behaviorism 


SiR: As I have been working in the area of the relationships 
between psychoanalytic and behavioral learning theories (1-4), 
I was very interested in “Psychoanalysis and Behavior Ther- 
apy" (May 1974 issue). Lee Birk, M.D., and Ann Brinkley- 
Birk, Ph.D., present a paradigm for the complementary use of 
behavioral and psychoanalytic principles to deal with both the 
early learning that shapes behavior and the current behavior. 
They suggest that the therapist can function simultaneously as a 
transference figure to facilitate the understanding of early 
learning and as an instrument of numerous behavioral tech- 
niques (e.g., reinforcer/punisher, model, contingency arranger, 
etc.) to alter current behavior. 

In building their theory, however, the authors refer mainly to 
Freud's topographical model (the unconscious, preconscious, 
and conscious), even though Freud, while not completely aban- 
doning the usefulness of his topographical conceptions, moved 
on to the structural model as his major conceptual framework. 

As is well known, early psychoanalysis was concerned pre- 
dominantly with the vicissitudes of the drives (unconscious mo- 
tives), and therefore the topographical model was a valuable 
conceptual framework. As psychoanalytic observers learned 
more about the nature of defenses, the structure of the ego and 
the superego, and the complex interplay of the drives, the ego 
and superego, and reality, the structural model (which empha- 
sized the relationships between the many determinants of be- 
havior) became the preferred conceptual framework. 

With observations of transference phenomena from the 
earliest developmental phases of life, coupled with analytic 
work with children and direct observation of infants and young 
children, object relations theory and further understanding of 
the genesis and structure of the ego and superego evolved. The 
recent advances in ego psychology and object relations theory 
are vital to understanding human behavior. Yet, Drs. Birk and 
Brinkley-Birk did not consider structural theory, object rela- 
tions theory, or current ego psychology. In addition, in their 
consideration of the practical clinical applications of their 
model, they use the concept of transference without considering 
the complexity of this phenomenon or the complex early object 
relationships that underlie it. 

The understanding of behavior generated by a consideration 
of structural theory, object relations theory, and current ego 
psychology is not just for theoretical completeness. Modern 
therapeutic work, as most experienced clinicians repeatedly em- 
phasize, involves much more than simply making the pre- 
conscious conscious. [t involves dealing with the complex rela- 
tionships and functions within the ego and the other structures 
and between the ego and the other determinants of behavior. 
All these interrelated sets of variables influence behavior and 
therefore must be taken into account in any model that claims 
to be partially based on psychodynamic principles. 

Psychoanalytic concepts are vastly more complex than those 
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represented in this and other recent attempts at integration. A 

useful framework for conceptualizing psychoanalytic theory is 

the five metapsychological points of view: dynamic, genetic, 

economic, structural, and adaptive and object relations theory. 
as it relates to the others. The writings of Arlow and Brenner 

(for a detailed account of the change from the topographical to 

the structural model), Anna Freud, Hartman, Kris, Lowenstein, 

Mahler, Jacobson, Kernberg, Kohut, Rappaport, and others are 

crucial to current psychoanalytic theory and must be considered 

in any attempt al integration with other models. 

Many of the advances in psychoanalytic theory that have fo- 
cused on the early development of the ego have served as the 
basis for the expanded use of psychoanalytic principles and 
techniques with a variety of personality types in a variety of set- 
tings. Drs. Birk and Brinkley-Birk defined psychoanalvtic prin- 
ciples and application in a broad context, but they omitted the 
body of theory that underlies this broad application. Perhaps 
most important, however, is that much of recent psychoanalytic 
theory focuses on the relationship between the ego and the envi- 
ronment, an area which is crucial to a synthesis between behav- 
ior-learning and psychoanalytic models. 

Integrating two theories is a complex and difficult task. A 
tempting shortcut is to represent only selected elements of each 
theory. Selected elements presented out of context, however, of- 
ten misrepresent the model they are based on and, when com- 
bined with elements of other theories, result in a theoretically 
inconsistant "new" model. What follows from unsystematic 
theory building are suggestions for clinical applications that of- 
ten oversimplify complex human phenomena. 

The integration of psychoanalytic and behavioral-learning 
models has much to contribute to understanding behavior and 
further developing :herapeutic techniques. In order to begin this 
complex task, the theory builders must be most thorough, how- 
ever, and explore fully the contributions of both models. 
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STANLEY I. GREENSPAN, M.D. 
Washington, D.C. 


Sır: The title “Psychoanalysis and Behavior Therapy" in- 
dicates that Drs. Birk and Brinkley-Birk are attempting a rap- 
prochement between psychoanalysis and behavior therapy. 
However, they state that they see no clear-cut criteria Zor difer- 
entiating between psychoanalysis and psychoanalytic psycho- 
therapy and that they therefore use the term “psychoanalysis” 
to include the many variants of psychoanalytic psychotherapy, 
including group, family, and couple therapy. 

The authors have made a good case for a process of “theo- 
retical synthesis” and “conceptual integration" between behav- 
ior therapy and psychoanalytic psychotherapy. However, they 
should be advised that there are many psychoanalysts, including 
myself, who are convinced that there is something called "psy- 
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choanalysis” which is very different from psychoanalytic psy- 
chotherapy. 


DoNaLD M. Marcus, M.D. 
Beverly Hills, Calif. 


Drs. Birk and Brinkley-Birk Reply 


SIR: We are of course aware that many psychoanalysts do 
make the clear-cut distinction between psychoanalysis and psy- 
choanalytic psychotherapy that Dr. Marcus refers to. A case 
can be made in defense of that distinction on that ground alone. 
In addition, there are important differences of emphasis. The 
rigorous techniques of classical psychoanalysis, which involve 
the elimination of ongoing visual feedback cues from the ana- 
lyst and the systematic. minimization of other kinds of cues, 
lead to a purposeful heightening and caricaturing of transfer- 
ence feelings, in order to permit their exposure and eventual re- 
duction. In psychoanalytic psychotherapy, these transference 
phenomena are not so systematically exaggerated, nor is trans- 
ference and its resolution usually the outstanding vehicle of 
therapeutic change. In behavioral terms, the patient in classical 
psychoanalysis is systematically and purposefully deprived of 
important cues that would otherwise serve to facilitate person- 
stimulus differentiation. This, of course, maximizes the trans- 
ference. 

Our statement about the essential equivalence of psychoanal- 
ysis and the psychoanalytic psychotherapies was made in a dif- 
ferent context from that in which the practicing psychoanalyst 
makes his methodological decisions. In consideration of the 
broad spectrum of therapies from psychoanalysis through the 
psychoanalytic psychotherapies to the behavioral therapies, it 
must be said that the criteria determining those therapeutic 
formats within the insight-oriented section of the spectrum 
form a conceptually compatible set. 

By including the psychoanalytic psychotherapies under the 
broad heading “psychoanalysis,” we meant to imply no more 
than that the theoretical determinants underlying the two thera- 
peutic formats are contained in broadly overlapping sets. 

Dr. Greenspan's major point seems to be that we ignored a 
large body of early and recent theory underlying the principles 
and practice of psychoanalysis. However, the conclusion he ex- 
pects the reader to draw from that observation is not at all 
clear. On the one hand, he suggests that to selectively represent 
the elements of each theory that fit together and to bypass a sys- 
-tematic theoretical integration leads to a theoretically inconsis- 
tent model, although he does not show how we have been guilty 
of this. On the other hand, he exhorts theory builders to '*be 
most thorough :.. and explore fully the contributions of both 
models," but he does not bother to defend his exhortation on 
philosophical grounds. 

We wish to reply to Dr. Greenspan by stating that it was not 
our intention to complete an exhaustive survey of either the 
sound or the questionable contributions of Freudian theory at 
each of its stages, or those of ego psychology and object-rela- 
tions theory. (In our footnote 2, however, we did point out that 
our formulation was equally applicable to Freud's pre-1920s 
topographical model of psychoanalysis and to the later struc- 
tural model.) It was also not our intention to produce an ex- 
haustive survey of behavioral theory. 

Philosophers of science agree that theory building proceeds 
on a foundation of previously well-established theory, not by 
enumerating theoretical contributions but by systematically re- 
fining and expanding the existing body of theory over an in- 
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creasingly broad phenomenal base or by shifting, correcting, 
and reworking current theories around the anomalous, the 
unexplored, and the unexplained. It was therefore our intention 
to abstract the best of the applied core of the psychoanalytic 
and behavioral traditions. Our theoretical model does extend 
clinical theory over a broader conceptual base, embracing the 
phenomena of transference, unconscious processes, and the role 
of insight on the one hand, and the phenomena of reinforce- 
ment, punishment, stimulus generalization, and the role of di- 
rectly induced behavioral change on the other. Furthermore, the 
proposed model does address and partially explain the recog- 
nized clinical fact that psychoanalytic therapy and behavior 
therapy provide a stronger method in combination than either 
provides alone. 

We will conclude with an analogy. While no one doubts the 
importance of a completely furnished home, and we by analogy 
do not deny the value of ego psychology, it is no more necessary 
to mention all the valued, well-worn furnishings of psychoanal- 
ysis and of behavior therapy in exploring the theoretical inter- 
face of those two fields than it is to pack the living room furni- 
ture for a transoceanic voyage. 


Lgs Birk, M.D. 
ANN W. BRINKLEY-BIRK, PH.D. 
Newton, Mass. 


Bromide Abuse 


Sir: I found “Bromide Abuse: A Continuing Problem” by 
Clarence E. McDanal, M.D., and associates (August 1974 is- 
sue) timely and informative as I recently found an elevated se- 
rum bromide in a patient who was taking Miles Nervine. 

I was surprised to find upon inquiring of a pharmacist and 
reading the label that Bromo-Seltzer no longer contains bro- 
mide—just acetaminophen, phenacetin, sodium bicarbonate, 
and citric acid. This being the case, we cannot assume that the 
patient who says he takes Bromo-Seltzer is receiving bromide. 
However, it might be wise to obtain a serum bromide level in 
any case as the patient might be using one of the other over-the- 
counter preparations mentioned by Dr. McDanal and asso- 
ciates. 


Henry B. Burton, M.D. 
Boone, N.C. 


Possible Effects of Combining Phenothiazines 


Sir: I would like to report an experience involving phenothia- 
zine treatment of a chronic paranoid schizophrenic patient. The 
patient—a 50-year-old man with a 13-year history of psychotic 
illness characterized by elaborate delusional formation, ideas of 
reference, intermittent depression, and anxiety—had responded 
inadequately and complained of autonomic side effects while 
on a regimen of chlorpromazine (Thorazine) and large doses of 
thioridazine (Mellaril). 

Because he was an irregular taker of medication and lacked 
insight into his illness, the decision was made to give him flu- 
phenazine enanthate (Prolixin) intramuscularly. As it was 
known that discontinuation of phenothiazines may cause gross 
psychotic behavior, he was first given a test dose of 12.5 mg. of 
fluphenazine enanthate while receiving 800 mg. of thioridazine 
daily. No side effects were observed, and seven days later he was 


given 25 mg. of fluphenazine enanthate and thioridazine was re- 
duced to 600 mg. daily. Two weeks later there was little change 
in his condition, and no side effects were visible. He was there- 
fore given 50 mg. of fluphenazine enanthate intramuscularly 
and was maintained on this regimen for two more weeks, after 
which he showed partial improvement and still had no side ef- 
fects from the combination of phenothiazines. He was then 
given 75 mg. of fluphenazine enanthate, and thioridazine was 
decreased to 300 mg. daily; again, no side effects appeared. No 
change was made in the medication during the next week. Then, 
thioridazine was discontinued over a period of five days and the 
patient complained of feeling stiff and showed classical parkin- 
sonian tremor. 

I feel that it is possible that the anticholinergic side effects of 
thioridazine were serving as an antiparkinsonian agent, thereby 
masking the side effects of fluphenazine enanthate. It would 
seem that the administration of other phenothiazine therapy 
could be misleading in the evaluation of a patient's tolerance for 
fluphenazine enanthate. Alternatively, anticholinergic pheno- 
thiazines such as thioridazine could be considered as both useful 
antipsychotics and antiparkinsonian agents in such patients. 


JONATHAN Davipson, M.D. 
Butner, N.C. 


Radical Psychiatry 


Sir: In his article “Radical Psychiatry: An Examination of 
the Issues” (February 1974 issue), John A. Talbott, M.D., ex- 
pressed hope that radical psychiatrists would continue to voice 
their opinions in order to influence mental health practice. 
However, his distorted description of the radical mental health 
movement illustrates the nonradical psychiatrist’s limited un- 
derstanding of what radical mental health workers have ex- 
pressed. 

Talbott correctly pointed out the variety of approaches 
among radical therapists, but there is a common denomina- 
tor—the recognition that psychological changes occur in a so- 
cial, political, and economic context. The radical therapist feels 
that emotional suffering is directly related to the distorted pri- 
orities in our society and to the rejection and guilt people feel 
when they cannot or choose not to live up to society's unrealis- 
tic expectations. 

Radical therapy occurs whenever the therapist and the 
patient raise their awareness of the social, political, and eco- 
nomic factors that influence their behavior and use this aware- 
ness in developing a more satisfying and socially responsible 
way of life. Responsible radicals have applied these ideas in 
both radical and traditional settings: They have not, as Dr. Tal- 
bott implied, limited themselves to radical settings. 

Dr. Talbott limited his discussion to the material that ap- 
peared in the Radical Therapist and ignored the important im- 
pact of the journal. During the late 1960s, many mental health 
professionals were aligning themselves with other radical 
groups. As they tried to implement their new awareness of so- 
cial issues, they often felt isolated and frustrated. When the 
Radical Therapist appeared in 1970, the people who had re- 
mained in the struggle read it with pride and with a sense of re- 
lief that others also saw that the emperor was wearing no 
clothes. The articles were not read as authoritative statements, 
as one would read a traditional journal, but rather in the spirit 
of brothers and sisters working toward the common goal of a 
mentally healthy environment. 

Dr. Talbott does not understand the participatory, coopera- 
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tive, nonauthoritarian structure of radical groups. Therefore, he 
considered Robert Seidenberg's article "Oedipus and Male Su- 
premacy" (1) in the Radical Therapist as a commentary on sex- 
ism, when in fact it was a commentary on society as a whole, as 
shown by the following passage: “the application of the myth of 
Oedipus serves to contain and solidify the needs of a ruthlessly 
competitive society. with its requirement of developing author- 
itarian personalities.” Dr. Talbott's interpretation of radical ac- 
tivity as “Seize the power ... and give it to us," considers one 
narrow aspect of radical activity in terms of a rigid, competitive 
system in which power can be exercised only by taking it away 
from someone else. According to a radical interpretation, each 
person excercises power in order to accomplish a goal. When 
people are on authoritarian “ego trips" they must be made 
aware of this, and their power must be rechanneled inta cooper- 
ative activity. 

Dr. Talbott dismissed very lightly the idea that a majority of 
people in America are dissatisfied with their lives and await 
leadership in building a more satisfying way of life. He may dis- 
miss the solution that radicals offer, but there is ample evidence 
of this widespread dissatisfaction and of a groping for values 
and responsible leadership within the mental health system and 
within society as a whole. 
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PAULINE LoRvAN Kuy cer, M.D. 
Flushing, N.Y. 


EEGs of “Binge” Eaters 


Sin: The article “Treatment of Compulsive Eating Distur- 
bances with Anticcnvulsant Medicine” by Richard S. Green, 
M.D., and John H. Rau, Ph.D. (April 1974 issue) stimulated 
our group at the Stanford University School of Medicine to fur- 
ther study EEG records of people with compulsive eating dis- 
orders (“binge” eaters). Patients were chosen from the Stanford 
Eating Disorders Clinic population according to the following 
three criteria: 1) rapid ingestion of large quantities of food in a 
relatively short time period; 2) physical symptoms of bloating, 
abdominal pain, nausea, or vomiting at the end of a binge pe- 
riod; and 3) feelings of self-contempt following a binge. Five 
patients met these criteria and were given sleep-deprived EEGs 
with nasopharyngeal leads. 

The five patients were all women between the ages of 2] and 
53 with no histories of seizure disorder in themselves or their 
immediate families. Four of the five demonstrated significant 
EEG abnormalities: Two had bilateral independent anterome- 
sial temporal spikes, one showed six-per-second spikes and slow 
waves in the frontal regions and right hemisphere, and one had 
a minimally abnormal record containing various and diffuse ir- 
regularities. 

We feel that these data confirm the findings of Drs. Green 
and Rau. Consequently, we have begun a double-blind cross- 
over study employing reliable and valid parameters of binge 
eating in order to assess the efficacy of diphenylhydantoin in the 
treatment of this disorder. 


KENNETH L. Davis, M.D. 
BRANDON QUALLS, M.D. 
Leo HOLLISTER, M.D. 
ALBERT J. STUNKARD, M.D. 
Stanford, Calif. 
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Justifying the Need for Inpatient Facilities 


Sır: “The Case for Psychiatric Hospitalization” by Charles 
J. Rabiner, M.D., and Abraham Lurie, Ph.D. (July 1974 issue) 
could be interpreted as an indictment of current psychiatric 
practice. His case 1, a 24-year-old woman who had received 
more than five years of treatment with psychotherapy alone for 
a depressive illness with no improvement, is not unusual, but it 
is inexcusable. As is stated in his case 2, the patient’s problem 
may have been childhood psychosis, but the description sounds 
more like severe hyperkinesis. Despite repeated attempts to ob- 
tain help at clinics and from private psychiatrists over a period 
of 13 years, the patient received neither a correct diagnosis nor 
effective treatment. Again, not an uncommon story. The third 
and last case is a sad example of treating a patient on the basis 
of a past psychiatric history, with insufficient attention to cur- 
rent symptoms. 

I believe we will always need psychiatric inpatient facilities, 
but the poor quality of current psychiatric practice should not 
be our primary justification. 


Hans R. Hugssy, M.D. 
Burlington, Vt. 


Dr. Rabiner Replies 


Sir: Dr. Huessy raises a legitimate question: Was it necessary 
to hospitalize the three patients described in our article? While 
it is certainly conceivable that they could have received ade- 
quate diagnosis and treatment on an outpatient basis, the point 
is not only that they did not but that there are many other 
patients who also do not. The purpose of our article was not to 
indict current psychiatric care but to suggest that elective psy- 
chiatric hospitalization is a generally underutilized treatment 
modality. 

Comprehensive diagnostic studies available in an inpatient 
setting may provide a quick solution to an otherwise chronic, 
perplexing problem. Although it is possible to arrive at the 
same conclusion on an outpatient basis, it may be infinitely 
more time consuming and draining on family resources. To 
think of psychiatric hospitalization only as a last resort when all 
else fails is a far too limited use of a major resource in the treat- 
ment of psychiatric patients. 


CHARLES J. RABINER, M.D. 
Stony Brook, N.Y. 


Hypnotics and the Model Criteria 


SIR: According to the Model Criteria Sets (1), hypnotics may 
be used in the treatment of all major psychiatric diseases. The 
Ad Hoc Committee on PSROs is not mistaken in summarizing 
common psychiatric practice. The problem is that our entire 
profession has failed to assess the risks and benefits of the wide- 
spread routine prescription of hypnotics. i 

There really is little evidence that hypnotics should be 
avoided. In the entire literature, I have not found a single 
proper double-blind placebo-controlled clinical trial indicating 
that the risks of hypnotics outweigh the benefits. In fact, there 
are two studies that report no significant difference between 
hypnotics and placebo (2, 3) and one small trial showing a sig- 
nificant advantage for hypnotics (4). Nevertheless, hypnotics 
certainly cause damage in some patients when they lead to 
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abuse or overdose, and they are a frequent method of suicide. 
Furthermore, there are no studies of the overall effects of hyp- 
notics among the 10 or 20 million Americans who take them 
yearly without habituation or suicide. 

It is amazing how few standard psychopharmacologic trials 
have been performed with hypnotics related not to whether they 
promote sleep but rather to the greater issue of whether they 
help patients get well. A recent Smithsonian Science Informa- 
tion Exchange search failed to reveal any research on the effects 
of hypnotics on psychiatric inpatients, despite the fact that hyp- 
notics are the second most prevalent psychotropic agent in 
use (5). In addition, as the model criteria faithfully reflect, the 
common practice is to prescribe hypnotics in conjunction with 
other psychotropic agents. Although barbiturates probably 
halve phenothiazine and tricyclic plasma levels, there seem to 
have been no substantiai studies of the clinical import of drug 
interaction among hypnotics and other psychotropics. 

Peer review is an excellent mechanism for identifying what is 
questionable as well as what is fashionable in psychiatric care. 
When peer review reveals a widespread practice in health care 
delivery whose benefits and risks are unknown, it should func- 
tion to cause evaluation of the risks/benefits ratio. Now that the 
Ad Hoc Committee on PSROs has emphasized the prevalence 
of indiscriminant prescription of hypnotics, we must hope that 
peer review will promote a comprehensive review of what con- 
stitutes justifiable use of hypnotics. 
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DANIEL F. KRIPKE, M.D. 
San Diego, Calif. 


Dr. Frank W. Sullivan Comments 


Sir: I share Dr. Kripke’s concern about the potential abuses 
of hypnotic medications by patients and physicians. Because I 
have not made a search of the literature, I will have to assume 
that his statement about the lack of controlled studies is correct, 
although his references appear less than exhaustive. 

It should be emphasized that the Model Criteria Sets repre- 
sent an initial attempt at a utilization review methodology for 
hospitalized patients. This effort was undertaken in response to 
the realities of Section 249-F of Public Law 92-603 (1). The cri- 
teria were selected on a consensus basis and indicate committee 
and consultant agreement as to an item's appropriateness in the 
care of 90 percent of patients hospitalized under the particular 
diagnostic grouping. As Dr. Kripke has indicated, the present 
criteria sets do not discriminate between appropriate and in- 
appropriate use of hypnotics or of the other treatment modali- 
ties, many of which can be used indiscriminately and in- 


appropriately. As this or any other review methodology is used 
and revised, the evolving system will need to incorporate in- 
creasingly sensitive criteria addressing utilization and quality- 
of-care questions. Some criteria can be readily established by a 
local review or study committee on a consensus, empirical, or 
normative basis. Many, however, will need evaluation through a 
system such as medical audit or medical care evaluation (2-4). 

The review of patient care—its structure, process, and out- 
come—is a complicated procedure that we have just begun to 
explore. The appropriate use of hypnotics is one of the countless 
questions we will need to examine as we evolve the structure 
and atmosphere for honest self-evaluation. Compared to the 
modality called “psychotherapy,” examining the use of hypnot- 
ics may prove to be one of our easier evaluative tasks. 
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Arousal and Attitude Change in Psychotherapy 


Sır: My work in the area of attitude change under heightened 
emotional arousal in neurotic patients (1-3) confirms the find- 
` ings reported by Ian Stevenson, M.D., and associates in their 
article “The Use Of Drugs in Psychiatric Interviews: Some In- 
terpretations Based on Controlled Experiments" (June 1974 is- 
sue). 

My associates and I found that the patient-therapist inter- 
action, as well as the sequence of sessions, was of great impor- 
tance. For instance, in spite of high emotional arousal, only a 
few patients reported significant attitude change in the first ex- 
perimental session, whereas such changes did occur, as a rule, 
during the second session. 

We also found that the expression of negative feeling per se 
did not lead to improvement. Reaching a solution that prom- 
ised a better adjustment to a maladaptive condition appeared to 
be very important to the patient. Once the patient, with the 
therapist's help, reaches such a solution, his anger or depression 
lifts and is replaced by a feeling of well-being. Thus, the initial 
expression of negative feeling leads to a worsening of the 
patient's condition only if he/she is unable to reorganize the 
maladaptive attitude. 

A certain amount of initial distress may accentuate the posi- 
tive aspects of the new outlook. Pavlov (4) noticed that condi- 
tioned reflexes to a positive stimulus were often enhanced when 
the presentation of the positive stimulus had been preceded by 
presentation of a negative stimulus. On the other hand, the find- 
ing of Johnston and Garth (5) that phobias desensitize better 
when flooding is combined with a tranquilizer suggests that the 
mastery of a situation in itself may be of greater importance 
than the intensity of feeling experienced during the treatment. 
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RUDOLF HOEHN-Saric, M.D. 
Baltimore, Md. 


“Angel Dust” 


Sir: In his letter to the editor in the May 1974 issue of the 
Journal, Richard J. Alexander, M.D., requested information on 
a drug called “angel dust.” "Angel dust” is the street name for 
a wild animal tranquilizer, phencyclidine (Sernyl). This drug, 
smoked in crystal form with or without marijuana, produces 
hyperactivity, euphoria, hypomania, and delusional and hallu- 
cinatory states. 

I recently saw a 25-year-old woman who smoked these crys- 
tals. She required only two or three inhalations (without mari- 
juana) to produce a “high,” and had definitely psychotic reac- 
tions. A week of hospitalization, with administration of high 
dosages of chlorpromazine, was required to “bring her down." 

In crystal form, phencyclidine is sold as “angel dust" on the 
black market to those who will smoke anything in order to re- 
move themselves from reality. 


Louis R. Horr, M.D. 
New York, N.Y. 


Criticism of “Evolutionary Mechanisms...” 


Sir: I was surprised to find in the Journal such a simplistic, 
naive article as “The Evolutionary Mechanisms of Neurotic 
Behavior" by A.D. Jonas, M.D., and D.F. Jonas (June 1974 is- 
sue). The authors' assumption that psychoanalysis is concerned 
only with "input" reflects ignorance of the entire concept of 
psychoanalytic theory, ranging from Freud's early descriptions 
of the psychic apparatus to the latest theories of defenses and 
ego function. We are certainly most concerned with what Dr. 
Jonas calls the "thoughtful," i.e., what happens within the psy- 
chic apparatus. If Dr. and Ms Jonas are now in England, why 
are they so unfamiliar with Dr. Joseph Sandler's ideas of psy- 
chic structure? 

The abstract of the article promises that “The authors 
present evidence." I failed to find evidence of anything. The ar- 
ticle presents some interesting speculations on the relationships 
between certain adaptive mechanisms and neurotic symptoms 
in some species, but there is not one iota of evidence— not even 
one clinical observation. 

The authors’ definition of neurosis as a “pattern of behavior 
that is deviant from accepted local and contemporary norms" 
shows that their conceptual difficulties arise from a lack of 
knowledge of psychiatry in general and psychopathology in par- 
ticular. Their definition does not distinguish neurosis from psy- 
chosis, social deviancy, delinquency, political activism, indepen- 
dence, idiosyncrasy, etc. 
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The only aspects of the article that make sense to me are the 
ideas on the slowness of human ontology, which have been 
stated elsewhere so often that they are now known by most 
freshman medical students: 

Please, let us have more editorial discrimination. Specula- 
tions, no matter how elegantly phrased, are not the meat of sci- 
entific psychiatric literature. 


ABRAHAM FREEDMAN, M.D. 
Philadelphia, Pa. 


Dr. and Ms Jonas Reply 


Sir: We are always appreciative of constructive criticism, but 
to be constructive, criticism should deal with the subject the in- 
vestigators have chosen, rather than insisting that they should 
have chosen a different one. Dr. Freedman's letter indicates that 
he has either overlooked or misapprehended our stated in- 
tention to seek and identify biological mechanisms that underlie 
certain common behavioral and somatic responses. 

Although one of us (A.D.J.) is a trained psychoanalyst, we 
have deliberately refrained from applying knowledge gained 
from this training to the study of these biological mechanisms. 
Metapsychological constructs (e.g., the id, ego, and superego) 
utilize spatial imagery to describe the hypothetical levels of the 
mental edifice. These constructs are useful as a conceptual aid, 
as long as they are confined within their own frame of reference 
and not given an operational reality they do not possess. The vi- 
sual or verbal model of the hierarchical structure of mental 
processes is a simplified artifact resulting from man's limited 
ability to render an accurate sensory representation of abstrac- 
tions. Our intention has been to avoid the possibility of the na- 
ive interpretation that our work is designed to materialize the 
disembodied entities of the metapsychological constructs. 

Vestiges of phylogenetically older neurophysiological mecha- 
nisms do not impose an order on the higher cerebral functions, 
but they are part of an ordered system in which the parts inter- 
relate in a dynamic way, and they remain available as channels 
giving form to behavior originating in ideation. This concept 
eliminates the perennial dichotomy of programmed behavior 
versus "free will" because it assumes the constant reaction of 
each element to the other. 

Admittedly, the term “neurosis” does not cover the totality 
of human mental dysfunctions. We specifically confined our- 
selves to the use of neuroses as a paradigm. We have dealt with 
the phylogenetic bases of other behavioral functions and dys- 
functions elsewhere, and we are still working in this field. 

In regard to our supposed lack of evidence, we would ask Dr. 
Freedman to consult his own experience. Has his stomach never 
felt queasy when he was alarmed? Does this experience not sug- 
gest to him the question of why fear should be expressed in the 
stomach? As we mentioned in our article, as early as the 1930s, 
Cannon (1) pointed to the source of this response in the pre- 
human flight reflex. It has been our endeavor to identify some of 
the many other reflexive responses to which we are heir. Per- 
haps Dr. Freedman confines his definition of evidence to case 
histories. We have found that an understanding of the evolu- 
tionary roots of some reflexive responses can be of great thera- 
peutic value in clinical work, and we have used this knowledge 
successfully in individual, family, and group therapy. We did 
not. digress into the possible therapeutic uses of our ideas be- 
cause our intent was to expound the concepts themselves. 

Finally, we do not agree with Dr. Freedman that ,"specula- 
tions ... are not the meat of scientific psychiatric literature.” If 
Dr. Freedman had been a contemporary of Freud, one assumes 
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that he would have written a similar letter to the editors of the 
journals that published Freud's papers. Orthodoxy has its place, 
but no progress is made without speculation. The one of us who 
was formerly an “orthodox” psychoanalyst feels that he is now 
in the same position as the Jesuit astronomer who believes in 
the Holy Trinity but no longer believes that the universe was 
created in six days. 
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Work-Ups for Patients on Psychotropic Medication 


SiR: I am writing in response to the suggestion of Darius 
Ornston, M.D., and associates in their article "Laboratory 
Studies for Every Medicated Outpatient: Are They Really Nec- 
essary?" (June 1974 issue) that routine blood tests may not be 
necessary for outpatients who take psychotropic drugs. I have 
the opposite suggestion—that routine medical work-up has 
largely been neglected for these patients. 

I feel that none of the authors' rationales against routine 
blood studies are very convincing, with the possible exception of 
that pertaining to cost. 

My strongest objection is to the statement that ‘‘we probably 
get little or no useful information with routine tests." This con- 
clusion is not backed by any convincing data, but it may mis- 
lead physicians who prescribe psychotropics without proper 
concern about possible detrimental side effects. 

I feel that what is needed is the establishment of a more scien- 
tific routine medical work-up (which should satisfy the objec- 
tions of Dr. Ornston and associates) to protect our patients who 
take the drugs we prescribe under the assumption that we know 
what we are doing. 


Koock CHunG, M.D. 
Albany, N.Y. 


Dr. Ornston Replies 


Sir: Our article defined a valid clinical work-up for an out- 
patient taking psychotropic medication as, at the very least, 
weekly studies for the first three months. We demonstrated the 
enormous cumulative expense that results when this is done un- 
thinkingly for every patient. Our figures were intended to en- 
courage each psychiatrist to make this calculation for his own 
practice. 

For statistical reasons summarized in our article, a screening 
program for a disease of low incidence, when applied routinely 
and without clinical judgment, will turn up many more false 
positives than real pathology. Therefore, we think routine stud- 
ies interfere with good practice. 

We summarized the rationales both for and against routine 
studies before we presented our own conclusions, in the hope 
that our colleagues would also think critically before they de- 
cided on their own courses of action. 


DARIUS ORNSTON, M.D. 
New Haven, Conn. 


Reversible Dyskinesia Caused.by Haloperidol 


Sir: I wish to report a case of apparently reversible tardive 
dyskinesia caused by haloperidol (Haldol) in a 17-year-old 


woman. The patient had a three-month hospitalization two - 


years ago for an acute schizophrenic episode. After one month 
on chlorpromazine (Thorazine), she developed elevated liver en- 
zymes and jaundice and haloperidol was substituted. 

- She had been maintained on haloperidol for two years prior 
to her first visit to the Dana Psychiatric Clinic at Yale-New Ha- 
ven Hospital, with dosages as high as 12 mg. a day. The dosage 
had, however, been reduced to 7.5 mg. for the preceding eight 
months. In March 1974, she began to experience some tremu- 
lousness in her hands that was unresponsive to benztropine mes- 
ylate (Cogentin), and in May she began to experience severe 
head bobbing and mouth twitching. Prior to her appearance in 
our clinic, she made five visits to an acupuncturist, with no relief 
from the dyskinesias. 

When I saw the patient in July, the dyskinesias consisted of 
grimacing, facial tics, and head bobbing—the latter so severe 
that the patient was using her hands to support her head. Halo- 
peridol was discontinued and she was given 100 mg. of thiorida- 
zine (Mellaril) aday. Over the past month, her dyskinesias have 
lessened considerably, with disappearance of the grimacing and 
facial tics. There is a very slight residual of the head bobbing at 
this time, but this condition has improved greatly. 


MAHLON S. Harz, M.D. 
New Haven, Conn. 


Eclectic Private Psychiatry 


Sir: I read "Community Service by Eclectic Private Psychia- 
try" by James W. Jolliff, M.D. (September 1974 issue) with 
great interest. I should like to congratulate Dr. Jolliff on the 
type of work he does, the way he handles his practice, his rela- 
tionship with the community mental health clinic, and his artic- 
ulate description of his practice. 

I am in a situation somewhat similar to Dr. Jolliff's, in- 
asmuch as I practiced psychiatry privately in a town of 10,000 
for 10 years prior to the establishment of a community mental 
health clinic. When a clinic was established, I became its direc- 
tor and working psychiatrist on a part-time basis and continued 
in these positions for 11 years, during which time I continued 
my private practice. It then became obvious that the clinic 
needed a staff of full-time people, so I resigned and a full-time 
psychiatrist and director were obtained. 1 have been in private 
practice for the six years since then. 

I believe that Dr. Jolliff shows clearly that the eclectic psychi- 
atrist serves many people satisfactorily and usefully. The pres- 
ence of a clinic increases the psychiatric services that can be 
provided in a community, helps many patients in terms of the 
cost factor, and gives the patient the option to choose either pri- 
vate or clinic care. 


JACOB SiRKIN, M.D. 
Newark, N.Y. 


Dominance, Sexual Preference, and Sexism 


SiR: The effort by Virginia Abernethy, Ph.D., to bridge the 
fields of primatology, ethology, ethnology, and psychiatry 
(“Dominance and Sexual Behavior: A Hypothesis," July 1974 


LETTERS TO THE EDITOR 


issue) is encouraging. As Tinbergen (1) noted, such efforts can 
be very useful to medicine and psychiatry. However, the rela- 
tionship between a mother-son dominance and its consequences 
for incest (son's sexual performance with mother) seems to be 
only tangentially related to homosexuality. While it is appar- 
ently true that male dominance facilitates the male's hetero- 
sexual behavior, there is no evidence that the lack thereof facili- 
tates homosexual behavior. In fact, homosexual behavior in 
primates in the natural environment is virtually nonexistent. 
When primates are caged and given limited access to members 
of the opposite sex. homosexual behavior is common. I wonder 
how Dr. Abernethy reconciles her hypothesis with the fact that 
naturally living male monkeys and apes copulate freely with fe- 
males more dominant than themselves, unless they are inhibited 
by higher ranking males. 

It is well known that dominant male monkeys can inhibit the 
heterosexual performance of other monkeys. As I have pointed 
out previously (2), this phenomenon could be involved in male 
impotence, thus playing a role in anxiety regarding heterosexual 
contact, which could play a secondary role in homosexual pref- 
erence. 
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GonDoN D. JENSEN, M.D. 
Davis, Calif. 


Sir: In her interesting paper, Dr. Abernethy cites data from 
disparate primatologic, anthropologic, and psychiatric sources. 
She seems to feel that these data support the hypothesis that fe- 
male dominance—as illustrated by 1) a primate mother's in- 
stinctual functiors over her dependent offspring, 2) a culturally 
prescribed system of kinship and food distribution in a primi- 
tive society, and 3) the close binding relationship reported be- 
tween homosexual sons and their mothers—-is a barrier to sex- 
ual development. She concludes that “where ‘moms’ proliferate 
a society may also look to rising proportions of voluntarily un- 
married persons and to increasingly unstable marriages.” 

Does Dr. Abernethy want us to draw the untimely conclusion 
that male dominance is the antidote for unstable marriages and 
sexual dysfunction? I sincerely hope not. Such an unfortunate 
clinical corollary should not be used to justify the continuatioa 
of certain unsatisfactory female role and status assignments in 
our own society. I am sure Dr. Abernethy would agree that 
machismo is as great a fraud as “‘mgmism.” One can hope that 
human sexual roles are shifting from power-dominance models 
to satisfaction-intimacy relationships based on equal, shared 
needs. 

I am skeptical of contributions to our knowledge of human 
psychosexual development that are based on attemots to find a 
certain common denominator from widely diverse studies. Dr. 
Abernethy's hypothesis and conclusions seem to have sexist im- 
plications that will be questioned by those clinicians who see the 
need to free some of their patients from the handicapping ef- 
fects of stereotyped sex roles. 


Joyce Kaes, M.D. 
Hershey, Pa, 
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Dr. Abernethy Replies 


Sik: Although Dr. Jensen is correct in saying that there are 
no data on nonhuman primates indicating that the lack of male 
dominance facilitates homosexuality, I am puzzled by his ap- 
peal to the negative evidence that homosexuality is absent in 
free-ranging primate troops. In fact, if my hypothesis is correct, 
this would be expected because young males in these troops in- 
variably seem to dominate young females (i.e., they are more 
aggressive in peer groups and in precopulatory infant and juve- 
nile play). Unlike the nuclear families of modern human so- 
cieties where mother-son, husband-wife, and (sometimes) 
brother-sister dyads are the principal prototypes for male-fe- 
male relationships, the nonhuman primate forms expectations 
in play groups, where the young male has ample experience of 
being dominant in heterosexual interactions. 

Turning to Dr. Jensen’s statement that male monkeys and 
apes copulate freely with more dominant females, it should be 
noted that female dominance is notoriously difficult to assess, 
because it is so often the case that the female’s apparently high 
status depends either upon her being a new mother or upon a se- 
quence of “protected threat,” wherein she borrows her position 
from a high-ranking male with whom she is in frequent com- 
pany. Thus, individual positions of a particular male and female 
might be indeterminate or even reversed in a one-to-one con- 
frontation which was not under the surveillance of the female’s 
protector. In that case, the data would be consistent with the 
explanation that the male is not inhibited from copulating be- 
cause the female, on an individual basis, is not dominant over 
him. 

Dr. Jensen's last point, that male dominance may inhibit the 
sexual behavior of another male, seems well taken—but why 
would this selectively inhibit heterosexual activity? Why not ho- 
mosexual relations as well? Dr. Jensen's original hypothesis, 
that the dominance phenomenon underlies male impotence, ap- 
pears to merit study under experimental conditions. 

I would like to assure Dr. Kale that I have a personal com- 
mitment to freeing not only patients but women in general from 
“the handicapping effects of stereotyped sex roles." I believe 
that this can be reconciled with my views about optimal domi- 
nance patterns in sexual bonding if one agrees that most male/ 
female relationships are not sexual. Thus, there should be no 
functional advantage from male dominance in the everyday in- 
teractions of public and professional life. 

Furthermore, I do not consider the dominance hypothesis to 
be destructive to the position of women because I am not wholly 
in sympathy with the ideals of stable marriage and normal sex- 
ual function. Without them, the rate of population growth 
might slow, and these may indeed be causal factors (along with 
high unemployment rates for young adults) in the below-re- 
placement-level birth rate we are currently observing. I do not 
intend these comments to be flippant. An anthropologist studies 
the total functioning of a society and observes that adaptations 
which are beneficial to the whole sometimes appear to carry 
costs to the individual—but again, in a well-integrated culture, 
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the individual has been conditioned to accept or even seek out 
these costs. 

With respect to the polarities of power-dominance versus the 
satisfaction-intimacy type marriage, I feel that the abuses of 
machismo could never become a reality as long as women 
maintain a meaningful economic identity for themselves outside 
of marriage. 


VIRGINIA ABERNETHY, PH.D. 
Boston, Mass. 


Lithium Treatment for Amphetamine Abuse 


Sir: We read with great interest the article by Abraham 
Flemenbaum, M.D., entitled *Does Lithium Block the Effects 
of Amphetamine? A Report of Three Cases” (July 1974 issue). 

We have completed a two-year, double-blind, placebo-con- 
trolled study of d- and /-amphetamine (30 mg. a day) in de- 
pressed patients given with and without lithium carbonate treat- 
ment. We found that lithium reduced the d-amphetamine- 
induced subjective euphoria and activation by 60-65 percent 
during the time of the peak drug effects (p «.001, paired t test). 
l-Amphetamine subjective effects were also blocked, but the 
baseline response to /-amphetamine was generally less than that 
for d-amphetamine. Urinary pH levels and preliminary deter- 
minations of plasma levels of amphetamine in patients before 
and during lithium carbonate treatment were not significantly 
different, suggesting that the effects of lithium cannot be ex- 
plained solely on the basis of altered metabolism of ampheta- 
mine. A report of this a:tenuation has been published in ab- 
stract form (1), and a complete report has been submitted for 
publication. 

We are very pleased with Dr. Flemenbaum's article, as it is in 
agreement with our suggestion that lithium might provide an ef- 
fective and safe treatment for amphetamine abusers and have 
some advantages over the only drug that is presently used, al- 
pha-methyl-p-tyrosine (2). On the basis of our current and past 
studies (3), we have also suggested that dopamine may be in- 
volved in mania. We are now looking for relatively "clean" am- 
phetamine addicts for study. 
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The Lost Ones: Social Forces and Mental Illness in Rio de Ja- 
neiro, by Eugene B. Brody, M.D. New York, N.Y., Internation- 
al Universities Press, 1973, 781 pp., $22.50. 


To the south of the economic giant of the United States 
stretch the “banana republics” of Central America, which are 
all too much under the influence of our various corporations. 
Then there is the continent of South America, with its many so- 
cial traditions, its assortment of unstable and often cruel politi- 
cal systems, and its unspeakable poverty—the squalor that even 
the more prosperous nations like Chile and Venezuela have 
scarcely begun working to eliminate. Brazil is in certain re- 
spects the strongest and potentially the richest of our Latin 
neighbors. It has a long and interesting cultural tradition, best 
evoked for Yankees by Gilberto Freyre (1). 

In this book an American psychiatrist, Eugene Brody, has 
done an extraordinary job of helping us understand how those 
on the bottom of Brazil's social and economic ladder, those 
whom he calls “the lost ones,” struggle long and hard (and, so 
often, without success) to live reasonably coherent lives in spite 
of the grimmest possible odds. 

This is a long, demanding, and thoroughly instructing book. 
The author has the ability to handle abstract theoretical specu- 
lation and a variety of data (which he offers in the text and in an 
extensive series of charts and tables that takes up over 150 
pages). At the same time he can write good descriptive and ex- 
pository prose. He brings to the reader the history and tradi- 
tions of Brazil and then the wayward, forlorn, confused, and 
hard-pressed poor or marginally successful people who he 
shows make up a large share of the city of Rio de Janeiro. To 
tourists this city is beautiful, but not to those hundreds of thou- 
sands who live in shantytowns, who go hungry, jobless, and 
without so much of what we call necessities. 

Dr. Brody has a broad, relaxed view of human nature; he 
draws upon a number of psychiatric points of view and allows 
himself no inclination to prove any one of them better or right. 
What he refers to as “a transcultural perspective" enables him 
to transcend impressively over some of the intellectual paro- 
chialism that is occasionally found in the psychiatric culture (or 
subculture). He is a skilled and sympathetic interpreter of the 
literature generated by those who think of themselves as social 
psychiatrists. Unlike some of them, however, he retains a clini- 
cian's sense of skepticism and restraint; he makes no long- 
winded, overworked generalizations, which are the curse of so- 
called interdisciplinary studies. 

I found the section on the religious interests and practices of 
Rio de Janeiro's poor especially interesting and moving. The 
reader learns how the most vulnerable of people search ear- 
nestly, sensitively, and honorably for some meaning in lives that 
are lived with such needless, unremitting deprivation and bru- 
tality. Some of us who are much better off are not always so 
forthright or tactful and certainly not so humble in the way we 
pay our respects to whoever or whatever we believe important. 
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ROBERT COLES, M.D. 
Cambridge, Mass. 





A Practical Handbcok of Psychiatry, edited by Joseph R. No- 
vello, M.D. Springfield, Ill., Charles C Thomas, 1974, 606 pp., 
no price listed. 


This comprehensive handbook in psychiatry was written, for 
the most part, by residents for residents. [t was intended for use 
on the clinical firing line. Of the 18 contributors, 6 were resi- 
dents and 2 were chief residents at the time of publication. The 
rest of the contributors included 3 assistant professors and a 
number of instructcrs. 

The book provides a synopsis of essential information ar- 
ranged in outline form and divided into three sections. It is at- 
tractively designed, the printing is good, and it is easy to use. 
The first section is a guide to clinical practice and concerns the 
areas of interviewing, diagnosis, and treatment. Especially good 
are the portions on drug therapy, the treatment of drug abuse, 
evaluation of special problems, criteria for admission, treat- 
ment planning, and planning for discharge. The book gives the 
drug dosages that are currently used, along with an appropriate 
warning that things change and package inserts must also be 
read. 

On the subject of crisis intervention, Gail Barton states: 


Emphasis [is] placed on defining as clearly as possible 
what the circumstances were that created the crisis at this 
point in time for the patient. Efforts are made to solve the 
crisis from a practical standpoint as well as an intrapsychic 
standpoint. Attempts at achieving better anticipatory 
problem-solving and overall crisis-coping is the goal. At- 
tempts are not cirected at uncovering or at major person- 
ality reconstruction (p. 248). 


Whether so brief a comment will be helpful is doubtful. Most 
readers seeking to refresh their memories may still wish to go 
back to a sourcebook. However, I think the very brief com- 
ments convey much more information than the example above 
reveals. 

The second part of the book presents some aspects of contin- 
uing education. It provides reading lists, which I found less than 
adequate. (1 suppose everybody has his own favorite reading 
list.) For example, any discussion of continuing education ought 
to begin with Prospects and Proposals by Carmichael, Small, 
and Regan (1). Another book far superior to others in its field, 
in my opinion, is Interviewing and Patient Care by Enelow and 
Swisher (2). Other omissions could be cited. However, the sug- 
gestions to the resident who is preparing for the Board exam- 
inations are quite useful. 

The third section lists more than 700 addresses of organiza- 
tions and institutions compiled from many sources. This list will 
quickly be out of date. I wish that the editor had suggested the 
library of the American Psychiatric Association, Washington, 
D.C., as a source for updating this list. 

This handbook achieves its goal. It is undoubtedly the best 
one written for residents ‘available in the field of psychiatry. 
Residents will find it intensely useful in their daily practice. It is 
also of value to other mental health professionals and workers 
in the field of psychiatry who might have need for a quick, sum- 
marizing outline of information that has been scattered widely 
in many sourcebooks. 
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The Organization and Delivery of Mental Health Services in the 
Ghetto: The Lincoln Hospital Experience, by Seymour R. Kap- 
lan and Melvin Roman. New York, N.Y., Praeger, 1973, 306 
pp., $19.50. 


This book concerns one of the most dramatic crises in the 
growth process of community mental health: the rise and fall of 
the program at Lincoln Hospital in South Bronx, New York 
City. Using the case study method, the authors function as par- 
ticipant observers. 

Part one describes the crisis, often in dramatic detail; part 
two discusses the problems of the administration and the staff; 
part three reviews issues of interaction between institution and 
community; and part four applies some of the lessons learned at 
Lincoln to the general problems of community mental health 
programs in ghettos. 


I had expected pretty dry reading but found that although . 


there are some rather technical discussions of particular interest 
to community mental health specialists; for the most part the 
book reads like a mystery story. 

Readers unfamiliar with the locale may not experience the 
full flavor of the ghetto in which the events occurred. The South 
Bronx has been described as the worst and most dangerous part 
of New York City; abandoned houses, terrorizing gangs, drugs, 
and, above all, abject poverty prevail. 

In this setting, a dedicated group of professionals, experi- 
enced in social problems as well as in psychiatry, organized a 
mental health program with many services, including storefront 
offices staffed by residents of the area who were trained to assist 
their neighbors. Albert Einstein College of Medicine, which is 
located in the Bronx, provided academic know-how and the fed- 
eral government, among others, provided financial backing. 

In 1968, the community mental health program at Lincoln 
Hospital won the Silver Award of APA’s Hospital & Commu- 
nity Psychiatry Service for its pioneering innovations. One year 
later the program was in chaos and near collapse. What hap- 
pened? 

The situation at Lincoln included a community with no expe- 
rience in social responsibility, a professional staff not quite pre- 
pared for the explosive issues in the community, and an aca- 
demic institution unready for the tremendous administrative 
and fiscal burdens of a multifunded program. These three 
groups collided. The civil rights movement and the issues sur- 
rounding the conflict in Viet Nam provided some of the dyna- 
mite. Tension between blacks (20 percent of the population) and 
Puerto Ricans (70 percent of the population) was an additional 
factor, as these groups jockeyed for power and jobs. (Although 
blacks and Puerto Ricans made up nearly all of the non- 
professional staff of the center and a higher percentage of the 
professional staff than in any other similar project, most of the 
professional staff were white.) Newly available money for staff- 
ing was the final spark that exploded the power tensions. 

As in all unstructured situations, the least civilized impulses 
and emotions conquered the more rational ones. The authors 
document impartially the outrages perpetrated by the agitators 
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and by the college administration: the former incited to may- 
hem and the latter fell far behind in providing paychecks. The 
extremely dedicated professionals as well as the needy commu- 
nity were caught in the crossfire. The human catastrophe not 
only affected the community, it also traumatized many profes- 
sional lives and the academic world. 

Some of the events at Lincoln Hospital were caused by 
unique factors of time and place. Other aspects lend themselves 
to generalizations from which all of us, in and outside of com- 
munity mental health, can learn. The most general lesson to be 
derived is that the patient —the community— must be well pre- 
pared to receive and benefit from the course of treatment and 
must participate in designing and carrying out that treatment. 
In surgery, we make sure the patient is willing and physi- 
ologically ready for the operating room. In dyadic psychother- 
apy, a therapeutic alliance, timing, and choice of intervention 
are important factors. The moral of Lincoln Hospital is that in 
community mental health, as in surgery or psychotherapy, pre- 
cautions must be taken, preparatory methods employed, and 
the patient's participation secured before a program can be suc- 
cessful. 

There is a ray of sunshine in this story: the Lincoln commu- 
nity mental health program has been successfully resuscitated 
under the leadership of a Spanish-speaking psychiatrist with 
whom all the factions of the community and the academic 
world can communicate. All of these factions have learned from 
the previous bitter experience. 


Lgororp BELLAK, M.D. 
Bronx, N.Y. 


The Madness Establishment: Ralph Nader's Study Group Re- 
port on the National Institute of Mental Health, by Franklin D. 
Chu and Sharland Trotter. New York, N.Y., Grossman, 1974, 
222 pp., $7.95. 


The authors of this book are dedicated to the objective of 
providing good treatment for the mentally ill, most particularly 
to the poor and deprived. Most psychiatrists and most citizens 
share this objective. 

The book focuses on the problems seen in community mental 
health centers. One complaint of the authors is that community 
mental health centers have not supplanted state mental hospi- 
tals (pp. xiii, 30, 34, and 35). The authors expect too much too 
soon from community mental health centers. If admissions to 
state hospitals are prohibited before alternatives to hospital- 
ization are developed in the community, the poor could wind up 
in more dire straits than in state hospitals, e.g., in totally unac- 
ceptable nursing homes, boarding houses, and foster care pro- 
grams. In some instances the establishment of community men- 
tal health centers has increased admissions to state hospitals. 
This has happened when new services were offered in a pre- 
viously unserved or underserved area. The discovery of seri- 
ously ill patients may at first lead to increased state hospital ad- 
missions. 

Another problem brought out by the authors is that commu- 
nity mental health centers are not usually geographically or 
psychologically accessible (p. 75). Accessibility as an ideal is 
difficult to implement. One of the goals of the catchment con- 
cept was geographic accessibility. The development of staff who 
speak the same language and who come from the same cultural, 
social, and ethnic background has also been one of the goals of 
community mental health centers. 

In some communities, eliminating financial barriers has been 
possible. In others, mental health centers have been forced to 


charge fees because of lack of local, county, or state support. Fi- 
nancial barriers also make the centers less accessible for those 
in urgent need. However, these financial barriers are related to 
local problems, not to the National Institute of Mental Health 
(NIMH). 

Third, the authors allege that community mental health cen- 
ters have continued the two-class system of mental health care 
(p. 86). The suggestion that the role of the psychiatrist be lim- 
ited in community mental health centers would actually foster a 
second-class system (pp. 21, 57, 58, and 99): The middle and up- 
per classes would receive care from private psychiatrists and the 
poor would receive care from nonmedical professionals and 
paraprofessionals. Although the authors admit that many 
patients in one of the community mental health centers they 
studied had very serious physical illnesses and that there was a 
problem getting medical care, they ignore the fact that many 
mental illnesses have a major biological component. 

Evidence is accumulating that in schizophrenia there is a ma- 
jor malfunction of the dopamine system of the brain and that in 
depression there is a major dysfunction of the catecholamine 
systems of the brain. Many patients seen in mental health clin- 
ics have problems with alcohol and drugs. Psychiatrists are the 
mental health professionals best able to evaluate the biological 
factors in mental illness. A high percentage of patients who re- 
ceive appropriate medication can be kept out of the hospital 
and can function at work and in the family. The psychiatrist is 
the only mental health professional who can evaluate whether a 
patient is getting enough drugs, too much of one or more drugs, 
or has complications with drugs. In rejecting the role of the psy- 
chiatrist in the community mental health center, this book is es- 
sentially projecting a system of second- or third-class health 
services on the poor, just the opposite of its intent. 

Fourth, the authors place great emphasis on consumer partic- 
ipation in planning community mental health centers. As an 
ideal, citizen involvement in decision making is a worthy goal 
(pp. 83 and 85). However, the authors fail to appreciate the 
complications involved in selecting truly representative con- 
sumers, the organized conflict among consumers themselves, 
the dangers of creating a board of consumer representatives 
who have no clout in the political or economic power structure 
of the community, and the unacceptable tendency of some con- 
sumer boards to interfere with and frustrate professional tech- 
nical skills and knowledge and to attempt to dictate, in effect, 
what medical and professional practice shall be. This report's 
approach to consumerism is simplistic and not really useful. 

Another issue raised by the report is that community mental 
health centers are not sufficiently accountable for the use of 
NIMH funds (p. 5). The authors seem to want NIMH to be 
fully accountable for these programs but at the same time to 
turn them over to local citizens, the consumers. They cannot 
have it both ways. NIMH or the federal government does not 
have complete authority over or responsibility for local pro- 
grams. The authors do not seem to understand the political, so- 
cial, cultural, and ethnic forces at work in the local setting that 
make support of community mental health centers very diffi- 
cult. The founders of the United States distrusted government; 
American citizens still distrust it. Authority and responsibility 
are therefore diffused through at least four levels of govern- 
ment, none of which has complete authority for mental health 
care. Furthermore, the consumer, the American citizen, likes it 
that way; past efforts to consolidate governments have usually 
failed. 

The book complains a great deal about the failure to evaluate 
the programs of community mental health centers, but it does 
not discuss fully the difficulty in such evaluations. (Before com- 
munity mental health centers were established, officers of APA 


BOOK REVIEWS 


and the American Association of Chairmen of Departments of 
Psychiatry [AACDP] advised NIMH to conduct pilot studies 
and to evaluate the effectiveness of mental health centers before 
seeking funds to establish them throughout the United States. 
After the community mental health centers were established, 
APA and AACDP urged that evaluation studies be done.) The 
methodological difficulties in evaluating community mental 
health centers are extremely complex; a workable methodology 
has not yet been developed. The difficulty of evaluation is com- 
pounded when a center is in the process of rapid evolution: a 
study made today and one made six months later might lead to 
very different results. The authors' own evaluations have serious 
methodological difficulties. Their sampling is small and their 
conclusions may therefore be highly invalid or biased. 
Psychiatrists, meatal health professionals, legislators, and the 
public had looked forward to this book. We hoped to receive 
constructive suggestions from a consumer point of view. Unfor- 
tunately, this report on community mental health centers has 
failed to live up to our expectations and is therefore disappoint- 


ing. 


BERNARD HOLLAND, M.D. 
Atlanta, Ga. 


Separation and Depression: Clinical and Research Aspects, ed- 
ited by John Paul Scott and Edward C. Senay. Washington, 
D.C., American Association for the Advancement of Science, 
1973, 245 pp., $19.95. 


Although new technical terms like "attachment behavior," 
“pair-bonding,” and “primary socialization” are part of its vo- 
cabulary, the theme of this book is the oldest in man’s literature 
of tragedy: losses, especially of family members, have powerful 
emotional consequences. What is remarkable about this book is 
the breadth of presentation of experimental data on factors in- 
fluencing the experience of separation and, in some instances, 
the “depression” that can result. 

Two large bodies of information have contributed “hard” 
data in the last decade or so to the pioneering work cf Bowlby, 
Spitz, and, of course, Freud on separation-related experiences. 
Detailed experimental investigations in primates and dogs of 
factors such as age at the time of separation, frequency and du- 
ration of separations, and environment at the time of separation 
(e.g., isolation versus contact with peers) have permitted clari- 
fication of the relative contributions of these factors to behav- 
ior. Animals with a highly developed sócial structure seem to 
provide a very relevant model for some aspects of human sepa- 
ration experience. 

It appears now that “depression” is not a single, universal re- 
sponse to separation. Rather, separation may precipi:ate a mix- 
ture of behaviors that represent distress, protest, fear, and, in 
some situations, a sequence of changes culminating in with- 
drawn, “depressed”? behavior. Species differences in providing 
substitute mothering to the abandoned young, as well as prob- 
able genetic factors, have been observed to affect the strength 
and expression of emotional responses to separation. Scott, 
Kaufman, and the Harlow, McKinney, and Suomi group have 
contributed chap:ers reviewing their extensive contributions ta 
these important differentiations. Missing are some newer stud- 
ies by ethologists and primatologists (e.g., the recent careful 
studies from Robert Hinde's group [1]). This may, in part, rep- 
resent the long lag in publication of these papers, which were 
originally ‘presented at the 1970 meeting of the American Asso- 
ciation for the Advancement of Science. 
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The second body of data is perhaps more familiar to psychia- 
trists. It includes Holmes and Masuda's evidence linking gen- 
eral life changes and illness, Heinecke's data on the effects of 
parental deprivation in early childhood, and Paykel’s studies of 
specific types of life events and separations (e.g., the finding that 
the death of a close relative is associated in about | in 10 cases 
with depression). Persuasive evidence is now available docu- 
menting the fact that separations such as exits from the social 
field or loss of job as well as loss of significant others occur in 
higher frequency before depressions in comparison to their oc- 
currence in control situations—although many other factors in- 
teract or can be independently implicated in depression. The 
title of this book and some of the jacket material, as well as one 
or two of the chapters, are somewhat reductionistic in suggest- 
ing a simple equation between separation and depression. How- 
ever, as noted above, most of the authors operate with more 
complex, interactive experimental paradigms, which certainly 
are more satisfactory. 

Interactions between stress and depression, conservation- 
withdrawal as a basic biological adaptive response, and phar- 
macological, biological, and genetic studies of clinical depres- 
sion are also reviewed in this work. These reviews are less well 
linked to the dominant theme of the book. This gap points to an 
issue touched upon by Klerman and Paykel: Clinicians since 
Freud, as well as psychopharmacologists studying adult human 
depression, have continued to be impressed with differences be- 
tween the clinical syndrome of depression and the varieties of 
emotional responses to specific separations, including intense 
grief responses. Anaclitic depressions in human infants may 
well be closely paralleled by the responses of separated, isolated 
primates, but the evidence that multiple losses in childhood re- 
sult in later vulnerability to the effects of separations or to less 
specific stresses remains inadequate as a complete explanation 
for many adult human depressions. 

This book provides convenient access to these varied points 
of view and provides witness to a burgeoning research area— 
one that will have more and more impact on the ways in which 
we design our pediatric wards and treat our patients as well as 
in the way we understand our human development in ethologic 
perspective. 
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Depression: Theory and Research, by Joseph Becker. Washing- 
ton, D.C., V.H. Winston & Sons (New York, N.Y., Halsted 
Press, John Wiley & Sons, distributor), 1974, 224 pp., $12.50. 


In the relations between those who are psychologically ori- 
ented and those who are biologically oriented an era of polem- 
ics is giving way to one of detente. While it has become fashion- 
able to pay lip service to '*psychodynamic issues" or "biological 
substrates," respectively, efforts in one area of investigation of- 
ten seem only superficially informed by activity in the other. It 
is therefore gratifying to find in one-book a critical review of 
several areas of research in depression and a kind of reconnais- 
sance of the field at large. 

In spite of its scope this book is short. Throughout, the au- 
thor stays close to his sources and often incorporates quota- 
tions; relatively less space is given to synthesis or speculation. 
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Becker's unique contribution to the material he reviews is a 
clear exposition of difficult theoretical concepts and a rigorous 
methodological critique. 

The author's introductory remarks orient the reader by giv- 
ing a historical sketch of how certain issues and personalities 
came to dominate or distract the thinking of successive investi- 
gators, In the remainder of the book Becker identifies lines of 
development of theories and research strategies. 

The question of what (or who) is the object of research on de- 
pression is addressed in the first chapters on classification and 
measurements, subtypes of depression, and epidemiology. 
These are pivotal issues in the interpretation of conflicting find- 
ings by different investigators. Subject heterogeneity and in- 
sufficient definition of dimensional variables that lead to the 
diagnosis of depression probably account for much confüsion. 
Establishing criteria to facilitate comparison of different studies 
is a project that is feasible and should have priority. Becker's 
authoritative and critical analysis in this section is a valuable 
contribution to the task. 

A well-written chapter on psychodynamic theories of depres- 
sion is appreciative and informative and spares the reader a 
tedious exercise in methodological criticism of psychoanalysis. 
A subsequent chapter examines ways in which psychodynamic 
concepts might be translated into cognitive concepts more ame- 
nable to systematic investigation. 

One of the author's principal conclusions is that the study of 
depression has been neglected by social scientists. He argues 
that a major new effort in this area is warranted. Chapters on 
psychosocial and personality research describe some suggestive 
findings. 

An extensive account of genetic, physiological, and biochemi- 
cal approaches is also given. Compared to some of the previous 
sections of the book this material is presented relatively uncriti- 
cally, although the portion concerning methodological prob- 
lems in genetics is thorough and well reasoned. To the author's 
account of biochemical hypotheses and findings I would add a 
caveat: The preoccupation of psychobiologists with a rather 
limited area of neurochemical investigation is partly an artifact 
reflecting the nature of the available technology as much as the 
nature of the organism. 

In a pointedly brief concluding chapter Becker asserts that 
“no findings specific to depression have been firmly validated as 
yet." He does not anticipate dramatic breakthroughs but rather 
“a gradual clarification cf how basic bio-psycho-social mood 
determinants interactively relate to depression." Becker ends 
his book in an ambivalent position. Hoping that "some readers 
will be motivated to pursue investigations on depression,” he 
leaves us with an intimation that the task may be hopelessly 
complex. 

The last book I read with an inclusive biopsychosocial per- 
spective and a comparable mastery of the available literature 
was written in 1621, Robert Burton’s The Anatomy of Melan- 
choly (1). Depressed himself, Burton was convinced that he and 
others knew a great deal about depression. The tone of Becker's 
book, on the other hand, is at times avowedly pessimistic about 
the limits of our knowledge. This contrast reminds me that sci- 
entific knowledge is not the only kind of knowledge we possess 
or live and work with; scientific work is at best an effort to be 
more honest with one another about what we think we know. 
Indeed, it may be that some major scientific breakthroughs can- 
not be “firmly validated" (2). 

I think this will prove to be a useful book to students and re- 
searchers. It has an excellent and extensive bibliography and 
can serve as a digest and a critical guide to the literature. It also 
provides methodological standards—the neglect of which has 
vitiated previous work in this area. 
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Misuse of Psychiatry in the Criminal Courts: Competency to 
Stand Trial. Report 89, by the Group for the Advancement 
of Psychiatry Committee on Psychiatry and Law. New York, 
N.Y., GAP, 1974, 72 pp., $3.00 (paper). 


This very thin volume on competency to stand trial is filled 
with extremely important material for psychiatrists; its size un- 
derstates its value. The book is the formulation of a number of 
psychiatrists experienced in legal matters. Some of the finest 
teachers of law and psychiatry are members of the committee 
that prepared this treatise. The contribution o? its chairman, 
Alan Stone, is quite evident, as is the extensive research and 
fieldwork prepared by A. Louis McGarry, a member of the 
committee. 

Competency to stand trial is introduced as the significant is- 
sue for psychiatrists involved in criminal procedures. The num- 
ber of patients sent to state hospitals for the criminally insane 
for reasons of incompetency far outweighs the number found 
not guilty by reason of insanity. Thus the task of the forensic 
psychiatrist is far greater in evaluations for competency than 
for criminal responsibility. The lifetime sentences imposed 
upon the mentally incompetent who were never found guilty of 
any crime, who are awaiting trial on charges still pending, is a 
blight on twentieth-century American psychiatry. Psychiatrists 
have aided and abetted in the process of incarcerating the men- 
tally incompetent without recourse to periodic examination. 
There has been no lobbying for improved treatment facilities 
and no success in efforts to curb the continuing practices of pro- 
longed pretrial incarceration. 

This book is of high value not only to psychiatrists but also to 
lawyers, judges, and thoughtful laymen (including families of 
persons who have been involuntarily committed for in- 
competency pending trial). It spells out the difficulties encoun- 
tered and guidelines for resolution and termination of these 
problems. The classical case of Dusky v. United States (1) is 
presented in some detail because it highlights a number of the 
issues on which psychiatrists have been misused or abused by 
the system. Questions raised by this case are summarized as fol- 
lows: 


First of all, where do the legal standards of competence 
come from, and what purpose do they serve? Second, what 
are the modern legal criteria of competence? Third, how 
can psychiatric information be incorporated into those 
standards? Fourth, what is the effect of most tranquilizers 
in current use on the defendant's competence to stand 
trial? Fifth, what is the ethical justification for a psychia- 
trist’s depriving a patient of medically prescribed drugs 
necessary for his health in order to help a court make a le- 
gal determination? (p. 881) 


The Dusky case also highlights the confusion that even judges 
may have between the criteria for competency to stand trial and 
those for criminal responsibility. The U.S. Supreme Court 
stated in this decision that the test for competency which must 
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be met is whether the defendant “has sufficient present ability to 
consult with his lawyer with a reasonable degree of rational un- 
derstanding—and whether he has a rational as well as a factual 
understanding of the proceedings against him? (1). The concept 
of competency to stand trial, then, has nothing at all to do with 
whether a person knows the nature and quality of his act or 
whether he knows that what he is doing is wrong. These are the 
criteria for the M'Naghten test of criminal responsibility (2). 

The authors of this very helpful booklet have prepared spe- 
cific guidelines and checklists for psychiatrists evaluating de- 
fendants for competency to stand trial. These checklists have 
been prepared for the most part by Dr. McGarry and his asso- 
ciates in Massachusetts. (In 1965 Ames Robey [3] presented a 
checklist on criteria for competency to stand trial in the Ameri- 
can Journal of Psychiatry.) In my opinion, the checklists in- 
cluded in the book are excessively detailed, may be cumbersome 
for routine use, and give the aura of scientific or objective cri- 
teria in the evaluation of competency. However, they are not 
widely used at this time. Their best use would be in borderline 
cases in which there is a serious question about competency. 

Perhaps the most helpful and useful part of this booklet is 
found in chapter 7, “Conclusions and Recommendations." 
Briefly summarized, the imaginative, creative, and progressive 
recommendations are as follows: 


l. Psychiatrists should screen every defendant whose 
competency is questioned before he is transported to an in- 
stitution for the criminally insane. . . . 

2. Many of the persons found incompetent to stand trial 
by the court are not dangerous to themselves or to society. 
It is therefore inexcusable to continue their confinement in 
maximum-security institutions. . . . 

3. It is the belief of this committee that new techniques 
and drugs currently available can bring most persons ini- 
tially found to be incompetent to a competent state well 
within six months of initiation of treatment (pp. 906, 907). 


In summary, this report has formulated a number of provi- 
sions and recommendations that go beyond the tracitional cri- 
teria for competency based on the committee members’ exten- 
sive experience and research. I particularly like their 
recommendation to use medication when necessary to maintain 
competency and not to deprive a person of needed medication 
just because he is being evaluated for competency to stand trial. 
I also adhere to the concept of outpatient or partial hospital- 
ization for those who are found incompetent and who require 
treatment. [t is not medically proper to hospitalize a persoa 
against his will soley for the purpose of making him competent 
to stand trial. 

I am also in fzvor of the rapid treatment and reevaluation cf 
individuals waiting for trial who are confined to maximum se- 
curity hospitals. The sooner the defendant-patient is returned to 
trial and his case is adjudicated, the sooner he can be placed in 
an effective treatment program that is medically sound and that 
can give him a better chance at successful therapy. 

This book is timely and its title is apt. Psychiatry Aas been 
misused in the criminal courts—but psychiatrists themselves 
have allowed this misuse in many cases. The determination of 
incompetency to stand trial is one area in which both the legal 
and psychiatric systems can and must work together to ensure 
appropriate outcome. Before meaningful interdisciplinary work 
can be done, psychiatrists must recognize their role in the proc- 
ess and clarify their position within the system. The authors 
have approached the problem from this frame of reference and 
the result is a most significant contribution to psychiatry, to 
law, and to society. 
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Introduction to the Work of Melanie Klein, 2nd ed., by Hanna 
Segal. New York, N.Y., Basic Books, 1974, 134 pp., $6.95. 


This small volume fulfills admirably its purpose of providing 
an introduction to Melanie Klein’s work. This work is not easy 
to comprehend, in part because it deals with the thoughts (i.e., 
fantasies) of the preverbal infant from birth. Probably as clearly 
as it can be done, the author presents Klein’s work with clinical 
examples. The book is an exposition of Klein’s concept of the 
psychology of the infant, of her formulations of paranoid-schiz- 
oid and depressive positions. Klein uses the term "position" to 
emphasize that these are not just passing phases but permanent 
ways of thinking to which the individual can readily regress. 

The earliest position, paranoid-schizoid, antedates the recog- 
nition of the mother as a whole person; the infant perceives only 
the parts, especially the breast. The infant's anger causes splits, 
projections, and introjections, e.g., the bad, threatening, per- 
secuting breast. If good experiences predominate over bad ones, 
the infant progresses to the depressive position. Now he recog- 
nizes his mother and relates not to the breast and hands and 
face but to the mother as a whole object, one who can be present 
or absent, sometimes good and sometimes bad, and loved or 
hated. This leads to the infant's recognition of his dependence 
upon the mother, his jealousy of others, and his own help- 
lessness. The depressive conflict is the struggle between the in- 
fant's destructiveness and his love and efforts at reparation. 
Failure of reparation leads to despair; manic defenses protect 
against dependence, loss, and depression. The depressive posi- 
tion is never fully worked through; its anxieties of loss, guilt, 
and ambivalence remain throughout life. With progression to 
the depressive position, both reality sense and the ego develop 
and strengthen. 

This book is necessary reading for students of the psychology 
of the preverbal infant. It is not easy reading because of the na- 
ture of the material but a helpful glossary is included. How far 
this theory is provable remains for the work of other students to 
decide, confirm, or alter. The theory implies the extreme impor- 
tance of the earliest days, weeks, and months for the emotional 
development of the child and thus also for the mental and emo- 
tional life of the adult. 


LEON J. SAuL, M.D. 
Media, Pa. 


Crisis Intervention, vol. 2, edited by Gerald A. Specter, Ph.D., 
and William L. Claiborn, Ph.D. New York, N.Y., Behavioral 
Publications, 1973, 210 pp., $4.95 (paper). 


This collection of papers, originally presented at a sympo- 
sium at the University of Maryland on March 23-25, 1972, may 
in time have historical value. It reflects the chaotic state of cur- 
rent efforts to beef up resources for helping acutely disturbed 
people by so-called innovative and parsimonious methods. No 
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claim is made that the methods described are ideal or ultimate, 
and the editors raise pertinent questions in their introductions 
to each paper as well as in their final comments. It is clearly rec- 
ognized that hotline centers operated largely by para- 
professionals may have the limited viability of a fad and that 
their survival is threatened by serious methodological problems 
in evaluating their services. 

The paper by Ann S. McCloskey points out that there is no 
“shortcut” to professione! competence and that the idea of us- 
ing untrained persons in crisis intervention is as dangerous as 
trying “to stem a massive hemorrhage with a Band-Aid.” She 
also recognizes that mental health professionals who provide 
consultation to crisis intervention programs spend as much or 
more time in such activities as recruiting, selecting, training, 
and supervising nonprofessionals as they do in providing direct 
services. She believes, however, that the telephone is the “‘pre- 
ferred medium” for crisis counseling. She disclaims the poten- 
tials of ‘‘stopgap chemotherapy” by psychiatric residents in a 
hospital emergency room. 

The paper by Jon E. Williams, "Management of the Bereave- 
ment Crisis," is a useful presentation of how the services usual- 
ly delivered by the clergy can be reinforced. 

The longest paper in the book (32 pages), “The Opportunity 
of the Drug Crisis" by Dennis T. Jaffe, includes an impassioned 
defense of the counterculture and a candid, detailed report of 
controversial methods used in one case in New Haven, Conn. 
Jaffe seems unaware of the fallacy in the common assumption 
that the Validity of a feeling makes it good. 


CALVIN S. DRAYER, M.D. 
Philadelphia, Pa. 


Nonverbal Communication: Notes on the Visual Perception of 
Human Relations, by Jurgen Ruesch and Weldon Kees. Berke- 
ley, Calif., University of California Press, 1972, 201 pp., $4.95 


(paper). 


All students of human relations and of the signal systems by 
which we maintain ourselves will welcome this soft-cover 
reissue of Nonverbal Communication in its entirety and with- 
out alterations because of the book’s sterling qualities as a pio- 
neer effort to deal with complex problems. The senior author is 
a distinguished clinical psychiatrist who has been a leading 
scholar-investigator in the fields of human communication and 
social psychiatry for four decades. Mr. Kees is a talented pho- 
tographer whose pictures, which make up about one-half of the 
book, are worth close and repeated study to help us learn how 
to look more carefully and see with more meaning. 

The four parts of the text constitute an empiric-pragmatic 
methodology of broad scope with a strong clinical rather than 
an experimental-laboratory bias. The four sections are: The 
Frame of Reference; Message Through Nonverbal Action; 
Message Through Object and Picture; and The Language of 
Disturbed Interaction. 

The skills and insights provided by this book make it a most 
useful textbook. The bibliography of 169 titles is also useful, al- 
though none of the titles was published after 1956. 

Specialists in the fields of proxemics, psycholinguistics, de- 
scriptive linguistics, and kinesics will find this effort incomplete. 
The works of many major investigators are not included, and 
the hope of attaining a unified approach is probably not ful- 
filled. There has been a gratifying growth of interest in these 
areas since 1956; new data and new theoretical considerations 
demand the attention of specialists. But this book continues to 


have valuable basic messages at many levels for beginner and 
specialist. 


Henry W. Brosin, M.D. 
Tucson, Ariz. 


Behavioral Neurology, by Jonathan H. Pincus, M.D., and Gary 
J. Tucker, M.D. New York, N.Y., Oxford University Press, 
1974, 200 pp., $7.95; $4.95 (paper). 


This little book reflects the dilemma facing those who at- 
tempt to bridge the disciplines of neurology and psychiatry. 
Written by a teacher of neurology and a teacher of psychiatry, 
the book explores some borderlands, concentrating on disorders 
that reach into either province such as the fits, fugues, faints, fu- 
rors, and fancies. The six chapters are headed "Seizure Dis- 
orders," “‘Limbic System," “Schizophrenia,” "Organic Brain 
Syndromes,” “Biogenic Amines in Movement Disorders, De- 
pression, Psychosis and Sleep," and “Manifestations of Anx- 
lety." The text derives from a course the authors gave to stu- 
dents of medicine at Yale University and from sessions with 
residents in psychiatry and neurology. 

Pincus and Tucker bend over backward to avoid referring to 
psychiatric illness as “functional” and neurologic illness as *or- 
ganic." Yet the thinking is obviously in this rubric. They seem 
to be ill at ease with symbolic functioning, a requirement for 
constructing a text on behavioral neurology in this day and age. 
Not a few of the conditions considered are subjects of dichoto- 
mous tugging, maybe or maybe not so much between the two 
authors as between two bands in the spectrum of causality. Or- 
ganic is winning. 

They largely plump for the organic origin of etiological mo- 
rasses that are not readily resolvable at the present time in such 
complexities as early childhood autism, minimal brain damage, 
depression, and schizophrenia. Concerning the lattermost, | 
think the authors have not weighted properly the important pa- 
pers on the etiology of schizophrenia that have come from Y ale; 
if they know them, perhaps they opted to ignore them. 

The main defect of the text is its failure to grasp the impor- 
tance of symbolic functioning in human behavior. If one wanted 
to construct a dichotomy for teaching purposes, symbolic func- 
tion can be disrupted in two broad ways, by disease or disorder 
of the brain and by personality disorder stemming from prob- 
lems of personality development. Dichotomous thinking carries 
with it the danger of mutual exclusion, which is apt to do dis- 
service to the patient. It seems to me at this point in our devel- 
opment that psychiatrists and neurologists ought to know how 
to deal easily with both and, of course, to recognize them when 
they see them. 

The book closes with nine pages mainly devoted to a *neuro- 
logization" of hysteria; this section gives the neurological tech- 
niques of aid in sustaining this diagnosis, a method which would 
seem to be the long way around. An able neurologist will cer- 
tainly suspect this disorder with his usual techniques, but he 
cannot establish it without some assessment of the patient's at- 
titudes and behavior, the psychodynamics. Psychodynamic ex- 
ploration will hardly threaten the professional standing of the 
neurologist worth his salt; it should be one of the strings in his 
bow. 

Perhaps what Bertram D. Lewin (1) had to say so many years 
ago may apply: 


The heat that arises from so many useless clashes be- 
tween the proponents of "organic" and "psychological" 
medicine might not appear, if it were realized that the main 
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issue was a matter of preference, an emotional preference 
for the dead or the live patient (1). 


The dynamics of behavior require consideration in a work 
such as this, at a historical time when they have become woven 
into the warp and woof of our culture. 

If one is looking for a short disquisition that might serve to 
orient the student and resident in behavioral neurology, this is 
not that text. However, two chapters can be recommended, one 
on the limbic system and one on biochemistry. The others re- 
quire rethinking and reworking. 
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Mental Disorder and Sexuality in the Climacteric, by Tore 
Hallstrom. Stockholm, Sweden, Scandinavian University 
Books, 1973, 158 pp., no price listed (paper). 


This careful epidemiological study of mental disorder and 
sexuality in the climacteric was prompted by the fact that the 
author found no convincing proof in a review of the literature 
that the climacteric causes the mental illness ascribed to it. Fur- 
ther, he found that there were conflicting reports on the effect of 
the climacteric on sexuality. He reviewed the earlier nosological 
categories of involutional melancholia and involutional para- 
noia as well as a more recent category, the menopausal syn- 
drome, which includes headache, irritability, nervousness, emo- 
tional instability, and vasomotor symptoms. 

The research for this book included a broad interdisciplinary 
study conducted by teams from the medical and mental health 
sciences associated with the University of Góteborg over a two- 
year period (1968 to 1970) Almost 1,000 women in the 
Goteborg area were selected for study. Fifty-year-old women 
who were in the height of the menopause (perimenopause) were 
compared with 46-year-old women who were beginning to expe- 
rience irregularity of menses (premenopause) and 54-year-old 
women who had ceased to menstruate (postmenopause). The 
findings in these three groups of women were compared with 
those in a group of 38-year-old women who had not yet reached 
menopausal age (preclimacteric). 

The statistical analysis of these data was carefully controlled 
for reliability, validity, and matching of subjects. The results 
were evaluated and compared with the work of other research- 
ers in this field. With respect to mental health, the results re- 
ported in this bock indicate that there is no more susceptibility 
to psychosis or depression during the climacteric than during 
the preclimacteric period. Further, no significant increase in ex- 
citability, irritability, or subjective nervousness was found in the 
groups experiencing the climacteric. 

Loss of memory was found to be correlated with both in- 
creasing menopause and increasing age. Decrease in sexual in- 
terest as well as in frequency of coitus and orgasm was also 
found to be related to both aging and menopausal progression. 
Depression and psychosis were found to be present in all phases 
of the climacteric. There was a greater risk of mental illness 
among the 50-year-old women than among the premenopausal 
or postmenopausal groups. Intensity of vasomotor instability 
was found to be secondary to the degree of mental illness rather 
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than specifically related to the progression of the climacteric. 

Background factors of significance in the development of 
mental illness included a strict upbringing coupled with a high 
incidence of family disruption during childhood. Socioeco- 
nomic factors affecting women who developed mental illness in- 
cluded a high level of current stress plus separation from the 
husband, serious problems with children, and/or problems with 
work. 

À dynamic model which might be pertinent to these results is 
the one described by Erik Erikson (1). An identity crisis occurs 
during the life cycle of the individual when he or she is exposed 
to high internal and external stress. This is especially true when 
the person is vulnerable because of stress that occurred during 
childhood. During these crises, patients have symptoms of iden- 
tity diffusion and increased vulnerability to serious mental ill- 
ness. This concept could help us understand why the climacteric 
was found in this study to be only one factor in the mental ill- 
ness observed in the subjects. 

We are deeply indebted to Tore Hállstróm for this thorough 
and extensive study of the climacteric. He has gone a long way 
to clarify its effect on mental health and sexual functions. This 
work should provide a reliable base for future research concern- 
ing this important period in a woman's life. 
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The Psychiatric Examination. Serial Handbook of Modern Psy- 
chiatry, vol. 1, by Jules H. Masserman, M.D., and John J. 
Schwab, M.D. New York, N.Y., Intercontinental Medical 
Book Corp., 1974, 140 pp., $8.75. 


This small book is the first of a series designed to go beyond 
mere descriptive psychiatry. Volume | deals with the current ra- 
tionale and practices in the psychiatric examination itself. Later 
volumes will attend to child and adolescent psychiatry, clinical 
nosology and prognosis, dyadic therapies as related to more 
complex group therapies, and other topics. The use of separate 
books for an overview of this type seems to combat the ten- 
dency to combine all of psychiatry into one gargantuan, un- 
manageable volume. 

Masserman and Schwab describe very well the meaning of 
physical and psychological probing for both patient and physi- 
cian. Their identification of the interaction of patient and physi- 
cian will be valuable to therapists at all levels of experience. It 
will be of no use whatsoever to the sort of therapist who feels 
himself completely separate from his “diseased” patients. The 
pertinent and clear clinical examples are liberally placed and 
add much to the easy reading of the text. 

Two other special points can be noted. The first is that the au- 
thors have very nicely explained, without excessive justification, 
the ill-reputed mental status examination. The second point is 
that they describe in readable prose the affective states that ac- 
company the experiences of the psychiatric interview more 
clearly than most books on the subject. This book will certainly 
be used by psychiatric residents for learning and examinations 
and by clinicians for learning and review. 


RAYMOND HEADLEE, M.D. 
Elm Grove, Wis. 
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The Medium, the Mystic, and the Physicist: Toward a General 
Theory of the Paranormal, by Lawrence LeShan. New York, 
N.Y., Viking Press, 1974, 299 pp., $8.95. 


Western psychiatry is based on the assumption that there is 
only one reality, which is composed of discrete objects and 
events located precisely in space and time that reveal them- 
selves to humans only through the senses and that interact only 
through cause and effect. This reality, which the author terms 
"sensory reality," has no place for so-called paranormal phe- 
nomena such as telepathy, precognition, psychokinesis, and the 
mystical experience. As a result, despite the acceptance of these 
phenomena by many people in almost all societies throughout 
the ages, most Westerners have either ignored them or ex- 
plained them away as products of fraud or self-delusion. This is 
changing. 

Increasing numbers of people, especially among the young, 
have become disillusioned with science and rationality and have 
been rediscovering ways of entering other realities. They hope 
to find spiritual enrichment and guidelines for conduct in a so- 
ciety that has lost its bearings. These persons form a ready au- 
dience for a flood of books describing paranormal experiences 
and expositing mystical philosophies that range from sensa- 
tional balderdash to thoughtful presentations which must be 
taken seriously. This book is among the latter. 

Written by a well-trained psychologist, the book is primarily 
concerned with the nature of what LeShan terms “clairvoyant 
reality," in which, in contrast to sensory reality, “it is the unity 
of all things. . ., their relationships rather than their individual 
and unique characteristics that are seen as crucial” (p. 34). The 
best way of gaining information about something in this reality 
is “to accept that you and it are the same thing, and then you 
*know' about it in the same way you ordinarily know about 
yourself through self-observation'' (p. 39). 

As others have done before him, LeShan develops the sim- 
ilarity between the clairvoyant's experience of reality and the 
atomic physicist's conceptualization of it. In both instances, he 
suggests, individual identity is essentially illusory. The individ- 
uality of events and objects is secondary to their being part of 
the unity ofa pattern. Time is not divided into past, present, and 
future. Sequences of actions exist, but these happen in an eter- 
nal now. Neither time nor space can prevent the exchange of in- 
formation or energy between two individual objects since their 
separateness and individuality are secondary to their unity and 
relatedness. LeShan convincingly buttresses this thesis by list- 
ing statements excerpted from the writings of mystics and con- 
temporary physicists and challenging the reader to distinguish 
between them. 

Like the atomic physicist, LeShan invokes the principle of 
complementarity to assuage the intellectual malaise caused by 
contemplation of the radical incompatibility between clairvoy- 
ant and sensory realities. He quotes J. Robert Oppenheimer as 
stating: 


These two ways of thinking, the way of time and history 
and the way of eternity and timelessness, are both parts of 
man's efforts to comprehend the world in which he lives. 
Neither is comprehended in the other nor reducible to it (p. 
58). 


LeShan struggles, with some success, to describe in words in- 
telligible to Westerners a third form of reality, termed "'trans- 
psychic reality." This is a state of consciousness in which the 
person "knows that he is a part of the whole cosmos as a wave is 
part of the ocean" (p. 148). 

The special interest of this book for psychiatrists lies in its ef- 


fort to link clairvoyant reality to psychotherapy. The author has 
trained himself and some colleagues to conduct therapy that in- 
volves the therapist putting himself into a state of consciousness 
in which he experiences himself and his patient as a single entity 
while each somehow maintains his uniqueness. Since time is 
nondirectional in clairvoyant reality, willing is impossible; the 
therapist therefore cannot intend to produce any particular ef- 
fect and cannot tell what will happen. LeShan cites examples of 
patients who experienced considerable benefit from this kind of 
therapy, but does not claim that they prove his thesis. In this 
connection, it is noteworthy that existentialist therapists also 
seek to dissolve the boundary between themselves and their 
patients, although by less drastic means. 

This is a disarming book—an informal, unpretentious, non- 
dogmatic essay in which the writer applies a trained intellect to 
the difficult task of describing and conceptualizing paranormal 
phenomena. It is a persuasive, thought-provoking introduction 
into realms of experience that are of increasing interest to 
Western man and that may prove to have considerable impor- 
tance for psychiatry. 


JEROME D. FRANK, M.D. 
Baltimore, Md. 


Corporate Wives—Corporate Casualties? By Robert Seiden- 
berg, M.D. New York, N.Y., American Management Associa- 
tions, 1973, 170 pp., $10.00. 


Dr. Seidenberg has written an excellent and useful book. Its 
theme is simple: To be the wife of a corporation man (a “corpo- 
rate wife") exposes a woman to specific stresses; with aware- 
ness and knowledge of this problem the risk can be reduced and 
even eliminated. The problem, its causes, and possible cures are 
discussed in depth and with compassion. 

One of the most stressful aspects of being a corporate wife is 
the all-too-common practice of frequent transfers; the author 
makes quite a point of this. That uprooting may be hazardous is 
not a new observation. Vance Packard noted it in A Nation of 
Strangers (1). However, Dr. Seidenberg states that Packard in- 
sufficiently stressed the distinction between the husband's and 
the wife's ability to preserve his or her identity during these 
transfers. Clearly siding with the uprooted wife-victim, Seiden- 
berg describes the wife's problem as a difficulty in “transferring 
her credentials," something the corporate husband finds much 
easier to do. His stimulus may be her overload. 

Seidenberg notes that he wrote this book because of the 
heartening response he received after writing an essay for the 
Wall Street Journal titled “Dear Mr. Success: Consider Your 
Wife." Although the book's title suggests a certain com- 
bativeness, the author has wisely avoided that trap. That a 
writer-analyst, the husband of a practicing lawyer, and the fa- 
ther of three daughters would jump into a feminist breach is not 
surprising; Seidenberg does it well. 

One minor objection I have with the book is its failure to give 
recognition to the findings of Holmes (2) and Rahe and asso- 
ciates (3) regarding the dangers of change. It is believed that an 
excess of concurrent life events can produce illness. Accidental 
pregnancy has been a suspected hazard of transfers for corpo- 
rate wives (4, p. 191). Another criticism I have is that when Dr. 
Seidenberg spells out the social changes necessary to improve 
the situation of corporate wives one gets a feeling of utopianism 
similar to the current trend in economy to discount the tradi- 
tional value of gold. (Speaking of economy, the energy crisis 
may be an unexpected benefit for organization wives because it 
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might cut back the number of transfers. Management still gives 
priority to economic realities before turning to their friendly be- 
havioral advisers.) 

This book is well written. Women will find it especially inter- 
esting because of the many case histories; therapists can safely 
recommend it to their patients; and physicians and managers 
should read it. 
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Patient Power: The Development of a Therapeutic Community 
in a Psychiatric Unit of a General Hospital, by Philip M. Mar- 
golis, M.D. Springfield, Ill., Charles C Thomas, 1973, 154 pp., 
$8.95. 


For several years the debate between the relative efficacy and 
appropriateness of the so-called medical and social models of 
psychiatric inpatient units has enlisted a substantial coterie of 
protagonists and antagonists. The terms themselves have 
seemed to mean (as Humpty-Dumpty in Alice in Wonderland 
stated) whatever one wants them to mean. Such aprellations as 
milieu therapy, therapeutic community, total push, and patient 
government all seem to merge toward a relatively happy ending 
in Margolis' historical resumé. 

The action takes place on a psychiatric inpatient unit of a 
general hospital (University of Chicago hospital and clinics) 
over a period of nine years. During this period the unit ex- 
panded from 11 to 19 to 25 "beds," while the door went through 
permutations from locked to open and, finally, to 98 percent 
open. Although all diagnostic categories were initially accepted, 
certain types of patients were eventually excluded. The patient 
population expanded during the nine years, as did the staff. 

Starting with a traditional, psychoanalytically oriented ap- 
proach to the individual needs of each patient, the author nar- 
rates the gradual transition to a democratic, socially oriented 
structure within which the ward community became the thera- 
pist. During this transition period, disciplinary boundaries 
blurred almost to the point of invisibility, power struggles e- 
merged and regressed, and the hierarchical structure gave way 
to a horizontal configuration. For those readers who have tra- 
versed this pathway over the past 15 to 20 years, this book will 
evoke a myriad of comparable anecdotes and problems, almost 
to the point of nostalgia. As one follows the six stages of transi- 
tion, he discerns the emergence of plots and counterplots suf- 
ficient for at least three good movies or one long-running TV se- 
ries. This latter is a personal observation; it is not implicit in the 
writing and is not the author's goal. Indeed, the author's ap- 
proach is a dispassionate, objective, historical one that disarms 
the urge to analyze the dynamics of the happenings. 

Although Margolis' thesis makes an impressive case for a so- 
ciodemoératic model of psychotherapy, it is refreshing that he 
avoids the self-righteous, global advocacy for the universal ap- 
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plication of such a program. Although such advocacy is appar- 
ent in Maxwell Jones’s introduction, the conclusions stated in 
the text leave room for a pluralistic approach. 

` In the addendum to the major body of the work, there is ref- 
erence to an attempt at evaluation of the program. Here we find 
that 79 percent of the patients discharged from the ward said six 
months to two years later that they were improved over their 
, discharge status; 13 percent felt they were the same; 8 percent 
said they felt worse. After this unit settled into its stable pat- 
tern, the readmission rate was 10 percent. The figures replicate 
those from most psychiatric inpatient units in general hospitals 
that have kept relatively accurate statistics. The fact that one 
can operate such a unit on this model is unquestionable; unless 
one can validate the fact that it can produce better results, how- 
ever, one is constrained to ask why go through the agony of get- 
ting there. What seems to be needed is a companion volume 
that makes comparative, quantitative studies of a variety of 
structured units, from the traditional to the totally self-help ap- 
proaches. 

In spite of this last, almost carping, comment I found the 
book eminently readable, useful to all psychiatrists involved in 
establishing an inpatient psychiatric unit in a general hospital, 
and reminiscent to a bittersweet degree. 


JAMES C. JOHNSON, M.D. 
Hartford, Conn. 


The Discovery of Death in Childhood and After, by Sylvia An- 
thony. New York, N.Y., Basic Books, 1972, 273 pp., $6.95. 


In the midst of much of the falseness that has accumulated 
around the sad and sorry business of death, it is some relief to 
find a stubborn band of thanatologists who make it their life- 
work to explore it to its final rottenness and who apparently ex- 
perience no qualms in exposing the humbug that has always 
surrounded the subject throughout the ages. Sylvia Anthony is 
an acknowledged pioneer in this field, and her original edition 
of this book (1), published during World War II, did a great 
deal to focus scientific attention on this new field. Neither the 
original nor the present publication is a model of rigorous scien- 
tific work and is not meant to be. 

The original was rejected as a Ph.D. thesis, even though An- 
thony's supervisor was Flugel, a household name in psychology 
at that time in Britain. We cannot blame the University of Lon- 
don for rejecting it on scientific grounds because it is method- 
ologically loose, conceptually diffuse, and far from tautly 
worked out. Yet it makes good reading and is on the way to be- 
coming a minor psychological classic, which is more than can 
be said for the vast number of Ph.D. theses. The author roams 
far and wide through encyclopedias and texts in search of any 
passing reference or association to the central topic of death. 
She is a thanatological magpie who cannot resist the least little 
tidbit of the death idea that glitters around her. 

Before one condemns Anthony for lack of rigor, one should 
perhaps consider whether a tight scientific approach is produc- 
tive when dealing with one of the stark realities of the human 
condition. Submitting questionnaires on death is like bot- 
anizing, to quote Wordsworth, on one's mother's grave. Natu- 
ralistic, cross-cultural, and psychological explorations in depth 
seem to offer a more authentic picture of dissolution. Following 
in the footsteps of Piaget, Anthony adds a stage theory that is 
not too original but offers some scaffolding to the collected 
data. a 

She also formulates two good hypotheses that seem testable. 


1424 Am J Psychiatry 131:12, December 1974 


One is that young children are like early man in that they are ig- 
norant of many facts known to modern adults; capable of logi- 
cal reasoning; unwilling to accept separation, nonexistence, dis- 
solution, and decay; and led by the phenomena they observe to 
conclusions similar to those of the primitive. The second is that 
the death concept is not formed until the child's powers of effec- 
tive action have greatly reduced the tendency to efficacy think- 
ing. As soon as the child is able to come to grips with the con- 
cept, however, his interest seems to peter out. This book offers a 
good illustration of how children, with their basic epistemo- 
philic drive, pursue a topic into all its ramifications and then 
mysteriously abandon the problem without ever solving it com- 
pletely to their own satisfaction. They seem content to go 
through development trailing unresolved problems behind them 
and, apparently, not bothering too much about it. 

It is difficult to fault a writer for covering too much ground 
and for trying to bring the anthropological, the psychoan- 
alytic, the literary, and the biological into the same spectrum 
of inquiry. The author is led into so many different mazes that 
what started out to be a modest Ph.D. thesis with one or two 
good ideas burgeons into a compendium of thanatology cov- 
ering about everything. The investigator who really wants to 
learn something about the child's discovery of death will be 
driven to confusion and frustration as the author leads him on a 
will-o’-the-wisp trail over 101 dusty moors. 

I have often been mistaken for the author of this book (or her 
son) and have frequently oeen given credit for her pioneering 
virtues. | prefer to see myself as a thanatologist of a different 
type, one who deals more with the aspects of death as it con- 
fronts the child and therefore one who is more open to clinical 
investigation. Whichever way one approaches it, death remains 
a difficult and delicate subject and one that needs to be explored 
with caution, especially when dealing with sensitive and phobic 
children. The moment in the developmental life of this type of 
child when death becomes irreversible may lead to an exis- 
tential crisis with a whole plethora of symptoms. Before this 
moment, reversibility takes much of the sting out of death. A 
good example of this comes from Sylvia Anthony's description 
of Susan Isaacs' little group, which was organized around the 
dissection of a dead mouse: i 


At the beginning of the dissection, Priscilla [6 years, 10 
months old] again had some qualms and wanted to be as- 
sured that they were “not hurting them.” She also said, 
“You wouldn't do this to us, would you?" While dissecting, 
Priscilla and Dan [5 years, | month old] carried on a play 
of "mother" and “doctor” with the dead mice as children. 
They pretended to telephone to each other about it saying, 
"Your child is better now...." Priscilla telephoned to 
Dan: "Your child is cut in two." Dan replied, "Well, the 
best thing to do is to put the two halves together again” 
(pp. 115, 116). 


All of us, children and adults, need to spend a little more time 
than we do familiarizing ourselves with the many aspects of 
death so that we can approach it more rationally than we do. As 
Montaigne reminded us: ‘The continuous labor of your life is 
to build the house of death." 
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Normal and Pathological Responses to Bereavement. Papers by 
John Ellard, Vamik Volkan, Norman L. Paul, et al. New York, 
N.Y., MSS Information Corp., 1974, 236 pp., $17.50. 


This book is a collection of articles on the subject of grief, 
most of them published between 1967 and 1970. Their content 
is diverse and their quality is variable. Presentations of hard 
data are interspersed with psychoanalytic hypothesizing and 
practical principles for management of the syndrome are juxta- 
posed to speculation regarding its nature. Several articles ex- 
plore the consequences of losses ranging from spontaneous 
abortion to the death of a spouse; some analyze typical features 
of grief; and others examine predictors of its outcome. 

The subject of this volume is an important one. Grief has 
emerged as a model of human crisis that under favorable cir- 
cumstances together with timely professional intervention may 
resolve and even lead to personality growth. Under less favor- 
able circumstances, regression in personality functioning in- 
volving the development of emotional or even physical illness 
may occur. Investigations now under way into the psychology 
and physiology of the syndrome will most certainly enhance our 
understanding of reactive depressions. The identification of fac- 
tors predictive of outcome is of great relevance for preventive 
psychiatry; from this standpoint three articles by Maddison are 
the best part of the book. His research suggests that widows at 
high risk for an unsatisfactory outcome may be identified 
shortly after bereavement, when specific intervention may be 
planned. 

While the subject is important, no attempt is made in this vol- 
ume to cover it in any systematic way. Although already some- 
what out of date, the book may be useful for those wishing to 
gain broad familiarity with grief—the syndrome, its com- 
plications, and its management. 


RusseLL Noyes, M.D. 
Iowa City, lowa 


Child Studies Through Fantasy: Cognitive-Affective Patterns in 
Development, by Rosalind Gould, Ph.D. New York, N.Y., 
Quadrangle/ New York Times Book Co., 1973, 282 pp., $2.95 
(paper). 


This worthwhile book provides a combination of direct ob- 
servation of young children with meaningful theoretical formu- 
lations. It should prove useful to anyone treating children, and 
it raises many important questions for further research. By 
studying the fantasy content of children in the course of regular 
nursery school play, the author upholds her stated research 
viewpoint, which "demonstrates the accessibility of dynamic 
and developmental information in young children's spon- 
taneous fantasy through schematic analyses." This study is par- 
ticularly concerned with the development of the self and of the 
sense of morality. Fantasy is considered to represent stages of 
cognitive self-differentiation intertwined with affective roots of 
attitudes toward oneself and toward significant others. 

The author offers the possibility that certain fantasy con- 
stellations can serve as psychic organizers (in the sense of Rene 
Spitz) and that they represent critical points in development 
where emerging functions and capacities are integrated on a 
new level of complexity and pave the way for further devel- 
opment. The author suggests that the fantasy categories offered 
show how fantasy reflects, uses, and enhances emotional and in- 
tellectual development. 

Fantasies are considered to be compromise formations from 
which categories signifying individuation, identification, modes 
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of defense, and foundations of superego internalization are dis- 
sected. Children whose early experiences of need satisfaction 
furnish them with a sense of entitlement have fantasy identifica- 
tions with the provider or protector rather than with the aggres- 
sor or victim. They use more selective and distant forms of iden- 
tification. In contrast, aggressor children are less able to create 
distance between themselves and their fantasies. A fluctuating 
certainty between fantasy and reality and a subsequent delay in 
internalization is seen in children threatened with retaliation for 
their aggressive impulses. 

Of special interest are the author’s formulations of the pre- 
oedipal superego. An internalized morality that is no: necessar- 
ily harsh like the precursors of the oedipal superego appears in 
fantasy material as a wish to please. This derives fram orderly 
childhood experiences of protection and gratification. The au- 
thor concludes that identification with the provider, coupled 
with the ability ta anticipate and to use anxiety as a signal, lead 
to the internalization of prohibitions. This leads to the devel- 
opment of a stable moral sense, or superego constancy. These 
children develop a sense of appropriate anticipatory guilt as op- 
posed to the global self-condemnation seen in the fantasies of 
children whose primary identification is with aggressor or vic- 
tim. The latter fzil to develop internalized controls or anticipa- 
tion of the consequences of their acts. 

My only complaint with this book is that the urnecessarily 
cumbersome and forbidding sentence structure might deter a 
more timid reader. 


RoBERT D. GiLLMAN, M.D. 
Washington, D.C. 


Ego and Archetype: Individuation and the Religious Function of 
the Psyche, by Edward F. Edinger, M.D. Baltimore, Md., Pen- 
guin Books, 1973, 295 pp., $3.45 (paper). 


This scholarly, thoughtful book is an excellent formulation of 
the significance of the ego and the self. The self in Jungian psy- 
chology is the name for the archetype that is the supreme power 
over the psyche, that centers and unifies both the unconscious 
and consciousness. 

Dr. Edward Edinger, who is chairman of the New York Insti- 
tute of the C.G. Jung Foundation as well as a Jungian analyst 
and lecturer, develops in this book the phenomenology of the 
self. 

Symbols are said to be the spontaneous product of our un- 
conscious, to have the power to move us away from alienation 
and toward wholeness. The experience of the ego's encounter 
with the affect symbols or images of the self —if understood— 
lead to expansion of awareness and understanding. While Jung 
wrote of the self and the individuation process in the second half 
of a person's life, Edinger takes these all the way from before 
birth to after death. 

The hypothetical ego-self axis begins with the ego contained 
within the self; with the emergence of consciousness, there is a 
continuous seperation until they are almost apart. In the second 
half of life, they move toward reunion. 

During the development of consciousness, permissive pa- _ 
rental attitudes foster ego-self identification and therefore ego _ 
inflation, so that the child makes unrealistic demands on thei: 
world and clings to an omnipotent posture. Discipline tends to * 
dissolve the ego-self identification, thereby damaging a root to - 
the unconscious that is necessary for development. There- 
should be no choice between permissiveness and discipline;. 
these opposites should work together. The self, as the’ great 
power for reconciliation of opposites, must necessarily keep in 
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touch with the ego. This allows the ego to mediate between con- 
sciousness and both inner and outer worlds. Failure to accept 
the self leads to alienation of the ego, while a complete break 
between ego and self leads to emptiness, psychosis, violence, 
suicide, and murder. ; 

Edinger warns us that we are in danger of succumbing to con- 
cretistic fallacy whenever we are tempted to apply symbolic im- 
age to external facts for the purpose of manipulating the facts 
to our own interests. The significance of the symbol is lost when 
it is misunderstood as only a sign for some known content. Ed- 
inger warns us against the rationalistic reductive attitude that 
assumes we can see behind symbols to their “real” meaning, as 
if all we had to do was decipher them. If they were decipherable, 
they would be signs. It is their very incompleteness that makes 
them symbols. 

The book develops the thesis that the basis of almost all psy- 
chological problems is an unsatisfactory relation to one's urge 
to individuality and that the healing process involves an accept- 
ance of what is commonly called selfish power seeking or au- 
toerotic behavior. The majority of patients need to learn how to 
live more effectively by using the fact that they are centers of 
power and effectiveness and to accept responsibility for this 
fact. We demand from others only what we fail to give to our- 
selves. Unconscious selfishness is ineffectual because it is blind. 
What is required is not the extirpation of selfishness, which is 
impossible, but that it be wedded to consciousness and thus be 
effective. That is the useful clinical significance of the ego-self 
axis hypothesis. 

This book is highly recommended to anyone interested in 
Jung. For those with no familiarity with Jung it will be hard go- 
ing unless the reader has an open mind, a willingness to listen 
and to see a different formulation of the psyche, and a modicum 
of tolerance of the paradox. To those with a breadth of interest 
in the humanities, comparative religion, the mysteries of life, 
and the East and the West, the book will be highly rewarding. 


Harry A. WILMER, M.D., PH.D. 
San Antonio, Tex. 


To Live and To Die: When, Why, and How, edited by Robert H. 
Williams. New York, N.Y., Springer-Verlag, 1973, 346 pp., no 
price listed. 


In the great avalanche of scientific advance in medicine of the 
last decades, little time has been set aside to ponder the mean- 
ings of life and of death. Concerns with deoxyribonucleic acid 
(DNA), virtuoso surgical techniques, and tremendous chemo- 
therapeutic advances have preoccupied the mainstream of med- 
icine; the career background of most physicians has not in- 
cluded that balanced concern with natural philosophy from 
which science and scientific medicine derive. This book ad- 
dresses itself to the natural philosopher who resides in many 
physicians. 

To Live and To Die coincides with the striking increase in in- 
terest in courses about death and dying, behavioral science is- 
sues, and the delivery of care in medical schools—the human di- 
mensions of human medicine—that are coming back into focus 
at this time. Dr. Williams has brought together an excellent in- 
troduction to issues that link science and humanism—ethical 
problems of organ transplantation, the-origin of life, genetic en- 
gineering, population growth, sexuality, marriage, responsi- 
bility, and the meaning of life. This book is a 300-page encyclo- 
pedia of gracefully expressed statements from renowned 
medical scholars about the interface of their specialty, whether 
it be surgery or psychiatry, with the human issue of the uses of 
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their knowledge. All the chapters are well written and some of 
their titles, e.g., "Body, Mind, and Soul,” “The Social and Psy- 
chiatric Aspects of Psychotropic Drug Use,” and “Equality and 
Inequality: Facts and Values," demonstrate how well the au- 
thors bridge the two cultures about which they write. 

Every medical school should have a course that encompasses 
these concepts, and all physicians, particularly psychiatrists, 
would profit from reading this book. Developed out of a set of 
lectures given at the University of Washington School of Medi- 
cine, St, Louis, Mo., the book is a tribute to both the editor and 
that medical school. It would be an excellent text for a medical 
school course on the scientific and philosophical underpinnings 
of medicine. Such courses may well develop as people again 
puzzle over the stark meanings of life experience at the same 
time that they attempt to understand and treat infections and 
neoplasias. 


SIDNEY WERKMAN, M.D. 
! Denver, Colo. 


Adolescent Psychiatry, vol. II: Developmental and Clinical Stud- 
les, edited by Sherman C. Feinstein, M.D., and Peter L. Giovac- 
chini, M.D. New York, N.Y., Basic Books, 1973, 446 pp., 
$15.00. 


This volume is the second of two collections of articles on 
adolescence by a variety of clinicians from the United States 
and from England, Argentina, and Israel. Their viewpoints are 
expressed in papers, some of which were originally published as 
long ago as 1964, and in reports of talks given at the First Pan- 
American Congress on Adolescent Psychiatry, held in Buenos 
Aires, Argentina, in January 1971. Most of the material 
presented restates and elaborates the concepts of Erikson, Blos, 
and Anna Freud and is written in a didactic style that causes in- 
terest to flag if the book is read at one sitting. Occasional at- 
tempts to define familiar terms in new language are less than 
helpful, e.g., Robert Shields's description of what to all intents 
and purposes is a classical Eriksonian psychosocial moratorium 
as ““mutative confusion." 

There are several outstanding chapters in this book, the most 
worthwhile being James Masterson's skillful condensation of 
his brilliant book on adolescent borderline states (1). His sub- 
sequent detailed description of therapy with an adolescent is ex- 
tremely clear and most instructive. 

Dana Farnsworth also gives a good analysis of factors basic 
to the recent youth revolt; the symposium on the adolescent sex- 
ual revolution, or evolution, as it is more accurately defined, has 
some excellent disquisitions. Derek Miller's chapter on drug 
abuse takes a reasoned and objective stand— conditioned, per- 
haps, by his British background. An example of his approach is 
the following statement: “The wish for the experience of drug 
intoxication in mid-adolescence is not necessarily pathological. 
It may represent an individual's wish to try out new feelings of 
self-control.” 

This book is interesting because of its successful presentation 
of the three best known but at times somewhat contradictory 
theories of the dynamics of adolescence (those of Erikson, Blos, 
and Anna Freud) in simple language and without prejudice. It 
will be a valuable book to use as a text or reference volume for 
individuals at all levels of psychological sophistication who are 
interested in the nature of the adolescent. 
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Psychological Assessment of Suicidal Risk, edited by Charles 
Neuringer, Ph.D. Springfield, Il, Charles C Thomas, 1974, 
229 pp., $11.75. 


The evaluation of death by suicide is a constantly recurring 
clinical problem for psychiatrists. This valuable book, edited by 
a leading authority in suicide research, addresses the issue head- 
on. In 11 chapters, 10 of which are original, the problems asso- 
ciated with such evaluation and the methods that have had 
varying degrees of success are detailed. 

The book describes research approaches to suicidal eval- 
uation. There is a fair amount of specific “psychological test" 
language and a somewhat sophisticated statistical approach 
that many psychiatrists will not completely fathom. This should 
not put off the interested reader, however, since the more tech- 
nical material is pleasantly “translated.” 

The book begins with a statement of some of the major prob- 
lems involved in producing valid instruments for the prediction 
of suicidal risks. The following chapters describe in detail the 
instruments used in the three main categories of predictive tools 
for suicide. They are psychological tests, both classical and new 
ones especially constructed for these evaluations; lethality 
scales; and survey researches of characteristics of suicidal indi- 
viduals. 

In terms of predictive value, psychological tests have been 
disappointing. However, the lethality scales and survey re- 
searches of suicidal characteristics have already demonstrated 
success and show promise of even greater effectiveness as more 
factors are evaluated. 

Dr. Neuringer feels that this situation may reflect an impor- 
tant theoretical concept in regard to suicide. Suicide may be 
properly understood as a way of reacting, just as anxiety is a 
way of reacting; as in anxiety, different people come to suicide 
by different pathways. Because they do not focus on a limited 
theory or number of theories but rather on any phenomena 
linked to suicide, the lethality scales and survey research may be 
better able to predict suicide. 

In summary, this book will be of interest to all who wish to 
understand the nature of suicide and some of the available ap- 
proaches and tools for predicting it. 


NORMAN TABACHNICK, M.D. 
Los Angeles, Calif. 


Living or Dying: Adaptation to Hemodialysis, edited by Nor- 
man B. Levy, M.D. Springfield, Ill., Charles C Thomas, 1974, 
140 pp., $10.75. 


Approximately 5,000 patients in the United States are cur- 
rently receiving hemodialysis for end-stage kidney disease. In 
addition, about 1 in 2 to about | in 4 patients who should re- 
ceive dialysis or renal transplant are dying for lack of treat- 
ment. It is estimated that when the technical means become 
more broadly available the number of patients on dialysis will 
rise to about 20,000. The emotional problems associated with 
this form of treatment are many and complex. and it is gener- 
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ally agreed that they will not necessarily diminish with time. 
There is some indicztion that as the technology of dialysis im- 
proves and as these patients are able to live longer, emotional 
complications may become even more apparent. 

Living or Dying therefore deals with a significant and timely 
subject that is likely to grow in importance. It is to be welcomed 
as a first effort at bringing together in book form knowledge 
that has been gathered over the past 10 years about the emo- 
tional aspects of the treatment of chronic renal patients. This 
slim but significant volume consists of seven chapters. The first 
and probably the most interesting gives a verbatim report of a 
panel discussion bv a group of experts, including Harry S. 
Abram, John P. Kemph, F. Patrick McKegney, Belding H. 
Scribner (the "father" of hemodialysis, 1960), and Norman B. 
Levy, the editor of the book. 

The other six chapters contain papers on various aspects of 
the dialysis problem; two of these were published previously. 
All are of good quality and offer a substantial amount of infor- 
mation about the dialysis patient and how he copes with his ill- 
ness and with the stresses and restrictions imposed upon him by 
his treatment. Frarz Reichsman and Norman Levy distinguish 
three separate stages of adaptation to maintenance hemo- 
dialysis—the honeymoon stage, disenchantment and dis- 
couragement, and long-term adaptation. They emphasize the 
fact that the problems of these patients center around the area 
of dependency. They conceptualize the patients’ response to the 
loss of basic physiologic functions in terms of Engel's views 
about helplessness and hopelessness, as part of the "giving up- 
given up" complex. 

Harry S. Abram discusses in a particularly empathic way the 
so-called uncooperative patient whose uncooperativeness 
cannot be undersiood apart from the often unconscious ex- 
pectations and biases of the staff, who wish the patient to sub- 
mit compliantly to the routine of dialysis on the one hand and 
expect that he will lead an independent and productive life and 
assume all the usual responsibilities of a healthy person on the 
other. Abram's chapter is enhanced by the perceptive observa- 
tions of a clinical psychologist receiving dialysis who comments 
further on the impact of staff attitudes, which are at times sub- 
tly nontherapeutc and even, on occasion, destructive, on 
patients. 

Marilyn T. Schultz, Melinda I. McVicar, and John P. Kemph 
review the predicament of the child who must receive dialysis. 
They observe, sensibly, that supportive psychotherapy and edu- 
cational activities may be provided most effectively when one 
person performs both of these functions. F. Gordon Foster, 
George L. Cohn, and F. Patrick McKegney evaluate a large 
number of physiologic, social, and psychologic factors thought 
to have a possible influence on length of survival. They conclude 
that the continued presence of one or more parents, member- 
ship in the Roman Catholic faith, low blood urea nitrogen 
(BUN), and marked indifference toward fellow dialysis patients 
influence surviva: favorably. These authors also observe that in 
the first stage of uremic encephalopathy, patients are often mis- 
diagnosed as-having a functional illness because of lack of obvi- 
ous delirium. 

A. Kaplan De-Nour and J.W. Czaczkes discuss the uncer- 
tainties in predicting future adjustment to chronic hemodialysis, 
the likelihood of successful rehabilitation, and the probability 
of psychiatric complications. A concluding paper by Norman 
Levy reports on a questionnaire study of the sexual adjustment 
of dialysis patients. Sexual problems are common among these 
patients; often they do not improve even though the patient's 
uremia responds favorably to dialysis. Men tend tc have more 
problems in this area than women. 

This book is a sampler rather than a treatise on dialysis and 
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the psychiatric issues surrounding it. The various aspects of 
dialysis are not approached systematically. For example, such 
topics as body image concerns, the fundamental psycho- 
dynamics of the patient-machine symbiosis, and the indications 
for transplantation in patients who have difficulty adapting to 
hemodialysis are hardly touched. The book is informative and 
easily read and therefore will be of considerable value to those 
who seek no more than a glimpse at some of the dimensions and 
problems of this rather specialized area. The expert in the field 
who is looking for a comprehensive review will probably wish 
for something more definitive and detailed. 

Living or Dying, particularly its introductory panel dis- 
cussion, successfully highlights the central issues of the dialysis 
experience—the need of the patient to adapt to complex and 
unabating stresses and the staffs need or, possibly, its wish to 
select for treatment those patients whose adaptation is most 
likely to be successful, which raises some very trying ethical 
questions. Attention is given to the relatively high incidence of 
suicide, both conscious and unconscious, among dialysis 
patients. Should a suicidal urge always be viewed and treated as 
a depressive symptom, or should it at times be accepted as a ra- 
tional response to a situation.that has become unbearable? 
Clearly no final answer is in sight and opinions will obviously 
vary. | believe in the pragmatic value of a clinical approach in 
contrast to a philosophical-existential one because the former 
may lead to the discovery of quite unexpected therapeutic po- 
tential. 


PIETRO CASTELNUOVO-TEDESCO, M.D. 
Torrance, Calif. 


Aging and Behavior,-by Jack Botwinick, Ph.D. New York, 
N.Y., Springer Publishing Co., 1973, 314 pp., $10.50. 


This is not a difficult book, but it is slightly confusing because 
one finds it difficult to determine to whom it is directed and to 
reconcile the title on the cover with the contents. The title page 
explains that the book is *A Comprehensive Integration of Re- 
search Findings” and therefore the cumbersomeness that fol- 
lows is understandable, since anything comprehensively in- 
tegrated is hardly capable of being crisply done. 

The author reports on various factors that affect behavior 
during the process of aging, including biological, environmen- 
tal, psychological, and sexual factors as well as some less dis- 
crete ideas such as "turning inward," “rigidity, simple and 
multidimensional," *'cautiousness," and “process sense infor- 
mation." Numerous contributions are cited or quoted in each of 
these areas. 

Unfortunately, the author's references are frequently from 
articles that are not current; the bibliography often lists other 
monographs whose sources of reference are even more remote. 
Some of the quotations also seem unwisely chosen and only fur- 
ther clarify the obvious. For example, Botwinick quotes the fol- 
lowing: 


. "There is no longer any doubt that cigarette smokers 
have a higher death rate than non-smokers. New biological 
studies help to explain how tobacco smoke damages the 
lungs, heart and other body tissues.” (So stated a lead-in 
abstract of an article in Scientific American by Hammond, 
1962.) 


This quote from an abstract hardly constituted a break- 
through, even in 1962. 
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Similarly, in relating an individual's longevity and survival to 
his mother’s age at the time of his birth, the author chooses as 
an example the short-lived, microscopic rotifer, which reaches 
adolescence on the second day of life, maturity on the third, be- 
comes involutional on the fifth, and expires on the seventh. In 
spite of the fact that the progeny of adolescent mother rotifers 
clearly live longer, some clinicians might find the relatedness to 
the human species strained. On the other hand, the author pro- 
vides an excellent discussion (refreshingly free of quotations) on 
growth rate and longevity and the proposition that animals use 
up about the same amount of energy per unit weight in a life- 
time whether they are long-lived or short-lived. The only crucial 
factor is the rate at which energy is consumed. 

As the dust jacket of this book states, it is valuable to the 
teacher conducting one of the growing numbers of "old age” 
courses and to their undergraduates; it is recommended to them 
and to those interested in a comprehensive although somewhat 
superficial survey of aging and behavior. 


JACKSON A, SMrrTH, M.D. 
Maywood, Ill. 


Behavior Disorders of Childhood and Adolescence, by Richard 
L. Jenkins, M.D. Springfield, Ill., Charles C Thomas, 1973, 132 
pp., $6.95. 


The title of this book is also a category in the second edition 
of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-II) (1). The author was a member of the 1967 APA 
Committee on Nomenclature and Statistics that produced 
DSM-II. It is evident that the various classifications of behav- 
ior disorders of childhood and adolescence are derived from Dr. 
Jenkins' persistent interest in the basic medical process of diag- 
nosing the ambiguous problems encountered in the behavior of 
young human beings. The content of this book deals with the 
nature of the problems of diagnosis and classification as well as 
the methods and studies from which the classifications were ob- 
tained. There are chapters that describe in detail the distinctive 
features of each classification (e.g., the overanxious reaction, 
the unsocialized aggressive reaction). Of the 48 bibliographic 
references, more than half are Dr. Jenkins’. 

The book is well written and there is a useful discussion of 
what human behavior is and what our concepts for describing it 
are. By and large the items discussed are the basis for the gen- 
eral, practical working view of most child psychiatrists. I be- 
lieve the book will be particularly useful to the people for whom 
it is written, ‘professional workers who deal with maladjusted 
and problem children—psychiatrists, pediatricians, family phy- 
sicians, psychologists, social workers, teachers in special educa- 
tion and others." It does permit some ordering of otherwise 
mysterious behavior and the classifications are, of course, faith- 
ful to the International Classification of Diseases (2). 

Dr. Jenkins’ description and discussion show that even this 
degree of order does not fully explain the problems. The book 
considers only the behavior disorders and DS M-II in general; it 
covers very little about the other problems encountered in chil- 
dren. Many child psychiatrists will find this unsatisfactory and 
insufficient. I think that many would find the proposed classifi- 
cation of psychopathological disorders of childhood by the 
Group for the Advancement of Psychiatry (3) more useful be- 
cause it encompasses many of the other syndromes encountered 
in child psychiatry and set forth in the psychiatric and child psy- 
chiatric literature. The classification proposed by GAP is based 
not only on the literature but also on the consensus derived 


from the experience of many child psychiatrists. Dr. Jenkins’ 
classification of behavior disorders is based on a statistical 
study of descriptive terms; it reveals a clustering of certain be- 
havior characteristics that permits him to distinguish the vari- 
ous groups. This is certainly a reasonable scientific approach. 

In any event, classification and diagnosis are still essential 
and necessary aims for rational therapy and systematic re- 
search in children’s problems. The efforts of Dr. Jenkins and of 
others are to be applauded. As a final note on the positive side, 
the book is very readable not only because it is well written but 
also because of the legibility of the typeface. 
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Child Psychiatry. Medical Outline Series, edited by John C. 
Duffy, M.D. Flushing, N.Y., Medical Examination Publishing 
Co., 1974, 183 pp., $10.00. 


In his introduction the editor of this book states that its pur- 
pose is to provide a brief, selective, and concise overview of the 
field of child psychiatry. He indicates that some topics are 
treated in depth while many other topics are missing. He as- 
sumes that the reader already has some knowledge of child psy- 
chiatry. 

The first chapter is a historical introduction covering the 
problems of children from the year 1600 to the present time. 
Chapter 2 deals with normal child development and^is well 
presented. Chapter 3 deals with problems of genetics. 

Other chapters deal with mental deficiency, general traits of 
human behavior, the examination of the child, theories of per- 
sonality development, and psychosomatic disorders. Chapters 
are also devoted to psychotic disorders and neuroses in child- 
hood. There is a lengthy chapter titled "Adolescent Psychiatry" 
in which the author devotes 28 pages to a review of the laws 
concerning marijuana use in each of the 50 United States. 

Although the book is less than 200 pages in length, the print 
is very small; consequently the book contains much more infor- 
mation than usually seen in one of this size. 

The last chapter goes into some detail about psychological 
testing and not only covers the tests that are known to most 
child psychiatrists but also describes briefly some of the lesser 
known tests such as the Guilford-Martin Temperament Profile, 
the Saslow Screening Test, and the Cornell Index. 

I believe the author has done what he promised to do in the 
introduction. However, his bibliography is very scanty consid- 
ering the many topics he mentions only briefly. Many promi- 
nent names in the field of child psychiatry in the last 40 years 
such as Fred Allen, Frank Robinson, George Gardner, and Hy- 
man Lippmann are not mentioned. However, I recommend the 
book for those working actively in the field of child psychiatry 
and allied disciplines. 


FRANK J. Curran, M.D. 
New York, N.Y. 
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Epidemiological Psychiatry, by Brian Cooper, M.D.. D.P.M., 
and H.G. Morgan, M.B., D.P.M. Springfield, Ill., Charles C 
Thomas, 1973, 200 pp., $12.50. 


This book was written as a text for psychiatrists and profes- 
sionals in related fields to review the scope and methods of 
epidemiology in the study of mental disorders. The arrange- 
ment and selection of material reflect the authors' view of epi- 
demiological psychiatry, which has evolved from collaboration 
and discussion with colleagues at the Institute of Psychiatry of 
the University of London and others. Dr. Michael Shepherd, in 
the foreword, describes it as “a first textbook” in the field. 

During the past two decades a considerable literature has ac- 
cumulated on the general principles, methods, and uses of 
epidemiology as well as on the epidemiology of noninfectious 
diseases and mental disorders. This volume presents the epi- 
demiological methods that are employed in the mental health 
field, with assessments of their usefulness and applicability. 

The subject is introduced by a brief historical account. This is 
followed by a chapter on problems of research methods that 
considers research strategy, case definition and criteria, case 
finding, case identification, and measurement of morbidity. The 
major part of the book is devoted to three uses of epidemiol- 
ogy—administrative, clinical, and scientific. Each of these is the 
focus of a separa:e chapter. Administrative uses of epidemiol- 
ogy for planning mental health services include determination 
of prevalence, service needs, and trends in psychiatric morbidity 
as well as evaluation of mental health services. Clinical appli- 
cations include investigating "epidemics" of mental distur- 
bances, completion of the clinical picture, diagnosis and classifi- 
cation, prognosis, and assessment of individual morbid risk. 
Scientific applications—the search for causes—involve identifi- 
cation of biological and social concomitants of psychiatric and 
physical illness as well as precipitating and predisposing factors. 
A final section on the impact of modern techniques touches on 
advances in clinical definition, psychometric tests of illness and 
deviance, uses of biological indices, measurement of environ- 
mental factors, data processing and analysis, and future pros- 
pects for research. 

It was not the zuthors' intent to cover epidemiologic research 
in any of the major psychiatric categories. Nevertheless, it is 
disappointing not to find even passing reference in the section 
on biochemical techniques to the active research on the bio- 
chemistry of depressive illness. This lack is surprising because 
this volume is part of the Living Chemistry series intended by 
the publisher to advance new knowledge in chemical medicine. 

The book seems to express contradictory views about the ap- 
plicability of some screening tests. For example, personality in- 
ventories and attitude scales are said to be inappropriate since 
they are not directly concerned with psychiatric disorder (p. 49). 
On the other hand, the book states that personality tests do 
have a part to play in epidemiologic research (p. 144) and that 
attitudes may be a direct expression of mental illness or person- 
ality disorder (p. 62). 

The book is extremely well written and provides numerous 
examples of studies from English-language publications in the 
mental health field to illustrate the methods, findings, and issues 
that are presented. The bibliography of 488 references contains 
citations of many additional articles germane to the subject. In 
the opinion of the authers, the field of operational and eval- 
uative services oilers the greatest scope for epidemiclogical psy- 
chiatry during tke next two decades. 

: CHARLOTTE SILVERMAN, M.D. 
Bethesda, Md. 
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Dealing with Deviants: The Treatment of Antisocial Behavior, 
by Stuart Whiteley, Dennie Briggs, and Merfyn Turner. New 
York, N.Y., Schocken Books, 1973, 239 pp., $8.50. 


Three fascinating and useful accounts of therapeutic pro- 
grams for men and women are given in this slim volume. Briggs 
describes the program for inmates at the California Correc- 
tional Facility at Chino; Whiteley describes a program that is 
an alternative to prison as well as for released inmates at the 
Henderson Hospital, London, England; and Turner describes a 
hostel for those just released from prison at the Norman House 
in London. Each of the three authors has in common an almost 
totally absorbing devotion to his program and the ingenuity, pa- 
tience, and professional skills to make the program work. Their 
voices and situations, however, are quite different, although 
Whiteley unsuccessfully tries to convince us of the similarity of 
the people they treat. Actually, the juxtaposition of these three 
programs makes the heterogeneity of prison populations clear 
and emphasizes the need for a variety of approaches to long- 
term rehabilitation. 

In a cluttered, cozily disarrayed style that seems to match the 
setting in which he works, Whiteley describes the processes and 
pains of growth in a therapeutic community treating men and 
women ex-felons. The Henderson Hospital was called Bel- 
mount Hospital when Maxwell Jones did his pioneering work 
there 20 years ago; it is a spiritual decendent of Foulkes’s work 
at Northfield Hospital in England during World War II. 

In an evangelical American style, Briggs describes the devel- 
opment and outcome of a therapeutic community in the Chino, 
Calif., prison. Most of his group, who were all men and volun- 
teers, were serving indeterminate sentences for felonies. 

In a quiet, matter-of-fact tone, Turner describes the devel- 
opment of a rather authoritarian hostel for recently discharged 
older male prisoners (passive, inadequate psychopaths who 
were often chronically depressed and schizoid). Many of his 
group had been imprisoned for vagrancy, begging, and petty 
thefts. 

Each of the accounts is valuable for the care the author gives 
to the exposition of the processes involved. It is all there—the 
successes, failures, mistakes, and inspired innovations. The 
three programs were and are successful—not totally but, given 
the individuals who came into them and the administrative 
strictures within which they worked, creditably. Turner's efforts 
appear initially to be the most successful, but the difficulties in 
maintaining that kind of success are critically and painfully dis- 
cussed and related to the difficulties in finding suitably skilled 
and devoted staff at the leadership level. 

All three programs demonstrate and rediscover some truths 
integral to the process of changing people, both for the changers 
and those changed. These are: 1) careful selection of partici- 
pants is related to successful outcome; 2) the relatively health- 
ier, more mature participants with less trauma and disruption 
in the earlier part of their lives have the best chances for success 
after discharge from the program; 3) groups (communities) go 
through a series of phases and crises that can be assets or obsta- 
cles for promoting growth and change in their individual mem- 
bers; 4) strong and devoted leadership is related to successful 
community functioning (Turner deals with this idea with the 
least ambivalence, Whiteley turns away from it, and Briggs, 
whose polemics tend to obscure his thinking about this subject, 
can comfortably use the Maoist approach of deliberately creat- 
ing crises that re-evoke the proper revolutionary spirit of the 
participants); and 5) people do make use of properly structured 
groups to reinstitute growth processes that have been arrested, 
and such changes result in role shifts and role blurring within 
the groups. 
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Each of the accounts includes encouraging data on follow-up, 
but the handling of the data did not receive the same careful at- 
tention as did the narrative reports. The authors deserve better 
than they received from their publishers, whose design and type- 
face leave much to be desired. 


NATHAN M. Simon, M.D. 
St. Louis, Mo. 


Alcohol and Your Health, by Louise Bailey Burgess. Los Ange- 
les, Calif., Charles Publishing Co., 1973, 243 pp., $12.50. 


This book is intended to be an informational source and edu- 
cational dissertation regarding the serious problems created by 
the drug alcohol. It is written primarily for the layman, student, 
or sociologist concerned with the damaging effects of alcohol on 
society and on the individual. 

The first half of this book is a popularly written treatise con- 
taining many quotes and statistics about such subjects as the 
properties and effects of alcohol, alcoholism as a disease, the 
danger of the drunken driver, youth and alcohol, the military 
and alcoholism, the propaganda of the licensed beverage indus- 
try, medical and scientific aspects of alcoholism, the cost of al- 
coholism to society, prohibition, and public laws regarding al- 
coholism. 

The author stresses the advantages of voluntary abstinence as 
a preventive measure. She intimates that if young people never 
started to drink there would be no alcoholism. 

The second half of the book contains appendices listing na- 
tional and local organizations dealing with alcohol problems. 
There is a copy of Public Law 91-616, a federal program for the 
prevention and treatment of alcoholism, a copy of the First 
Special Report to the U.S. Congress on Alcohol and Health of 
the U.S. Department of Health, Education, and Welfare, and 
excerpts from the Second Report of the National Commission 
on Marijuana and Drug Abuse. 

Senator Frank Moss, cosponsor of Public Law 91-616 and 
writer of the foreword for this book, states that if the informa- 
tion in this volume were more widely understood the battle 
against the use and/or misuse of alcohol could be won. 


FREDERICK LEMERE, M.D. 
Seattle, Wash. 


The Process of Psychotherapy: Empirical Foundations and Sys- 
tems of Analysis, by Donald J. Kiesler, Ph.D: Chicago, Il., Al- 
dine Publishing Co., 1973, 449 pp., $15.00. 


The author of this book takes his readers by the hand and 
guides them carefully through the jumbled maze of literature 
dealing with attempts to analyze the psychotherapy process. As 
Hans Strupp notes in the foreword, “Since there is no general 
agreement in psychotherapy about the nature of the process or 
its essential ingredients, systems of content analysis tend to be 
more or less idiosyncratic to the content analyst’s predilec- 
tions.” In consequence, few systems are used by any but their 
originators, and in general the field seems to have no more con- 
crete a morphology than has its subject matter. 

Professor Kiesler’s work is a refreshingly direct and straight- 
forward attack on the problem. He spells out what process re- 
search is—the assessment of therapy interview behaviors—and 
then places it within the framework of communications theory, 
viewing patient-therapist behaviors as examples of human dy- 
adic communication in an interpersonal framework. He dis- 


cusses the basic methodological issues in process research as a 
way of setting the stage for a description of the different sys- 
tems of analysis that have been developed to date. 

The remainder of the book describes both indirect measures 
and systems for direct assessment of the psychotherapy process. 
Seventeen major and eight minor systems of direct assessment 
are described in detail. The pattern of description is the same 
for each, so the reader can easily compare the systems in terms 
of the identified measurements. Among the latter are a ratio- 
nale for development of the system; method of scoring; the 
kinds of data that are scored and the form in which they are 
presented, such as recordings of live sessions that are presented 
to the judges as typewritten transcripts; definition of the scoring 
unit, e.g., a sentence, a 10-minute segment, or a patient-thera- 
pist interaction; type of sampling; and training of judges. By us- 
ing extensive quotations, the author lets the investigators’ pub- 
lished reports speak for themselves. When there are 
inconsistencies or uncertainties, however, he points them out 
and suggests what kind of additional study might be valuable. 

Perhaps of greatest value in this book to the researcher is the 
appendix, which presents in tabular form the measures used by 
each of the different systems of direct analysis. Anyone who 
wishes to investigate the psychotherapy process thus has within 
easy reach a summary listing of all the concrete measures that 
have already been developed by other workers. The volume can 
be recommended as a reference work that fulfills its author’s in- 
tent: “to spotlight important issues of process research and si- 
multaneously to review, in one place and according to a stan- 
dard format, the process systems available to date" (p. xx). 


ROBERT J. CAMPBELL, M.D. 
Katonah, N.Y. 


Psychopathology and Psychopharmacology: Proceedings of the 
Sixty-Second Annual Meeting of the American Psycho- 
pathological Association, New York City, March 1972, edited 
by Jonathan O. Cole, Alfred M. Freedman, and Arnold J. 
Friedhoff. Baltimore, Md., Johns Hopkins University Press, 
1973, 288 pp., $15.00. 


This excellent volume contains the proceedings of the 62nd 
annual meeting of the American Psychopathological Associa- 
tion, held in New York City in March 1972. The theme unifying 
the various papers is the contribution of psychopharmacology 
to describing and elucidating the etiology of psychopathologic 
entities. I was intrigued by several of the presentations at the 
meeting and welcomed the opportunity to study them at leisure. 

The book is divided into four parts. The first, titled Drug 
Models of Schizophrenia, contains reviews of the psychoses 
produced by LSD, anticholinergic agents, phencyclidine, am- 
phetamine, and cannabis. Fritz A. Freyhan’s Hoch Award Lec- 
ture describes a model psychosis that is not drug induced—the 
psychosis often seen after cardiac surgery. There is a particu- 
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larly interesting paper on eliciting psychotic symptoms with in- 
travenous methylphenidate that raises possibilities for a tech- 
nique in the differential diagnosis of the psychoses. The total 
impact of the papers on model psychoses is to cause the reader 
to reflect on the basic concept of psychosis as one common 
pathway of psychopathologic expression. The book has impor- 
tance to the clinician as well as to the researcher. 

The second part of the book is titled Drugs and Psycho- 
pathology: Clinical Research Overviews. Donald Klein pro- 
poses major revisions in DSM-H (1) on the basis of syndromal 
identification according to drug response. His ideas on the pho- 
bic-anxious patient, the emotionally unstable patient with a 
character disorder, and the hysteroid dysphoric are challenging 
and worth studying. Solomon C. Goldberg discusses his find- 
ings on the implication of drug responses in understanding the 
schizophrenias. Klerman, Paykel, and Prusoff contribute a pa- 
per titled “Antidepressant Drugs and Clinical Psycho- 
pathology" that describes the determinants of drug-prescribing 
practices in various clinical settings. 

Drugs and Psychopathology: Clinical and Basic Research is 
the title of the third part of this volume. Wing and colleagues 
review their experience in Britain in "Preventive Treatment of 
Schizophrenia." The theoretical discussion brings out the 
strong points of British psychiatry in handling both the problem 
of diagnosis and the social-biological interactions in schizo- 
phrenia. Paykel and associates present a preliminary report of a 
collaborative outpatient trial of amitriptyline and psychother- 
apy in maintenance treatment of depression. This paper is 
unique in being able to show the effects of both antidepressants 
and psychotherapy, especially on social adjustment measures. 
Lehmann, Ban, and Ananth review the problem of nicotinic 
acid and the transmethylation hypothesis. They report that 
there is now sufficient evidence to suggest that there is no thera- 
peutic effect of up to 3000 mg. of nicotinic acid a day in unse- 
lected schizophrenic patients. A paper by Joseph J. Schildkraut 
presents a review and some new findings on catecholamine me- 
tabolism that may help in the classification of affective dis- 
orders. Mandell and his group discuss the necessity of basing re- 
search not only on a possible pathogenic agent for a mental 
disorder but also on disturbances of synaptic adaptation. The 
evolution of biological psychiatric research from the search for 
the "schizococcus" to a synaptic systems theory parallels other 
research areas. 

Part 4 of this volume is Alfred M. Freedman's Hamilton 
Award Lecture, "Drugs and Society: An Ecological Ap- 
proach," an extremely erudite and well-written reflection on the 
problem. The whole book is excellent and presents pertinent re- 
views by recognized authorities on a unified topic. 
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chological Association's Manpower and Education Project, 947, Aug 

Brown R: Psycholinguistics: Selected Papers (1970), 1056, Sept 

Bruch H: Eating Disorders: Obesity, Anorexia Nervosa, and the Person 
Within, 334, March . 

Bullard DM (ed): Psychoanalysis and Psychotherapy: Selected Papers 
of Frieda Fromm-Reichmann, 1156, Oct 

Burch C: Stranger in the Family: A Guide to Living with the Emotion- 
ally Disturbed, 476-477, April 

Burgess AC, Lazare A: Psychiatric Nursing in the Hospital and the 
Community, 1310, Nov 

Burgess LB: Alcohol and Your Health, 1430, Dec 

Busse EW, Pfeiffer E (eds)? Mental Illness in Later Life, 728, June 

Butler RN, Lewis MI: Aging & Mental Health: Positive Psychological 
Approaches, 728-729, June 


Cain AC (ed): Survivors of Suicide, 1167-1168, Oct 

Campbell HJ: The Pleasure Areas: A New Theory of Behavior, 1166- 
1167, Oct 

Cancro R (ed): Annual Review of the Schizophrenic Syndrome, vol 2: 
1972, 1165, Oct 

Caplan RB and others: Helping the Helpers to Help: Mental Health 
Consultation to Aid Clergymen in Pastoral Work, 1310, Nov 

Chertok L, de-‘Saussure R: Naissance du Psychanalyste: De Mesmer à 
Freud, 1171, Oct 

Chesler P: Women and Madness, 936-937, Aug 

Chess S, Thomas A (eds): Annual Progress in Child Psychiatry and 
Child Development, 1973, 1160, Oct 

Chicago Institute for Psychoanalysis (ed): The Annual of Psychoanaly- 
sis, vol 1, 1158, Oct 

Chu FD, Trotter S: The Madness Establishment: Ralph Nader's Study 
Group Report on the National Institute of Mental Health, 1416- 
1417, Dec 

Ciba Foundation: Physiology, Emotion & Psychosomatic Illness. Ciba 
Foundation Symposium 8 (new series), 614-615, May 

Cole JO, Freedman AM, Friedhoff AF (eds): Psychopathology and 
Psychopharmacology: Proceedings of the Sixty-Second Annual 
Meeting of the American Psychopathological Association, 1431, 
Dec 

Coleman JC, Hammen CL: Contemporary Psychology and Effective 
Behavior, 1163-1164, Oct 

Conolly J: Treatment of the Insane Without Mechanical Restraints (re- 
print), 946, Aug 

Cooper B, Morgan HG: Epidemiological Psychiatry, 1429, Dec 

Copel SL (ed): Behavior Pathology of Childhood and Adolescence, 
939-940, Aug — 

Costa E, Gessa GL, Sandler M (eds): Serotonin—New Vistas: Histo- 
chemistry and Pharmacology. Advances in Biochemical Psycho- 
pharmacology, vol 10, and Serotonin—New Vistas: Biochemistry 
and Behavioral and Clinical Studies. Advances in Biochemical Psy- 
chopharmacology, vol 11, 1299, Nov 

Cumings JN (ed) Background to Migraine. Fifth Migraine Sympo- 
sium, 1972, 1067, Sept 

Curran D, Partridge M, Storey P: Psychological Medicine: An In- 
troduction to Psychiatry, 7th ed, 340, March 


Danto BL (ed): Jail House Blues: Studies of Suicidal Behavior in Jail 
and Prison, 1311-1312, Nov 

David HP (ed): Child Mental Health in International Perspective. Re- 
port of the Joint Commission on Mental Health. of Children, 1064- 
1065, Sept 

Davis DR: An Introduction to Psychopathology, 3rd ed, 1302, Nov 


SUBJECT INDEX 


Dawidoff DJ: The Malpractice of Psychiatrists, 1053, Sept 

Dealing with Drug Abuse: A Report to the Ford Foundation, 943-944, 
Au 

Dean SR (ed); Schizophrenia: The First Ten Dean Award Lectures, 
1168, Oct 

Department of Philosophy of Medicine and Science, Institute of His- 
tory of Medicine and Medical Research (New Delhi): Philosophy of 
Medicine and Science: Problems and Perspectives, 940, Aug 

Deutsch H: Confrontations with Myself: An Epilogue, 233-234, Feb 

Deutsch M: The Resolution of Conflict: Constructive and Destructive 
Processes, 1302, Nov 

De Vos GA: Socialization for Achievement: Essays on the Cultural 
Psychology of the Japanese, 1065-1066, Sept 

Diamond S (ed): The Roots of Psychology: A Sourcebook in the His- 
tory of Ideas, 1293-1294, Nov 

Diethelm O: Medical Dissertations of Psychiatric Interest (printed be- 
fore 1750), 734-735, June 

DiMascio A, Shader RI (eds): Butyrophenones in Psychiatry, 337-338, 
March 

Drug Abuse in America: Problem in Perspective. The Technical Papers 
of the Second Report of the National Commission on Marihuana 
and Drug Abuse. Appendix, 4 vols. Vol I: Patterns and Consequences 
of Drug Use; vol II: Social Responses to Drug Use; vol III: The Le- 
gal System and Drug Control; vol IV: Treatment and Rehabilitation, 
415, April 

Duffy JC (ed): Child Psychiatry. Medical Outline Series, 1429, Dec 


Edinger EF: Ego and Archetype: Individuation and the Religious Func- 
tion of the Psyche, 1425-1426, Dec 

Eissler RS, Freud A, Kris M, Solnit AJ (eds) The Psychoanalytic 
Study of the Chi-d, vol 27, 946, Aug 

Eitinger L, Strøm A: Mortality and Morbidity After Excessive Stress: 
A Follow-Up Investigation of Norwegian Concentration Camp Sur- 
vivors, 1293, Nov 

Ekstein R, Wallerstein RS: The Teaching and Learning of Psychother- 
apy, rev ed, 1059, Sept 

Enelow AJ, Swisher SN: Interviewing and Patient Care, 1060, Sept 

Erikson EH: Dimensions of a New Identity: The 1973 Jefferson Lec- 
tures in the Humanities, 1158-1159, Oct 


Feinstein SC, Giovacchini PL (eds): Adolescent Psychiatry, vol II: De- 
velopmental and Clinical Studies, 1426-1427, Dec 

Fine R: The Development of Freud's Thought, 1054-1055. Sept 

Fitzgerald RV: Conjoint Marital Therapy, 1167, Oct 

Foley AR (ed): Challenge to Community Psychiatry: A Dialogue Be- 
tween Two Faculties, 1309, Nov 

Friedenberg EZ: RD Laing, 1048-1049, Sept 


Gardner RA: Understanding Children, 1298, Nov 

Garfield SL: Clinizal Psychology: The Study of Personality and Behav- 
ior, 1301-1302, Nov 

Gedo JE, Goldberg A: Models of the Mind: A Psychoanalytic Theory, 
1298-1299, Nov 

Gershon S, Shopsin B (eds): Lithium: Its Role in Psychiatric Research 
and Treatment, 937, Aug 

Gillis L, Egert S: The Psychiatric Outpatient: Clinical and Organiza- 
tional Aspects, 1308, Nov 

Giovacchini PL (ed): Tactics and Techniques in Psychoanalytic Ther- 
apy, 1061-1062, Sept 

Glasscote RM, Fishman ME: Mental Health on the Campus: A Field 
Study, 1301, Nov T 

Glueck S, Glueck E (eds): Identification of Predelinquerts: Validation 
Studies and Some Suggested Uses of Glueck Table, 1155-1166, Oct 

Golann SE, Eisdorfer C (eds) Handbook of Community Menial 
Health, 235-236, Feb 

Goldberg IK, Malitz S, Kutscher AH (eds): Psychopharmacological 
Agents for the Terminally lll and Bereaved, 838, July 

Goldman GD, Stricker G (compilers and eds): Practical Problems of a 
Private Psychotherapy Practice, 234-235, Feb 

Gottesmar II, Shields J: Schizophrenia and Genetics: A Twin Study 
Vantage Point, 1299-1300, Nov 

Gould R: Child Studies Through Fantasy: Cognitive-A fective Patterns 
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in Development, 1425, Dec 

Grinspoon L, Ewalt JR, Shader RI: Schizophrenia: Pharmacotherapy 
and Psychotherapy, 941-942, Aug 

Grotjahn M: The Voice of the Symbol, 335, March 

Group for the Advancement of Psychiatry: Crisis in Child Mental 
Health: A Critical Assessment. Report 82, 736—737, June 

Group for the Advancement of Psychiatry: The Right To Die: Decision 
and Decision Makers. Symposium No 12, 1055, Sept 

Group for the Advancement of Psychiatry Committee on Psychiatry 
and Law: Misuse of Psychiatry in the Criminal Courts: Competency 
to Stand Trial. Report 89, 1419-1420, Dec 

Group for the Advancement of Psychiatry Committee on Public Edu- 
cation. The Joys and Sorrows of Parenthood. Report 84, 1064, Sept 

Gunzburg HC: Social Competence and Mental Handicap: An In- 
troduction to Social Education, 2nd ed, 1303, Nov 


Hällström T: Mental Disorder and Sexuality in the Climacteric, 1421- 
1422, Dec 

Hammer M (ed): The Theory and Practice of Psychotherapy with Spe- 
cific Disorders, 1061, Sept 

Hammer M, Salzinger K, Sutton S (eds): Psychopathology: Contribu- 
tions from the Social, Behavioral, and Biological Sciences, 1295, Nov 

Harms E (ed): Drugs and Youth: The Challenge of Today, 732-733, 
June 

Hartmann EL: The Functions of Sleep, 1162-1163, Oct 

Havens LL: Approaches to the Mind, 109, Jan 

Hayt E, Hayt LR, Groeschel AH: Law of Hospital, Physician and 
Patient, 3rd ed, 1049-1050, Sept 

Henry WE, Sims JH, Spray SL: Public and Private Lives of Psycho- 
therapists, 1300-1301, Nov 

Hillman J: The Myth of Analysis: Three Essays in Archetypal Psychol- 
ogy, 613-614, May 

Hine FR, Pfeiffer E, Maddox GL, Hein PL, Friedel RO: Behavioral 
Science: A Selective View, 1169-1170, Oct 

Hollister LE: Clinical Use of Psychotherapeutic Drugs, 234, Feb 

Holt RR, Peterfreund E (eds): Psychoanalysis and Contemporary Sci- 
ence: An Annual of Integrative and Interdisciplinary Studies, vol I, 
615, May 

Honig AM: The Awakening Nightmare: A Breakthrough in Treating 
the Mentally Ill, 1308-1309, Nov 

Hutt SJ, Hutt C (eds): Early Human Development, 1166, Oct 


Izard CE: The Face of Emotion, 737, June 


Jenkins RL: Behavior Disorders of Childhood and Adolescence, 1428- 
1429, Dec 


Kahn AJ, Kamerman SB, McGowan BG: Child Advocacy: Report of a 
National Baseline Study, 835-836, July 

Kando T: Sex Change: The Achievement of Gender Identity Among 
Feminized Transsexuals, 1159, Oct 

Kanner L: Childhood Psychosis: Initial Studies and New Insights, 611, 
May 

Kaplan SR, Roman M: The Organization and Delivery of Mental 
Health Services in the Ghetto: The Lincoln Hospital Experience, 
1416, Dec 

Keup W: Drug Abuse: Current Concepts and Research, 615, May 

Keyes R: We, The Lonely People, 475, April 

Kiesler DJ: The Process of Psychotherapy: Empirical Foundations and 
Systems of Analysis, 1430-1431, Dec i 

Kiev A: Transcultural Psychiatry, 1056-1057, Sept 


Langs R: The Technique of Psychoanalytic Psychotherapy, vol 1, 1054, 
Sept 

Lerner B: Therapy in the Ghetto: Political Impotence and Personal Dis- 
integration, 1052-1053, Sept - 

LeShan L: The Medium, the Mystic, and the Physicist: Toward a Gen- 
eral Theory of the Paranormal, 1422-1423; Dec 

Lester D, Brockopp GW (eds): Crisis Intervention and Counseling by 
Telephone, 1060-1061, Sept 

Levenson EA: The Fallacy of Understanding: An Inquiry into the 
Changing Structure of Psychoanalysis, 112, Jan j 
Levin M: The Obsession, 938-939, Aug 
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Levy L, Rowitz L: The Ecology of Mental Disorder, 1066, Sept 

Levy NB (ed): Living or Dying: Adaptation to Hemodialysis, 1427- 
1428, Dec 

Levy RI: Tahitians: Mind and Experience in the Society Islands, 1296, 
Nov 

Lidz T: The Origin and Treatment of Schizophrenic Disorders, 1161, 
Oct 

Liebert RM, Neale JM, Davidson ES: The Early Window: Effects of 
Television on Children and Youth, 618, May 

Lifton RJ: Home from the War; Vietnam Veterans: Neither Victims 
Nor Executioners, 1048, Sept 

Lindon JA (ed): The Psychoanalytic Forum, vol 4, 1312, Nov 

Lipowski ZJ (ed): Advances in Psychosomatic Medicine, vol 8: Psycho- 
social Aspects of Physical [iness, 729-730, June 

Little NF: Early Years of the McLean Hospital, 478-479, April 

Love HD: The Mentally Retarded Child and His Family, 1303, Nov 

Lyle WH Jr, Horner TW (eds): Behavioral Science and Modern Penol- 
ogy: A Book of Readings, 943, Aug 


Macdonald JM: Indecent Exposure, 340, March 

Mann J: Time-Limited Psychotherapy, 1169, Oct 

Marcus IM (ed): Currents in Psychoanalysis, 110-111, Jan 

Margolis PM: Patient Power: The Developntent of a Therapeutic Com- 
munity in a Psychiatric Unit of a General Hospital, 1423-1424, Dec 

Marks IM, Bergin AE, Lang PJ, Matarazzo JD, Patterson GR, Strupp 
HH (eds): Psychotherapy and Behavior Change: 1972, 111, Jan 

Marmor J: Psychiatry in Transition: Selected Papers, 936, Aug 

Masserman JH: Theory and Therapy in Dynamic Psychiatry, 1057, 
Sept 

Masserman JH, Schwab JJ (eds): Man for Humanity: On Concordance 
vs Discord in Human Behavior, 112-113, Jan 

Masserman JH, Schwab JJ: The Psychiatric Examination. Serial 
Handbook of Modern Psychiatry, vol 1, 1422, Dec 

Meehl PE: Psychodiagnosis: Selected Papers, 732, June | 

Melzack R: The Puzzle of Pain, 1157-1158, Oct 

Meyer RE: Guide to Drug Rehabilitation: A Public Health Approach, 
1310-1311, Nov 

Mikuriya TH (ed): Marijuana: Medical Papers, 1839-1972, 1049, Sept 

Miller JB (ed): Psychoanalysis and Women, 109-110, Jan 

Miller SC (ed): Clinician and Therapist: Selected Papers of Robert P 
Knight, 612-613, May 

Misiak H, Sexton VS: Phenomenological, Existential, and Humanistic 
Psychologies: A Historical Survey, 618, May 

Money J, Ehrhardt AA: Man & Woman, Boy & Girl: The Differ- 
entiation and Dimorphism of Gender Identity from Conception to 
Maturity, 333, March 

Murray RF Jr, Rosser PL (eds): The Genetic, Metabolic, and Devel- 
opmental Aspects of Mental Retardation, 611-612, May 


Neuringer C (ed): Psychological Assessment of Suicidal Risk, 1427, 
Dec 

Niskanen P, Achté KA: The Course and Prognosis of Schizophrenic 
Psychoses in Helsinki: A Comparative Study of First Admissions in 
1950, 1960 and 1965, 1169, Oct 

Normal and Pathological Responses to Bereavement. Papers by John 
Ellard, Vamik Volkan, Norman L Paul, et al, 1425, Dec 

Novello JR (ed): A Practical Handbook of Psychiatry, 1415-1416, Dec 


Oremland EK, Oremland JD (eds): The Effects of Hospitalization on 
Children: Models for Their Care, 1065, Sept 

Osmond H, with Osmundsen JA, Agel J: Understanding Understand- 
ing, 1059-1060, Sept 

Ostow M (ed): Sexual Deviation: Psychoanalytic Insights, 1058-1059, 
Sept 


Palmer S: The Prevention of Crime, 1166, Oct 

Paul IH: Letters to Simon: On the Conduct of Psychotherapy, 733, 
June 

Perls F: The Gestalt Approach & Eye Witness to Therapy, 731-732, 
June 

Pfeiffer E (ed): Alternatives to Institutional Care for Older Americans: 
Practice and Planning. A Conference Report, 618, May 

Piaget J: The Child and Reality: Problems of Genetic Psychology, 1050, 


Sept " 
Pincus JH, Tucker GJ: Behavioral Neurology, 1421, Dec 
Prange AJ Jr (ed): The Thyroid Axis, Drugs, and Behavior, 1307, Nov 
Pratt JG: ESP Research Today: A Study of Developments in Para- 
psychology Since 1960, 1062-1063, Sept 
Pribram KH: Languages of the Brain, 478, April 


Rahmani L: Soviet Psychology: Philosophical, Theoretical, and Experi- 
mental Issues, 339, March 

Read H, Fordham M, Adler G, McGuire W (eds) (tr by L Stein, D Riv- 
iere): The Collected Works of CG Jung, vol 2: Experimental Re- 
searches, Bollingen Series XX, 1057-1058, Sept 

Reichsman F (ed): Advances in Psychosomatic Medicine, vol 7: Hunger 
and Satiety in Health and Disease, 613, May 

Resnik HLP, Wolfgang ME (eds): Treatment of the Sex Offender. In- 
ternational Psychiatry Clinics, vol 8, no 4, 1063-1064, Sept 

Retterstól N; Long-Term Prognosis after Attempted Suicide: A Per- 
sonal Follow-up Examination, 477-478, April 

Roebuck JB, Kessler RG: The Etiology of Alcoholism: Constitutional, 
Psychological and Sociological Approaches, 336, March 

Rollins N: Child Psychiatry in the Soviet Union: Preliminary Observa- 
tions, 618-619, May 

Rubenstein BB (ed): Psyclioanalysis and Contemporary Science: An 
Annual of integrative and Interdisciplinary Studies, vol H, 1161- 
1162, Oct 

Ruesch J, Kees W: Nonverbal Communication: Notes on the Visual 
Perception of Human Relations, 1420-1421, Dec 

Ruitenbeek HM (ed): The Analytic Situation: How Patient and Thera- 
pist Communicate, 837, July 


Saghir MT, Robins E: Male and Female Homosexuality: A Compre- 
hensive Investigation, 733-734, June 

Scheflen AE: Communicational Structure: Analysis of a Psychotherapy 
Transaction, 476, April 

Schildkrout MS, Shenker IR, Sonnenblick M: Human Figure Draw- 
ings in Adolescence, 1304, Nov 

Schoenberg B, Carr AC, Peretz D, Kutscher AH (eds): Psychosocial 
Aspects of Terminal Care, 339, March 

Schoolar JC (ed): Current Issues in Adolescent Psychiatry, 619, May 

Schreiber FR: Sybil, 942-943, Aug 

Schultes RE, Hofmann A: The Botany and Chemistry of Hallucino- 
gens, 336-337, March 

Scott EM: The Adolescent Gap: Research Findings on Drug Using and 
Non-Drug Using Teens, 110, Jan 

Scott JP, Senay EC (eds): Separation and Depression: Clinical and 
Research Aspects, 1417-1418, Dec 

Segal H: Introduction to the Work of Melanie Klein, 2nd ed, 1420, 
Dec 

Seidenberg R: Corporate Wives—Corporate Casualties? 1423, Dec 

Shainberg D: The Transforming Self: New Dimensions in Psycho- 
analytic Process, 837-838, July 

Shneidman ES: Deaths of Man, 938, Aug 

Siegel RE: Galen on Psychology, Psychopathology, and Function and 
Diseases of the Nervous System, 1307, Nov 

Slater O, Cowie V: The Genetics of Mental Disorders, 735-736, June 

Snyder SH: Madness and the Brain, 1162, Oct 

Sobey F: The Nonprofessional Revolution in Mental Health, 340—341, 
March 


Specter GA, Claiborn WL (eds): Crisis Intervention, vol 2, 1420, Dec 
Speer F (ed): Allergy of the Nervous System, 617, May 


Spiegel EA (ed): Progress in Neurology and Psychiatry: An Annual Re- 
view, vol XXVII, 1058, Sept 


Spiegel EA (ed): Progress in Neurology and Psychiatry: An Annual 
Review, vol XXVIII, 1171, Oct 


Spiegel J (ed by J Papajohn): Transactions: The Interplay Between In- 
dividual, Family, and Society, 234, Feb 


Stogdill RM: Handbook of Leadership: A Survey of Theory and Re- 
search, 1167, Oct 


Stoller RJ: Splitting: A Case of Female Masculinity. 734, June 


Sullivan HS: Personal Psychopathology: Early Formulations, 834-835, 
July 


SUBJECT INDEX 


Swadron BB, Sullivan DR (revisers and eds): The Law and Mental Dis- 
order, 940-941, Aug 

Swensen WM, Pearson JS, Osborne D: An MMPI Source Book, 947, 
Aug 

Szasz T: The Second Sin, 337, March 

Szurek SA, Berlin IN (eds): Clinical Studies in Childhood Psychoses, 
1170-1171, Oct 


Tan LT, Tan MY-C, Veith I: Acupuncture Therapy: Current Chinese 
Practice, 1303-1304, Nov 

Task Force Report 5: Behavior Therapy in Psychiatry, 1306, Nov 

Task Force Report 6: The Present and Future Importance of Patterns 
of Private Psychiatric Practice in the Delivery of Menial Health 
Services, 1306, Nov 

Toffler A: Learning for Tomorrow: The Role of the Future in Educa- 
tion, 1051, Sept 

Torrey EF (ed): Ethical Issues in Medicine: The Role of the Physician 
in Today's Society, 737—738, June 

Tulipan AB, Cutting AR (eds): The Outpatient Patient: Consumer and 
Client, 1066, Sept 


Ulanov AB: The Ferninine in Jungian Psychology and in Christian The- 
ology, 945-946, Aug 

Usdin G (ed): Psychiatry: Education and Image, 612, May 

Usdin G (ed): Sleep Research and Clinical Practice, 1168-1169, Oct 


Wahlroos S: Family Communication: A Guide to Emotional Health, 
1296-1297, Nov 

Waldenstróm J, Larsson T, Ljungstedt N (eds): Suicide and Attempted 
Suicide, 834, July 

Walker N, McCabe S: Crime and Insanity in England, vol 2: New Solu- 
tions and New Prablems, 836, July 

Wechsler JA: In a Darkness, 730-731, June 

Westin AF, Baker MA: Databanks in a Free Society: Computers, 
Record-Keeping and Privacy, 1297-1298, Nov 


* Wheatley D: Psychopharmacology in Medical Practice, 1169-1161, Oct 


Wheelis A: The Moralist, 1050, Sept 

White NF (ed): Ethology and Psychiatry, 1156-1157, Oct 

Whiteley S, Briggs D, Turner M: Dealing with Deviants: The Treat- 
ment of Antisocizl Behavior, 1430, Dec 

Williams RH (ed): To Live and To Die: When, Why, and How, 1426. 
Dec 

Wing JK, Hailey AM (eds): Evaluating a Community Psychiatric Serv- 
ice: The Camberwell Register, 1964-71, 335-336, March 

Winslow RW (ed): The Emergence of Deviant Minorities: Social Prob- 
lems and Social Change, 338, March 

Witenberg EG (ed): Interpersonal Explorations in Psychoanalysis: New 
Directions in Theory and Practice, 1066, Sept 

The Writings of Anna Freud, vol III: Infants Without Families: Re- 
ports on the Hampstead Nurseries 1939-1945, 1055-1056, Sept 

The Writings of Anna Freud, vol VII: Problems of Psychoanalytic 
Training, Diagnosis, and the Techniques of Therapy, 1966-1970, 476, 
April 

Wyrwicka W: The Mechanisms of Conditioned Behavior, $41, Aug 

Wyschogrod E (ed): The Phenomenon of Death: Faces of Mortality, 
1164-1165, Oct 


Yaker H, Osmond H, Cheek F (eds): The Future of Time: Man’s Tem- 
poral Environment, 944, Aug 

Youth: Transition to Adulthood. Report of the Panel on Youth of tke 
President’s Science Advisory Committee, 1294, Nov 

Zubin J, Freyhan FA (eds): Disorders of Mood, 616-617, May 

Zuk GH: Family Therapy: A Triadic-Based Approach, 1305-1305, 
Nov 


CAFFEINE 


Alternating caffeine and stimulants (ltr to ed), I Fras, 228-229, Feb 
Anxiety or caffeinism: a diagnostic dilemma, JF Greden, 1089-1092, 
Oct 
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CAPGRAS SYNDROME 


The Capgras syndrome (Itr to ed), SE Blum, 1292, Nov 
The Capgras syndrome and its psychopathology, BF Vogel, 922-924, 
Aug 


CEREBRAL ELECTROTHERAPY 


Research on cerebral electrotherapy (electrosleep): some suggestions, 
BL Frankei, 95-98, Jan 


CHILDREN 


Adier's views on early childhood illness and outcome (ltr to ed), HL 
Ansbacher, 606-607, May 

Alternating caffeine and stimulants (itr to ed), I Fras, 228-229, Feb 

Attention in young children of psychotic mothers, H Grunebaum, JL 
Weiss, D Gallant, BJ Cohler, 887-891, Aug 

Board certification in child psychiatry: recent developments, JF 
McDermott Jr, C McGuire, SM Finch, 463-465, April 

Breaking the bonds of tradition: a reassessment of group treatment of 
latency-age children, RM Sands, S Golub, 662-665, June 

Child abuse: pathological syndrome of family interaction, AH Green, 
RW Gaines, A Sandgrund, 882-886, Aug 

Computer EEG and auditory evoked potential investigations in chil- 
dren at high risk for schizophrenia, TM Itil, W Hsu, B Saletu, S 
Mednick, 892-900, Aug 

Early-warning signs of violence: is a triad enough? B Justice, R Justice, 
IA Kraft, 457-459, April 

Factors influencing the changing clinical expression of the depressive 
process in children, 879-881, Aug 

An integrated treatment program for anorexia nervosa, R Liebman, S 
Minuchin, L Baker, 432-436, April 

Intelligence, academic achievement, and EEG abnormalities in hyper- 
active children, JH Satterfield, DP Cantwell, RE Saul, A Y usin, 391- 
395, April 

Mental health services to a day-care system, GA Heath, VA Hardesty, 
and discussion by HS Bloch, 323-326, March 

Minor physical anomalies and plasma dopamine-beta-hydroxylase ac- 
tivity in hyperactive boys, JL Rapoport, PO Quinn, F Lamprecht, 
386-390, April 

Multimodality treatment of the hyperkinetic child, AC Feighner, JP 
Feighner, 459-463, April 

Outpatient treatment of hyperactive school children with imipramine, J 
Waizer, SP Hoffman, P Polizos, DM Engelhardt, 587-591, May 

The “personhood” of children (ltr to ed), SA Nigro, and reply of JF 
McDermott Jr, PK Putman, 1047, Sept 

Postpartum reactions: some unrecognized variations, SS Asch, LJ Ru- 
bin, 870-874, Aug 

A psychiatric classification system for burned children, R Seligman, 
41-46, Jan 

Twin interactions in a normal nursery school, M Paluszny, R Gibson, 
293-296, March l 


COLLEGE MENTAL HEALTH 


Effects of coresidential living on the attitudes, self-image, and role ex- 
pectations of college women, RA Reid, 551-554, May 

A new dimension of the youth culture, AM Nicholi H, 396-401, April 

The young adult: an overview, DL Farnsworth, 845-851, Aug 


COMMUNITY PSYCHIATRY 


The black patient and research in a community mental health center: 
where have all the subjects gone? BL Weiss, DJ Kupfer, 415-418, 
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April . 

Blue-collar patients at a psychoanalytic clinic, N Terestman, JD Miller, 
JJ Weber, 261-266, March 

Community psychiatry in Malaysia, JD Kinzie, JI Teoh, ES Tan, 573- 
576, May 

Community psychiatry at UCLA: a decade of training, M Karno, JG 
Kennedy, S Lipschultz, 601-604, May 

Community service by eclectic private psychiatry, JW Jolliff, 976-980, 
Sept 

Current evaluation research on mental health services, G Klerman, 
783-781, July 

The effect of a community mental health center upon state hospital uti- 
lization, G Dyck, 453-456. April 

Ellsworth House: a community alternative to jail, HR Lamb, V 
Goertzel, 64-68, Jan 

Human resources: a new approach to the dilemmas of community psy- 
chiatry, PG Bourne, 666-669, June 

Medical, nonmedical, or antimedical models for mental health centers? 
FM du Mas, 875-878, Aug 

Mental health services to a day-care system, GA Heath, VA Hardesty, 
and discussion by HS Bloch, 323-326, March 

The Nader report: one author's perspective, FD Chu, with comments by 
DL Farnsworth, J Marmor, JO Cole, 7753-782, July 

Planning for the development of comprehensive community alcoholism 
services: I. The prevalence survey, A Beigel, EJ Hunter, JS Tamerin, 
EH Chapin, MJ Lowery, 1112-1116, Oct 

Flanning for the development of comprehensive community alcoholism 
services: IL. Assessing community awareness and attitudes, A Beigel, 
TR McCabe, JS. Tamerin, MJ Lowery, EH Chapin, EJ Hunter, 
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The use of structural family therapy in the treatment of intractable 
asthma, R Liebman, S Minuchin, L Baker, 535-540, May 
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Feb : 

A 10-year follow-up of 55 hospitalized adolescents, 769—774, July 
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FORENSIC PSYCHIATRY 


Comprehensive training in forensic psychiatry, RL Sadoff, 223-225, 
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The court and psychotherapy (ltr to ed), DH Russell, 1292, Nov 

“Dangerousness” of sex offenders (Itr to ed), EH Marcus, and reply of 
NT Sidley, 105-106, Jan 

Emergency commitment—a transcultural study, MA Peszke, RM Win- 
trob, 36-40, Jan 

Independent examination of patients hospitalized against their will, IN 
Perr, 765-768, July 

Involuntary commitment in Wisconsin (Itr to ed), Al Halpern, and 
reply of DA Treffert, 229-230, Feb; correction, 610, May 

Involuntary hospitalization: what for and how long? J Spensley, JT 
Barter, PH Werme, DG Langsley, and discussion by H Siegert, 219- 
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Psychiatric illness and season of birth, RA Woodruff Jr, SB Guze, PJ 
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Gestalt therapy's potential for harm (ltr to ed), DS Sprague, 1291- 
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Freud and third-party payment: a historical note, SE Pulver, 1400- 
1402, Dec 

Peer review: an obligation for psychiatrists (editorial), JP Spiegel, DW 
Hammersley, 1382-1384, Dec 

Psychotherapy and national health insurance, WL Granatir, 267-270, 
March 

Transference and countertransference in a third-party payment system 
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HYSTERIA 


Brief therapy of conversion reactions: an in-hospital technique, RA 
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Hankoff, MT Mischorr, KE Tomlinson, SA Joyce, 47-50, Jan 

Psychiatrists and political torture (Itr to ed), MR Weinstein, 721—722, 
June 

Psychiatry and the law: changing the system through changing the 
training, J Zusmaa, WA Carnahan, 915-918, Aug 

Psychopolitics, M Greenblatt, 1197-1203, Nov 

Staff attitudes and conflict regarding the use of methadone in the treat- 
ment of heroin addiction, BS Brown, DR Jansen, UF Bass III, 215- 
219, Feb 


KIDNEY FAILURE 


The adolescent kidney donor: the right to give, DM Bernstein, RG 
Simmons, and discussion by A Mattson, 1338-1343, Dec 


MARITAL THERAPY 


A model for brief intervention with couples based on projective identifi- 
cation, SI Greenspan, FV Mannino, 1103-1106, Oct 

The problems of women married to homosexual men, MS Hatterer. 
and discussion by AZ Skolnikoff, 275-278, March 


METAPSYCHIATRY 


Brief words of encouragement (ltrs to ed), L Loeb, H Kelman, 331, 
March 

Note on a neglected classic (Itr to ed), AP French, 832, July 

Psychiatric illness and season of birth, RA Woodruff Jr, SB Guze, PJ 
Clayton, 925-925, Aug 
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Dimensions of the therapeutic milieu: a study of mental hespital atmo- 
sphere, L Gurel, 409-414, April 
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Interpersonal maneuvers of manic patients, DS Janowsky, MK El- 
Yousef, JM Davis, and discussion by HW Arlen, 250-255, March 

Successful psychiatric rehabilitation using an inpatient teaching labora- 
tory—a one-year follow-up study, MK Jacobs, OL Trick, 145-148, 
Feb 


MILITARY PSYCHIATRY 


Black-white differences in social background and military drug abuse 
patterns, RL Nail, EKE Gunderson, RJ Arthur, 1097-1102, Oct 

The changing drug scene: 1970-1972, JF Greden, DW Morgan, SI 
Frenkel, 77-81, Jan 

Novel behaviors in an extreme environment, MK Popkia, V Stillner, 
LW Osborn, CM Pierce, JT Shurley, 651-654, June 

Suicide in the naval service, MA Schuckit, EKE Gunderson, 1328- 
1331, Dec 
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MINORITY ISSUES 


Alcoholism: a statewide program evaluation, S Miller, E Helmick, L 
Berg, P Nutting, G Shorr, 210-214, Feb 

Alcohol sensitivity and ethnic background, JA Ewing, BA Rouse, ED 
Pellizzari, 206-210, Feb 

The black patient and research in a community mental health center: 
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patterns, RL Nail, EKE Gunderson, RJ Arthur, 1097-1102, Oct 
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Peyote in the treatment of alcoholism among American Indians, BJ Al- 
baugh, PO Anderson, 1247-1250, Nov 
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services: I. The prevalence survey, A Beigel, EJ Hunter, JS Tamerin, 
EH Chapin, MJ Lowery, 1112-1116, Oct 
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1116-1121, Oct 

Position statement on homosexuality and civil rights (off acts), 497, 
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Prescientific psychiatry in the urban setting, FM Douglas, 279-282, 
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McRee, BF Corder, T Haizlip, 1273-1275, Nov 

Racial bias and research (ltr to ed), FP Kosbab, 1154, Oct 
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mer, 670—673, June 

United Nations draft program for a decade of action to combat racism 
and racial discrimination (off acts), 744, June 


OBITUARIES 
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Peter GS Beckett, 1922-1974 (in mem), HP Rome, 1038, Sept 
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"The adolescent kidney donor: the right to give, DM Bernstein, RG Sim- 
mons, and discussion by A Mattson, 1338-1343, Dec 
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Acute organic brain syndrome: a complication of disulfiram therapy, 
ST Knee, J Razani, 1281-1282, Nov 
Follow-up on leprosy and psychosis (Itr to ed), P Lowinger, 607, May 


ORTHOMOLECULAR PSYCHIATRY . 


Dr Pauling comments on the comments (ltr to ed), L Pauling, 1405- 
1406, Dec : 

NAD and chronic schizophrenia (Itr to ed), MS Altus, 1043-1044, Sept 

On the orthomolecular environment of the mind, L Pauling, with com- 
ments by RJ Wyatt, DF Klein, MA Lipton, 1251-1267, Nov 
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Asthma and paranoia (ltr to ed), S Kern, 607-608, May 
Correlative aspects of introjective and projective mechanisms, WW 
Meissner, and discussion by ER Reiner, 176-180, Feb 


PEER REVIEW 


A comparison of three approaches to patient care appraisal based on 
chart review, JE Henisz, PB Goldblatt, HR Flynn, V Garrison, 1142- 
1144, Oct 

Hypnotics and the model criteria (ltr to ed), DF Kripke, with comment 
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Medical audit by clinical rounds, A Richman, H Pinsker, 1370-1374, 
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Peer review guidelines: a survey of local standards of treatment, DG 
Langsley, GI LeBaron Jr, 1358-1362, Dec 

Peer review: an obligation for psychiatrists (editorial), JP Spiegel, DW 
Hammersley, 1382-1384, Dec 
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Luft, 1363-1366, Dec 

Position statement on Public Law 92-603 (PSRO) (off acts), 1072, Sept 
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Sullivan, 1354-1358, Dec 

PSRO: a challenge to psychiatry (editorial), WF Bennett, 1384-1386, 
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PSROs: Problems and potentials for psychiatry, GD Cohen, M Con- 
well, LD Ozarin, FM Ochberg, 1378-1381, Dec 
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Quality assurance and psychiatric practice: a review, B Liptzin, 1374- 
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Acute organic brain syndrome: a complication of disulfiram therapy, 
ST Knee, J Razani, 1281-1282, Nov 

Alterations in cell membrane activity in depression, J Mendels, A Fra- 
zer, 1240-1246, Nov 

Amitriptyline in anxious-depressed outpatients: a controlled study, K 
Rickels, I Csanalosi, HR Chung, WG Case, JA Pereira-Ogan, RW 
Downing, 25-30, Jan 

The antagonism of amphetamine-induced symptomatology by a neuro- 
leptic, B Angrist, HK Lee, S Gershon, 817-821, July 

Antiparkinsonian agents and depot phenothiazine, C-p Chien, A Di- 
Mascio, JO Cole, 86-90, Jan 

Chemotherapy of delirium tremens: a survey of physicians' preferences, 
AR Favazza, P Martin, 1031-1033, Sept 

Chlordiazepoxide and hostility (Itr to ed), C Salzman, JS Harmatz, RI 
Shader, and reply of K Rickels, RW Downing, 1153-1154, Oct 

Chlordiazepoxide and hostility in anxious outpatients, K Rickels, RW 
Downing, 442-444, April 

Chlormezanone in anxiety: a drug rediscovered? K Rickels, JA Pereira- 
Ogan, SG Case, I Csanalosi, MJ Mirman, JE Nathanson, LC Parish, 
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Chlorzepate dipotassium in tardive dyskinesia (ltr tọ ed), TM Itil, C 
Unverdi, D Mehta, 1291, Nov 
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723, June 
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and reply of PT Donlon, 929, Aug 

Does lithium block the effects of amphetamine? a report of three cases, 
A Flemenbaum, 820-821, July 

Doxepin: is a single daily dose enough? HL Goldberg, RJ Finnerty, JO 
Cole, 1027-1029, Sept 
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Lipman, LR Derogatis, JE Smith III, JH Pattison, 191-198, Feb 
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Fink, AM Freedman, 595-597, May 
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Lithium treatment for amphetamine abuse (ltr to ed), DP van Kamen, 
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NAD and chronic schizophrenia (ltr to ed), MS Altus, 1043-1044, Sept 

On the orthomolecular environment of the mind, L Pauling, with com- 
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Davis, JFJ Cade, and reply of JL Chapel, 931-932, Aug 

Possible effects of combining phenothiazines (ltr to ed), J Davidson, 
1408-1409, Dec 

Rapid “‘digitalization” of decompensated schizophrenic patients with 
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today as they. were when they came off the press. 


You need to know what they have to say. So we'll meet you part way: list price separately, $24; combination 


price, $18.50. 











Halfway Houses 
for the 
Mentally Ill 


| THE MENTAL 
| HEALTH CENTER 


A FIELD STUDY 
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Jon E. Gudeman 
Richard Elpers 





. concise. well-written, a model . . . conveys its history. essential . . . deserves close study by those Once again, the Joint Information 
of medical reportorial writing. in- characteristics, its problems and who are concerned with problems Service has published a useful doc- 
dispensable. goals for the future. . . . Defini- of organization within any psychi- umentary report that is readable 

—AMERICAN JOURNAL tive... . atric unit. and informative. 
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Publications Services Division 
American Psychiatric Association 
1700 18th St, N.W., Washington, D.C. 20009 


Please send me copies of the special four-book package at $18.50 and/or 





— — ——. copies of Halfway Houses for the Mentally Ill, at $6 each, 

— copies of Partial Hospitalization for the Mentally Ill, at $6 each, 
copies of The Staff of the Mental Health Center, at $6 each. 

. —— copies of Rehabilitating the Mentally Ill, at $6 cach. 

for à toil of $ —— —— ^] remittance enclosed please bill me 
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Address 
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patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia or hypotension and those with prostatic 
hypertrophy. Dysuria may occur, but rarely becomes a problem, Large doses may cause 
complaints of weakness and inability to move particular muscle groups, requiring dos- 
age adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiaz;res and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms. 


May procuce anhidtosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do- manual labor in a hot environment, and those with disturbances in sweating. If 





TABLETS: 0.5 mg, 1 mg, and 2 mg 
INJECTION: 1.0 mg/ml 


COGENTIN 
(Benztropine Mesylate | MSD) 


helps alleviate most 
phenothiazine-induced 
extrapyramidal symptoms 





In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms.' Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 
extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246, 
May 1972. 


anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 
impaired, Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. Certain extrapyramidal disorders that develop slowly, such as tardive 
dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 
containing 1.0 benztropine mesylate and 9.0 sodium chloride per ml, in 2-ml ampuls. 


For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 








Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate| MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 
When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. 








. Not every anxious, “blue” patient 
isa candidate for 
Adapin (doxepin HCI) therapy 


How to maximize the effectiveness of 
Adapin (doxepin HCI) in your management 
of anxiety/depression 





Choose the candidates 
who identify themselves 


Put the major side-effect 
to work for you 


Put them at ease 
with their therapy 


To maximize effect; 
you must first prescribe 


Individualize dosage 
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ADAPIN 


Doxepin HCI 


oe 





Prescribing Information: 


DESCRIPTION 
Adapin (doxepin HCl) is an isomeric mixture of N. 
N-dimethyl-dibenzib.e] oxepin- Arten, y ptopylamine 
hydrochloride. 

P diss 


ACTIONS 

Adapin has a variety of pharmacological actions with 
its predominant action on the central nervous system. 
While its mechanism of action is not known. studies 
have demonstrated thar it is neither a monoamine 
oxidase inhibitor nor a primary stimulant of the cen- 
tral nervous em. 


INDICATIONS 

In controlled clinical evaluations, Adapin has shown 
marked antianxiety and significant antidepres- 
sant effects. Adapin has been found to be well toler- 
ated even in elderly patients. 








Adapin is indicated for the treatment of patients with: 
l. Psvchoneurotic anxiety and/or depressive 
reactions. 


2. Mixed symptoms of anxiety and depr 








on 


3. Anxiety and/or depression associated with alco- 
holism. 


d 


. Anxiety associated with organic disease. 


n 


Psychotic depressive disorders including involu- 
tional depression and manic-depressive reactions. 
Target svmptoms of psychoneurosis that respond par- 
ticularly well to Adapin include: anxiety, tension, 
depression, somatic symptoms and concerns, insomnia, 
guilt, lack of energy. fear, apprehension and worry, 
Because Adapin provides antidepressant as well as 
antianxiety effects, it is of particular value in patients 
in whom anxiety masks depression. Patients who have 
not responded to other antianxiety or antidepressant 
drugs may benefit from Adapin. 

In a large series of patients systematically observed 
for withdrawal symproms, none were reported — a 
finding which is consistent with the virtual absence of 
euphoria as a side effect and the lack of addictive 
potential characteristic of this type of chemical com- 
pound 


CONTRAINDICATIONS 

Because Adapin has an anticholinergic effect, it is 
contraindicated in patients with glaucoma or a tendency 
toward urinary retention 

Use of Adapin is contraindicated in patients. who 
have been found hypersensitive to it. 


WARNINGS 

Usage in Pregnancy — Adapin has not been eval- 
uated in pregnant patients. Therefore, it should not be 
used during pregnancy unless, in the judgment of the 
physician, it is essential to the welfare of the patient 





In animal reproduction studies of Adapin, gross and 
microscopic examination of the offspring gave no evi- 
dence of drug-related teratogenic effects. Following 
doses of up to 25 mg/kg/day for 8 to 9 months, no 
changes were observed in the number of live births, 
litter size, or lactation. A decreased rate of conception 
was observed when male rats were given 25 mg/kg/ 
day for prolonged periods — an effect which has oc- 
curred with other psychotropic drugs and has been 
attributed to drug effect on the central and/or auto- 
nomic nervous systems. 


Usage in Children — The use of Adapin in children 
under 12 years of age is not recommended, because 
safe conditions for its use have not been established. 


MAO Inhibitors — Serious side effects and even 
death have been reported following the concomitant 
use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two 
weeks prior to the cautious initiation of therapy with 
Adapin. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being 
used, the length of time it has been administered, and 
the dosage involved. 


PRECAUTIONS 

Drowsiness may occur with Adapin (doxepin HCI 
therefore patients should be warned of its possib 
occurrence and cautioned against driving a motor ve 
hicle or operating hazardous machinery while takir 
the drug. 





Patients should also be cautioned that the effects « 
alcoholic beverages may be increased. 

Since suicide is an inherent risk in depressed patien 
and remains a risk through the initial phases of in 
provement. depressed patients should be close 
supervised 

Although Adapin has shown effective tranquilizir 
activity, the possihility of activating or unmasking | 
tent psychotic symptoms should be kept in mind 





Compounds structurally related to Adapin can bloc 
the effects of guanethidine and similarly acting con 
pounds. However, at the usual clinical dosages, 75 my 
to 150 mg. per day, Adapin has been given concon 
itantly with guanethidine without blocking its ant 
hypertensive effect. But at dosages of 300 mg. per da 
or higher, Adapin has exerted a significant blockin 
effect. 

Adapin, like other structurally related psychotropi 
drugs, potentiates norepinephrine response in animal: 
But this effect has not been observed with Adapii 
in humans, which is in accord with the low incidenc 
of tachycardia reported clinically. 


ADVERSE REACTIONS 

Anticholinergic Effects: Dry mouth, blurred visio 
and constipation have been reported. These are usuall 
mild, and often subside as therapy is continued c 
dosage reduced. 

Central Nervous System Effects: Drowsiness ha 
been observed. It usually occurs early in the course c 
therapy and tends to subside as therapy continues. (Se 
Dosage and Administration section.) 
Cardiovascular Effects: Tachycardia and hypotensioi 
have been reported infrequently. 


Other infrequently reported adverse effects includ 
extrapyramidal symptoms, gastrointestinal reactions 
secretory effects (such as increased sweating), weak 
ness, dizziness, fatigue, weight gain, edema, paresthesias 
flushing, chills, tinnitus, photophobia, decreased libido 
rash, and pruritus. 


DOSAGE AND ADMINISTRATION 

In most patients with mild to moderate anxiety 
and/or depression: 10 mg. to 25 mg. tid. to start 
A starting dosage of 10 mg. vid. for a period of fou 
days may reduce the initial drowsiness experiencec 
by some patients, and may be tried in cases where 
drowsiness is clinically undesirable. Decrease or in 
crease the dosage at appropriate intervals according : 
individual response. Usual optimum dosage is 75 my 
to 150 mg. per day. 

In some patients with mild symptomatology o! 
emotional symptoms accompanying organic disease 
dosage as low as 25 mg. to 50 mg. per day has pro 
vided effective control. 

In more severe anxiety and/or depression: 5 
mg. tid. may be required to start — if necessary, grad 
ually increase to 300 mg. per day. Additional effective: 
ness is rarely obtained by exceeding 300 mg. per day 








Although optimal antidepressant response may nor be 
evident for two to three weeks, antianxiety activity is 
rapidly apparent. 


OVERDOSAGE 

Symptoms — An increase of any of the reported ad- 
verse reactions, primarily excesssive sedation and anti- 
cholinergic effects such as blurred vision and 
dry mouth, Other effects may be: pronounced tachy- 
cardia, hypotension and extrapyramidal symptoms. 
Treatment — Essentially symptomatic; supportive ther- 
apy in the case of hypotension and excessive sedation. 


HOW SUPPLIED 

Each capsule contains doxepin, as the hydrochloride. 
IC mg. (NDC 18-356-71) and 25 mg. {NDC 18-357-71) 
capsules in bottles of 100. and 50 mg. (NDC 18-358- 
65) capsules in bottles of 50 


Va IJENMWALT. 


. 
Pennwalt Prescription Products 
Pharmaceutical Division 1, 
Pennwalt Corporation 
Rochester, New York 14623 

















BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 


Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 

JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 










MEDICAL OFFICER 


Psychiatrists 
General Practitioners 













SAINT ELIZABETHS HOSPITAL 


A large Federal pyschiatric facility in Washington, 
D. C., strategically located within 10 minutes of down- 
town Washington, the area beltway, and surrounding 
counties. Current management efforts are focused on 
converting a large centrally operated psychiatric 
Hospital into a modern decentralized community- 
based facility. On-going programs include: A Com- 
munity Mental Health Center, treatment centers for 
the Youth, Deaf, Alcoholics, and Drug Addicts, and a 
400 bed General Medical and Surgery facility. A fully 
accredited Internship and a Psychiatric Residency 
Program are also conducted at the Hospital. Salaries 
range from $20,000 to $33,000 depending upon train- 
ing and experience. Federal employee benefits apply. 
Write or telephone: 


Mrs. Betty Dunkins 
Saint Elizabeths Hospital 
2700 Martin Luther King, Jr., Ave., S.E. 
Washington, D. C. 20032 
(202) 574-7179 












AN EQUAL OPPORTUNITY EMPLOYER 





UNIVERSITY OF OTAGO 
Faculty of Medicine 

THE CHRISTCHURCH CLINICAL SCHOOL 
Christchurch — New Zealand 

Lecturer in Psychological Medicine 


Applications are invited from medical graduates for 
the appointment of LECTURER IN PSYCHOLOGICAL 
MEDICINE in the recently established Christchurch 
Clinical School. 

Duties will include undergraduate and postgraduate 
teaching, participation in patient care, and research. 

Salary: Lecturer — $NZ 9,997 - $NZ 14,287 per an- 
num with a bar at $NZ 11,811 per annum. 

Lecturers above the bar may be paid an allowance 
for clinical responsibilities. ° 

Information about the Department may be obtained 
from the Professor of Psychological Medicine, The 
Christchurch Clinical School, Christchurch, New 
Zealand. 

Further general information and the method of 
application may be obtained from the Secretary-General, 
Association of Commonwealth Universities (Ap- 
pointments), 36 Gordon Square, London WC1H OPF, or 
from the Registrar, University of Otago, P.O. Box 56, 
Dunedin, New Zealand. . 

Applications, quoting ref. A.74/51, should be sent to 
the undersigned in New zealand. 






















J. W. Hayward, 
Registrar. 
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Aging successfully: 
is the goal just 
survival? 

Popular belief would have it that "aging" 
and "existing" are the same, both 
marked by deteriorated ability — physi- 
cal and mental. But is successful aging 
just existing? 


Oris it ing the 
most of one's 


abilities? 
More than just surviving the changes 
and obstacles of old age, successful 
aging is adapting to the changes and 
overcoming the obstacles. Consider the 
very fortunate aging individuals who 
continue active, productive, even so- 
zially significant lives. Picasso, painting 
ind sculpting until his death at the age 
of 91. Stokowski still conducting at 92 
Margaret Mead, an active author and 
inthropologist at 73. Consider, too, 
hose who lack prominence and popular 
cclaim, but still lead personally satis- 
ying lives. Thus adding meaning to 
?eir prolonged existence by following 
iterests and abilities 

How then, can some age so success- 
ally, others less so, and still others 
»erely survive? One reason: individual 
ifferences. Not only in abilities, but in 
pportunities and situations that can 
ither nurture or suffocate ability. 

Ading doesn't have to mean ailing 
odies and failing minds. True, the cell 
ss of old age extends to the brain. But 
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timeandthemind 








the loss of brain cells doesn't invariably 
lead to loss of intelligence and alertness 


For, 
Although the 
decrease in 
brain volume 
1s well known, enormous 
reserves of cerebral cells help compen- 
sate for loss with age. Disease and injury, 
more than advancing age, actually 
lessen cerebral capacity 

And ‘lack of use contributes to the 
decline; mental and physical functions 


that are utilized tend to persist and those 
not utilized tend to disappear So, if used, 
the mind often can remain alert And, 
in fact, 


Some now 

believe that 
intellectual decline 
can be minimal. 


One theory isolates two basic types of 
intelligence: "fluid" and “crystallized” 
Both increase into adolescence, but fluid 
intelligence, formless and independent 
of education, begins to decline dur ng 
the twenties. Crystallized intelligence — 
experience refined through education — 
continues to grow, and does not decline 
or even level off during old age. So, 
according to this theory, total intelligence 
changes qualitatively Quantitatively, it 
remains relatively constant 

But we still see senility and seeming à 
mental decline, sometimes caused by. 








injury to the brain from accident or a 
disease like cerebral arteriosclerosis. In 
some cases, the reason may be per- 
sonality frustration even more than 
actual brain deterioration: a decline in 
performance generated by severe stress 
more than a decline in cognitive ability. 
Clinically significant anxiety, alone or as- 
å sociated with underlying organic dis- 
ease, is common in the elderly, and can 
cripple the aged mind, and interfere with 
* the adaptive process. But 


When such anxiety 
1S controlled the elderly 
patient may become more responsive to 
personal interests and social activities 


£f 





Totherapy and counselling. To adapting 
to the changes of age. 

If antianxiety therapy adjunctive to 
your counsel and reassurance is de- 
sirable, consider Serax (oxazepam) 
Serax has been found valuable, partic- 
ularly in the older patient, in the manage- 
ment and control of clinically significant 
anxiety, tension, agitation and irritability 

Special care must of course be taken 
in prescribing antianxiety agents for 
elderly patients, especially where 
cardiac complications might ensue from 
a drop in blood pressure. And careful 
attention must be paid to dosage recom- 
mendations and follow-up observation 

More than eight years of clinical ex- 
perience have shown Serax to be 
especially useful in many geriatric pa- 
tients. Its dosage flexibility* generally 
permits adjustment to individual patient 
needs, making Serax a logical choice in 
the management of clinically significant 
anxiety in the elderly patient. 


In Brief 

Indications: Oxazepam is indicated for the 
management and control of anxiety, tension, 
agitation, irritability and related symptoms Such 
symptoms are commonly seen in patients with a 
diagnosis of psychoneurotic reaction, psycho- 
physiological reaction, personality disorder, or 
in patients with underlying organic disease 
Anxiety associated with depression 1s also re- 
sponsive to oxazepam therapy. This product has 
been found particularly useful in the manage- 
ment of anxiety, tension, agitation and irritability 
inolder patients. Alcoholics with acute tremulous- 
ness, inebriation or with anxiety associated w:th 
alcohol withdrawal are responsive to therapy 


*See package circular for full prescribing information 


Wyeth 


t makers of SCYAX (oxazepam)  . 
E for use in clinically significant anxiety 


Contraindications: History of previous hyper- 
sensitivity to oxazepam Oxazepam is not in- 
dicated in psychoses 


Warning: Use in Pregnancy Safety for use in 
pregnancy not established 


Precautions: Hypotensive reactions are rare, 
but use with caution where complications could 
ensue from a fall in blood pressure, especially 
in the elderly. Withdrawal symptoms upon dis- 
continuation have been noted in some patients 
exhibiting drug dependence through chronic 
overdose. Carefully supervise dose and amounts 
prescribed, especially for patients prone to self- 
overdose, excessive, prolonged use in suscepti- 
ble patients (alcoholics, ex-addicts, etc.) may 
result in dependence or habituation. Reduce 
dosage gradually after prolonged excessive 
dosage to avoid possible epileptiform seizures 
Withdrawal symptoms following abrupt discon 
tinuance are similar to those seen with barbitu- 
rates. Caution patients against driving or 
operating machinery until absence of drowsiness 
or dizziness is ascertained. Warn patients of 
possible reduction in alcoho! tolerance Not in 
dicated in children under 6 years; absolute 
dosage for 6- to 12-year olds not established 






Adverse Reactions: Therapy-interrupting side 
effects are rare. Transient mild drowsiness is 
common initially; if persistent, reduce dosage 
Dizziness, vertigo and headache have also oc- 
curred infrequently; syncope, rarely. Mild para- 
doxical reactions (excitement, stimulation 
of affect) are reported in psychiatric patients 
Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy 
edema, slurred speech, tremor and altered 
libido are rare and generally controllable by 
dosage reduction. Although rare, leukopenia 
and hepatic dysfunction including jaundice have 
been reported during therapy Periodic blood 
counts and liver function tests are advised 
Ataxia, reported rarely, does not appear related 
to dose or age. These side reactions, noted with 
related compounds, are not yet reported: para- 
doxical excitation with severe rage reactions, 
hallucinations, menstrual irregularities, change 
in EEG pattern, blood dyscrasias (including 
agranulocytosis), blurred vision, diplopia, incon- 
tinence, stupor disorientation, fever andeuphoria 


Availability: Capsules of 10, 15 and 30 mg 
oxazepam, tablets of 15 mg. oxazepam 


Wyeth Laboratories - Pn aceipnia. Pa 19101 





VALIUM 


diazepam) 


IN THE CONTEXT OF 
SUPPORTIVE 
PSYCHOTHERAPY 
















At times, psychic 
tension can incapacitate the 
patient 

When the psychiatric 
patient’s self-esteem and inner 
security are threatened, psychic 
tension can become i Wu 
ing. Unable to handle stressful —— 
situations, the patient may | x 
feel out of control and tension 
may preventa calm and a) 
approach to problems. 





The use of supportive 
psychotherapy with adjunctive 
Valium (diazepam) 


Supportive psychotherapy 


provides reassurance and seeks to 

reinforce the patient's defenses. 

PP e recognition of the 

t's problem and realistic 
nce are used by the physi- 

“ian to provide the necessary 

; otional support for the patient 
with whom he shares the difficul- 
tiesand responsibilitięs of coping. 




















f 


j tm 'play a small role. But it can be an important one. 





In the course of this treat- 
ment, Valium (diazepam) can 
often be a useful psychotherapeu- 
tic adjunct to help relieve exces- 
sive levels of tension and anxiety, 
as wellasto counteract the psy- 
chophysiologic effects of anxiety 
that may be quite devastating. 
The patient may suffer anxiety- 
related symptoms affecting any 
organ system, including skin, 
musculoskeletal, respiratory, car- 
diovascular, gastrointestinal and 
genitourinary. Valium can also 
help reduce these symptoms and 
their impact on the patient's abil- 
ity to function. - | 


Valium (diazepam) may 
not have the major role, but it 
can have an important one 

When used to relieve ex- 
cessive anxiety and tension dur- 
ing supportive psychotherapy, 
Valium offers several distinct ad- 


È vantages. The patient usually 


Qut; 


starts to benefit as early as the first _ 
day of therapy, and significant 
improvement is usually evident 
within the first few days, although 
some patients may require a longer 
period. Valium (diazepam) is pro- 
vided in three dosage strengths, 

so you can precisely and easily 
control the medication to suit 
your patient's needs. If the patient 
remains symptomatic at bedtime, 
an b.s. dose added to a b.i.d. or 
t.i.d. regimen is often very effec- 
tive. Valium is generally well 
tolerated and in recommended 
dosages rarely produces signifi- 
cant adverse reactions. As with 
most CNS-acting agents, patients 
taking Valium should be cautioned 
against driving or operating dan- 
gerous machinery. 


Before prescribing, consult 
complete product information. 


ALIUM 
~~ diazepam) 
2 -mg, =f -mg, 10-mg tablets 


Please see following page for a summary of product information. 
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VALIUM 
diazepam) 





2-mg, 5-mg, 10-mg tablets 





In the context of 
supportive psychotherapy, 
helps reduce psychic tension 


Before prescribing, please consult complete 


product information, a summary of which follows: 


Indications: Tension and anxiety states; somatic 
complaints which are concomitants of 
emotional factors; psychoneurotic states 
manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; 
symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute 
alcohol withdrawal; adjunctively in skeletal 
muscle spasm due to reflex Spasm to local 
pathology, spasticity caused by upper motor 
neuron disorders, athetosis, stiff-man 
Syndrome, convulsive disorders (not for sole 
therapy). 

Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in 
patients with open angle glaucoma who are 
receiving appropriate therapy. 

Warnings: Not of value in psychotic patignts. 
Caution against hazardous occupations 
requiring complete mental alertness, When 
used adjunctively in convulsive disorders, 
possibility of increase in frequency and/or 
severity of grand mal seizures may require 
increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be 
associated with temporary increase in 
frequency and/or severity of seizures. Advise 


and anxiety. 


against simultaneous ingestion of alcohol and 
other CNS depressants. Withdrawal symptoms 
(similar to those with barbiturates and alcohol) 
have occurred following abrupt discontinuance 
(convulsions, tremor, abdominal and muscle 
cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful 
Surveillance because of their predisposition to 
habituation and dependence. In pregnancy, 
lactation or women of childbearing age, weigh 
potential benefit against possible hazard. 


Precautions: If combined with other 
psychotropics or anticonvulsants, consider 
carefully pharmacology of agents employed; 
drugs such as phenothiazines, narcotics, 
barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. 
Usual precautions indicated in patients severely 
depressed, or with latent depression, or with 
suicidal tendencies. Observe usual precautions 
in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly 
and debilitated to preclude ataxia or 
oversedation. 

Side-Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. 





Paradoxical reactions such as acute 
hyperexcited States, anxiety, hallucinations, 


increased muscle Spasticity, 


insomnia, rage, 


sleep disturbances, stimulation have been 


reported; shoul 


Isolated reports of neutropenia, jaundice; 


periodic blood 


Counts and liver function tests 


advisable during long-term therapy. 


Dosage: Individualize for maximum beneficial 


effect, Adults: Tension, anxiety and 


psychoneurotic stat 


alcoholism, 10 mg t.i.d. or qid. in first 24 
hours, then 5 mg t.i.d. or q.i.d. as needed; 
adiunctively in skeletal muscle spasm, 2 to 


10 mg t.i.d. or q.i.d 
disorders, 2 to 10 


debilitated patients: 2 to 2, mg, 1or 2 times 
daily initially, increasing as needed and 
tolerated. (See Precautions.) Children: l to 


2¥2 mg t.i.d. or q.i.d. 


initially, increasing as 


needed and tolerated (not for use under 6 


months). 


Supplied: Valium® 
5 mg and 10 mg; 


(diazepam) Tablets, 2 mg, 
bottles of 100 and 500. Al] 


strengths also available in Tel-E-Dose* 
packages of 100. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley, NJ. 07110 


d these occur, discontinue drug. 


es, 2 to 10 mg b.i.d, toq.i.d.; 


.; adjunctively in convulsive 
mg b.i.d. to q.i.d. Geriatric or 
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PSYCHIATRISTS ... 


Board eligible and board certified to 
fashion positions within innovative 
programs. Positions in the Triage- 
Crisis Intervention Program, Acute 
Psychiatry Program and Intermediate 
Psychiatry Program, Out-patient 
Psychiatry Program, Research and 
formal teaching opportunities are 
available. Medical school affiliation with 
medical students and residents training 
within each program. Salaries from 
$28,287 to $34,827 based upon 
qualifications. No discrimination in 
employment. 


Apply to: Chief of Psychiatry 
VA Hospital 
Downey, Illinois 60064 


Make . 
psychiatric 
history! 


Up here in Maine, we're making some of the most exciting 
innovations in America. 

We're the Augusta Mental Health Institute, Northern 
New England's outstanding JCAH — accredited hospital. 
Right now, we need a special breed of Board Eligible or 
Certified Psychiatrists to join us and help us make history. 
AMHI is a unitized, participatory management institution 
that's already a national model for providing services to 
a rural society. 

We've done a lot already and we're not finished yet. 

We want only flexible, creative types interested in making 
great professional strides in treatment. 

After a 40-hour schedule you can develop a private 
practice. You'll receive all normal state benefits and an 
unusually good retirement plan — even possibility of 
splendid low-cost, on-grounds housing. Salary up to 
$34,543. Want more details about how you can help 


write psychiatric history? Au sta 
Mental Health 
Institute 


Write or phone: Mr. Welsh 
Augusta Mental Health Institute 
Augusta, Maine 04330. Phone: 207-622-3751 


AN EQUAL OPPORTUNITY EMPLOYER 





STAFF PSYCHIATRIST 


at one of the nation's finest large 
psychiatric teaching institutions. Ad- 
ministrative and non-administrative 
positions available. CME category ! 
program, large residency program, all 
types psychiatric specialty treatment 
units, research facilities, unrivaled 
clinical material. Board certified or 
eligible, Pennsylvania license re- 
quired. Beautiful suburban — rural 
setting near Philadelphia. $25,980 — 
$28,581, excellent benefit package, 
liberal retirement. Contact Personnel 
Director, Norristown State Hospital, 
Norristown, Pennsylvania 19401, 
telephone (215) 631-2511. 





DIRECTOR 
EMERGENCY SERVICES 


The West Philadelphia Community Mental 
Health Consortium, Inc., a large established 
Community Mental Health Center in Philadelphia 
is seeking a creative Board Eligible or Certified 
Psychiatrist to direct its Emergency Services. 
Combination of administrative and clinical 
responsibilities for a 24 hour Emergency Service 
and Home Visiting Team, liason with other Ser- 
vice Directors, and participation in top manage- 
ment team. 


Position carries possible affiliation with Depart- 
ment of Psychiatry of University of Pennsylvania, 
depending on qualifications. Competitive salary, 
plus excellent fringe benefits. 


Contact Herbert Diamond, M.D., Medical Direc- 
tor, West Philadelphia Community Mental Health 
Consortium, P.O. Box 8076, Philadelphia, Penn- 
sylvania 19101. 
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In the treatment of clinically significant depression... 
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* An important alternative in fitting the 
medication to the patient's needs 
Once-a-day dosage at bedtime is an appropriate way 
to start—and maintain—many patients on therapy. 
Of course, ELAVIL may be administered two, three, 
or four times as well as once a day. This dosage 
versatility allows prescribing precisely for the 
patient's needs. 


Once-a-day dosage schedule for «dult 
outpatients 

Therapy should be initiated with 50 mg to 100 mg at 
bedtime. This may be increased by 25 or 50 mg 
added to the bedtime dose as necessary to a maxi- 
mum daily dose of 150 mg. The usual maintenance 
dose is 50 to 100 mg a day given at bedtime, 


though in some patients, 40 mg per day is sufficient. 


* Greater patient compliance 


The simplicity of once-a-day dosage at bedtime 
makes it easier for patients to adhere to a regimen— 
an especially important consideration in depressed 
patients whose self-motivation may be at a low ebb. 


ELAVIL should not be used during the acute recovery 
phase following myocardial infarction, in patients 
hypersensitive to it, or in those who have received an 
MAOI within two weeks. Since suicide is a possibility 
in any depressive illness, patients should not have 
access to large quantities of the drug. Concurrent 
electroshock therapy may increase hazards associ- 
ated with such therapy. Patients with cardiovascular 
disorders should be watched closely. The drug may 
impair mental or physical abilities required in 
hazardous tasks and may potentiate the effects 

of alcohol. 


once a day at bedtime 


Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 
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For a brief summary of prescribing information, please see following page. SHAR 
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ELAVIL ~ 


(AMITRIPTYLINE HCI| MSD) 


added dosage versatility 
in clinically significant depression 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/lergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is FA A o and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5080; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. °° 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 











ELAVIL 


(AMITRIPTYLINE HCl | MSD) 


dosage forms for differing 
patient needs 











25 mg (yellow) 
This tablet may prove use- 
ful for initial therapy in 


adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 
















50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 

quired, or when the single daily dose 

is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 

pitalized patients who may need 100 

mg a day initially. In these patients, 

dosage may be increased gradually to 

200 mg a day if necessary. A small 


number of hospitalized patients may 
need as much as 300 mg a day. 












10 mg (blue) 


Because lower doses are 
generally recommended 

for adolescents and elderly 
patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 


patients who do not tolerate higher 
doses. 














INJECTION 
10 mg per ml 

= For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 














Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 





PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 





NAME 





DEPARTMENT 





ORGANIZATION 





STREET 





CITY 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCI IATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 








ANTABUSE: ‘Social security". 
for the alcoholic who wants- 
to stop drinking... 













The temptation is resisted, 
ANTABUSE (disulfiram) represents 
the security alcoholics need 


in any situation. They are ig 
better able to abstainfrom i 
drinking because they know the "a a 
consequences of taking “even one.” ' 
until psychiatric support 
can do the rest 

i Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

me. selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portive resources inthe community. 

In the meantime, ANTABUSE can help 
' the chronic alcoholic abstain from drinking. 








IEF SUMMARY 
or full prescribing information, 
ee package circular.) 
NTABUSE ` (disulfiram) in Alcoholism 


INDICATION: ANTABUSE is an aid in the manage- 
‘ant of selected chronic alcoholic patients who 
sagt to remain in a state of enforced sobriety so 
d supportive and psychotherapeutic treatment 

3y be applied to best advantage. (Used alone, 

athout proper motivation and without suppor- 

ive therapy, ANTABUSE is not a cure for alco- 
^olism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 
CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently received metronidazole, 
paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the 


ANTABUSE is contraindicated in the presence of 


Á should not be given ANTABUSE. 


severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 


WARNINGS: ANTABUSE should never be 
| administered to a patient when he is in a state 
| of alcohol intoxication or without his full 
| knowledge. *. 
| The physician should instruct relatives 
| accordingly. . 








The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 


* in severe reactions there may be respiratory 


depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcohol level reaches 125 to 

150 mg. 

The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 


"& DRUG INTERACTIONS: Disulfiram appears to 


b 


decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenylhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 

sbggild be observed for the appearance of un- 
eady gait or marked changes in mental status and 

the disulfiram discontinued if such signs appear. 


= CONCOMITANT CONDITIONS: Because of the 
æ possibility of an accidental ANTABUSE-alcohol 


fv 


uc 


be 


reaction, ANTABUSE (disulfiram) should &e used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypotHy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 

the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 

Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered unti! 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
ina single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 
a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. ` 


NOTE: Occasional patients, while seemingly on ^ 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has 
been largely abandoned. Furthermore, such a 

test reaction should never be administered toa 
patient over 50 years of age. A clear, detai led, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: e 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 

HOW SUPPLIED: No. 809 —Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 
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New York, N.Y. 10017 
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Exploring the Nondrug Parameters of Tranquilizer Effectiveness No. 1 >| 


How individual patient variables influenc 


It is now well established 
that certain nondrug factors can 
affect response to antianxiety 
medication. Thus, even with 
agents of proven efficacy, such 
as Librium (chlordiazepoxide 
HC), different patients may 
exhibit varying degrees of 
symptomatic relief from 
excessive anxiety and tension. 
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91-100, July 1972 

4°Rickels K, Downing RW, Howard K: 
Clin Pharmacol Ther 12:263-273, Mar-Apr 
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Socioeconomic status 





Apart from the effect of the 
physician's personality and 
prescribing attitudes on patient 
response, there are certain 
significant patient variables, 
e.g., personality type, severity 
and duration of anxiety, 
socioeconomic status, attitude 
toward medication and insight 
into the nature of the condition 
under treatment? Thus, some 
clinical experience suggests that 
physically active extroverts, for 
whom abatement of anxiety 
may decrease the will to achieve 
or take action, may respond 


negatively — resulting in 
exacerbation of anxiety? On th 
other hand, more passively 
anxious individuals with 
intellectual and esthetic 
inclinations have been shown tc 
benefit from antianxiety | 
medications. | 

When medication is 
indicated in the latter group, 
many psychiatrists place a high 
value on the benzodiazepines — 
of which Librium (chlordiaz- 
epoxide HCl) was the first in 
clinical use — for their antianxic 
effectiveness, broad usefulness 
and wide margin of safety?” 





he effectiveness of antianxiety therapy - 


'emonstrated predictors of Statistical analysis revealed and drug therapy responded 
ivorable response to Librium thatthegreatestdrug-placebo significantly better to Librium 
| chlordiazepoxide HCl) difference in relieving anxiety than to the placebo. On the 


occurred among patients who other hand, patients of lower 
In a double-blind, controlled ^ were more severely ill, thosein socioeconomic status, with less 


study’ of psychoneur otic a higher socioeconomic class insight and greater readiness to 
patients with moderately severe and those whose illness had accept medication alone as 

ety, 111 patients were — persisted for at least six months. sufficient therapy, tend to show 
treated with Librium in a daily The more educated patient a moderately favorable response 
dosage of 30 to 40 mg, and 201 with high verbal ability, greater to both drug and placebo. 
patients received a placebo. insight and 


Outcome criteriaingludeda an accepting FOr proven effectiveness against 
soba improvement measure — atiudetowed excessive, obstructive anxiety 


ifter 2 and 4 weeks and the combined ; 
4-week change score of a l0-item ^ psychotherapy adjunctive 


questionnaire. Librium 
— (chlordiazepoxide HCI) 


10 mg, 25 mg capsules 








Please see following page 
for summary of product information. 
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Effective adjufict in psychotherapy 


Libriuny (chlordiazepoxide HCI) 





While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, a summary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 


Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 


Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possible combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness (e.g., operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions}, following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 


10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 








performance 


Wide margin of safety 


recommended, if combination therapy 
with other psychotropics seems indicated, 
carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions [e.g., excitement, stimulation 
and acute rage) have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression; 
suicidal tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 


Minimal likeli- 
hood of impairing 
mental acuity and 
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symptoms, increased and decreased libido 
— all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis], 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 


Usual Daily Dosage: Individualize for 
maximum beneficial effects. Oral — 

Adults: Mild and moderate anxiety and i 
tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) | 


Supplied: Librium® (chlordiazepoxide 

HC!) Capsules, 5 mg, 10 mg and 25 mg 

— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- | 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 

— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories i 
Division of Hoffmann-La Roche Inc. 
Nutley. New Jersey 07110 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 
luu 


The Two Popular Models- PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES,.providés" the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 











The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a "Unilateral" type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC li—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 


An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced: with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cérebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


GMBH ERR i a Hr t ttt 
For more detailed information, and bibliography of over 200 references, write to: 


“REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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1800 staff members . 
» 


À 


who 


carry 
the 


promise _ 


happy tomorrows. 


_THE DEVEREUX FOUNDATION 
DEVON, PA. 
Sixty Bo OP service to exceptional children 


have reassured us that the latest educational tool 
is Second to the value of the. hüman resource. 


i. 


E . 
H7 >. A NON-PROFIT ORGANIZATION 


- Helena T. Devereux, E Aj Marshall H. Jarvis, " sy“ THE DEVEREUX FOUNDATION 
Founder and Consultant cpaidept + 
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" J : 
FOR'INFORMATION AND LITERATURE: ; “chare J. Fowler, Director, of Admissions 
Devereux pon Devon; Pennsylvania. 19333 

dele 21 ANEY MASSACHUSETTS, CONNECTICUT ; 
Ellwood M. Smit Missions Officer, Devon, Pa. 19333 
cAUiroRNA 29 : Keith A. Seáton, dmissions,Officer, Box 1079; NSafto Barbara’ 93102 
TEXAS `.. Robert E. Worsley, Admissions Officer, Box 2666 fVictoria . 77901 
ARIZONA .,Bette F. Eden; Ed.D., Dir&gtor; 6404 E. Sweetwater, Scottsdale 85254 
1 GEORGIA **. . . Ralph L ni ponertunt. Director, 1980 Stanley Road, NW, Kennesaw « 30144 
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